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nervous troubles and skin lesions. 
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ON TO ITS GOAL 
The rhythmic movement of the gentle wave carries the fallen leaf 
to the shore without harm to its fragile structure. Similarly, the 
gentle rhythmic movement of the peristaltic wave induced by 
Agarol assures certain evacuation of the already softened in- 
testinal contents. 


The exceptionally stable emulsion of pure medicinal mineral oil 
softens and lubricates the intestinal contents and thus prepares 
the ground for the peristaltic stimulus provided by the highly 
purified white phenolphthalein present in Agarol. Thus Agarol 
adequately furnishes the three principal requirements for the relief 
of constipation : postening,, lubrication, peristaltic stimulation. 
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THE FOUNDATIONS OF ACADEMIC 
FREEDOM * 


MICHAEL POLANYI 
F.R.S. 


PROFESSOR OF PHYSICAL CHEMISTRY IN THE UNIVERSITY OF 
MANCHESTER 


THE idea of freedom is ambiguous, and therein lies a 
danger to freedom. There seem to be two ways of being 
free. One way is to be free from external constraint. 
The rational limit to this freedom is that it must not 
interfere with other people’s right to the same freedom. 
I have, for example, freedom to choose between going 
to sleep or listening to the wireless, so long as my listening 
does not interfere with my neighbour’s choice between 
the same two alternatives. This is the approach to 
freedom which the great utilitarians Bentham and Mill 
have impressed on our age. It is linked to the idea that 
the basic pursuit of a good society is the greatest happiness 
of its greatest number, and that freedom is a condition 
of this pursuit. But this individualist or self-assertive 
concept of freedom can, unfortunately, be used to justify 
all kinds of objectionable behaviour. It has been invoked 
in protection of the worst forms of exploitation, including 
slavery. It has encouraged the rise of lawless indi- 
viduals and of nations striving for greatness at any price. 
Its fundamental opposition to all restraint can easily 
be turned into nihilism. 

The other concept of freedom is, in its extreme form, 
almost the opposite of the first: it is liberation from 
personal ends by submission to impersonal obligations. 
Its prototype is Luther facing the hostile Assembly at 
Worms with the words: “ Hier stehe ich und kann nicht 
anders.” Such surrender to moral compulsion is certainly» 
a form of liberation ; but such freedom leads to totali- 
tarianism, when the State is regarded as the supreme 
guardian of the public good, for it then follows that the 
individual is made free by surrendering completely to 
the State. Neither of these concepts affords by itself 
very safe grounds for freedom ; for even without nihilism 
and totalitarianism the individualist concept may appear 
selfish, and the theory of freedom by self-surrender may 
offend against our respect for individuality and against 
our sympathy with men’s claims to personal happiness. 

In this dilemma the study of academic freedom may 
guide us, for in the foundations of academic freedom the 
two rival concepts of liberty are firmly interwoven. 


ACADEMIC FREEDOM f 


, Academic freedom consists in the right to choose one’s 
own problem for investigation, to conduct research free 
from any outside control, and to teach one’s subject in 
the light of one’s own opinions. 

At first sight this freedom may seem contrary to both 
concepts ; for the scholar is not given freedom primarily 
to promote his own happiness or merely to fulfil an 
obligation. Something seems to be missing; and here 
a statement made recently by Dr. Enrico Fermi to an 
American Senate committee on legislation in support 
of scientific research gives us a hint: 

“ Experience has indicated that the somewhat haphazard 
exploration of the field of knowledge that results from an 
intensive freedom of the individual scientific worker to 
choose his own subject is the only way to insure that no 
important line of attack is neglected.” 


There is nothing uncommon in this claim, which is 
unquestioningly assumed as true by scientists in general. 
Though they rarely have occasion to express it in words, 
they effectively endorse it by the whole practice of scientific 
life, and we may safely assume that it is broadly true. 


s Abridged fro from une love Roberts lecture doliróred in Manchester 


t The RETN, H ‘his section is the same as used in my article 
in ‘‘ The Nineteenth Century and After,” April, 1947. 


6453 


The claim is that freedom is an efficient form of 
organisation. Scientists are viewed as a team exploring 
openings for discovery, and it is believed that their 
efforts will be efficiently codrdinated if each is left to 
follow his own bent. It is claimed in fact that there is 
no other efficient way of organising the team—that any 
attempt to codrdinate their efforts by directives 
of a superior authority would inevitably destroy the 
effectiveness of their coöperation, 

This, in a way, is surprising, for usually codrdination 
limits individual discretion. How can science be best 
coordinated by releasing individual impulses ? 

Usually, when several persons apply themselves inde- 
pendently to the same task, their efforts remain essen- 
tially uncodrdinated: a party of women shelling peas 
represents no coordinated effort, for their total achieve- 
ment is simply the sum of their individual outputs. 
But science is not conducted by isolated efforts like these, 
and science could make no progress that way. If all 
communications were cut off between scientists, science 
would almost come to a standstill. Discoveries might con- 
tinue to be made during the first few years of such a regime 
at about the normal rate, but their flow would soon dry up, 
and thenceforth progress would become fitful and sporadic, 
and the systematic growth of science would cease entirely. 

The coordinative principle of science consists in the 
adjustment of each scientist’s activities to the results 
achieved by others. In adjusting himself to the others 
each scientist acts independently, but scientists as a 
body keep extending with maximum efficiency the 
achievements of science as a whole. 

The basic principle leading to coordination of individual 
activities without the intervention of any codrdinating 
authority can be demonstrated by a trivial example. 
Suppose we had to piece together a gigantic jigsaw 
puzzle in the shortest possible time. It would be useless 
to farm out sets of the puzzle to isolated collaborators and 
add up their results. The only way to get the job finished 
quickly would be to get many helpers to work on the same 
set, each following his own initiative. Each helper would 
watch and benefit by the progress made by the others. 

It is also obvious what would happen if someone tried 


„to improve matters by applying central administration. 


Each helper would then have to await a decision taken at 
the supreme level. In effect, all of them except the head 
of the organisation would cease to contribute to the piecing 
together of the puzzle. Codperation would fall to zero. 

This confirms the twofold claim of Dr. Fermi—that 
the independent actions of individuals may become 
spontaneously and efficiently codrdinated in a joint task, 
and that subordination to a central authority would 
destroy their coérdination. 


THE UNCERTAIN TASK 

The logical basis of the spontaneous coordination of | 
scientists is identical with that of the team engaged in 
piecing together a jigsaw puzzle; but there is a great 
difference between the two cases. The pieces of a jigsaw 
puzzle are bought in a shop on the understanding that they 
will yield a solution known to the manufacturer; but 
there is no similar assurance that scientists will be able to 
explain the universe by piecing together their discoveries. 

It is not even clear in what sense science—or scholar- 
ship in general, to which all these considerations apply 
equally—can be said to have any comprehensive task 
at all. The search for a ground plan of the universe can 
only be meant in a vague and fluid sense. Pythagoras 
and even Kepler sought a ground plan in terms of 
numerical and geometrical rules; Galileo and Newton 
sought it in terms of mechanism ; today we seek it once 
more in terms of mathematical harmonies, but other 
than the number rules of Pythagoras. In the field of 
general scholarship even more radical changes in the 
general purpose of inquiry take place. Compare the 
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moral interpretation of history by a Lord Acton or a 
Toynbee with the way history is interpreted by Marxists 
_ or by psycho-analysts. Moreover, whereas in the jigsaw 
puzzle a new piece either fits into a particular gap or 
does not ; in science this is not so. Some new discoveries 
may obtain immediate recognition, but other claims, 
often more important, remain uncertain for years, To 
every step of scientific progress there is attached an 
element of uncertainty about its scope and value. — 


COHERENCE OF SCIENCE 


The logic of self-codrdination is unmistakably based, 
in science and scholarship in general, on elements much 
vaguer than those of a jigsaw puzzle. 
scholarship the uncertainty of both each step and of the 
final task may call in question the whole analogy which 
we have hitherto pursued. Yet in my view this is only 
to be taken as a warning to use this analogy carefully. 

In spite of the profound changes in general ‘outlook 
and method which have occurred even in the last 400 
years of scientific development, we can see a distinct 
coherence of the contribution made to science during 
that period. Most of the scientists of that period who 
were highly respected in their own time are still in high 
regard among scientists today, and few have been added 


.to the ranks of great scientists today whose works were- 


generally thought valueless in their own days. It is true 
that many of Kepler’s or even Galileo’s or Newton’s 
arguments may appear irrelevant today; and Galileo 
and Newton would probably be profoundly dissatisfied 
with quantum mechanics. But Galileo and Newton remain 
nevertheless classics of modern science. Their discoveries 
are the very foundations of the picture which we are 
* forming of nature today, and their methods of investiga- 
tion are still among the archetypes of scientific methods. 
Their personal example is recognised with unchanging 
loyalty and indeed with a reverence which increases 
through the centuries as the realm of science, which 
they founded, continues to extend its domain. — 

This coherence of science is world-wide. Attempts 
have been made to make scientists in Germany believe 
that as Germans they must disbelieve relativity and 
quantum mechanics, and great pressure has been exer- 


cised on scientists in Russia to reject Mendelism because | 


of its supposed incompatibility with Marxism. But 
science is, on the whole, still accepted today in the same 
way all over the world. 


Here, I believe, we have a sufficient logical ground. 


for the spontaneous codrdination of individual scientific 
discoveries. The ground is provided by such coherence 
as science does possess. In so far as there exists a steady 
underlying purpose in each step of scientific discovery, 
and each step can be competently judged as to its con- 
formity to this purpose and its success in approaching it, 
these steps can be made to add up spontaneously to the 
most efficient pursuit of science. 


SPIRITUAL REALITY OF SCIENCE 


It is not quite enough, however, to recognise science 
as pursuing a consistent purpose. So did, in a way, the 
students of the cabala, the witch-hunters, and the 
astrologers, and we must distinguish the purpose of 
science from that of these erroneous pursuits. We could 
not speak of a true spontaneous growth of science if we 
considered the apparent coherence of science as a result 
of a series of accidents or as the expression of a persistent 
error. We must believe, on the contrary, that it represents 
the consistent expansion of some kind of truth. In 
other words, we must accept science as something real, 
as a spiritual reality partly disclosed at any particular 
moment by the past achievements of science, and to be 
disclosed ever further by discoveries yet to come. 

We should regard the minds of scientists engaged in 
research as seeking contact with these as yet undisclosed 
parts of science, and look upon discovery as the result of a 


In science and 


successful contact with a hitherto hidden spiritual reality. 
Whenever a. scientist wrestles with his intellectual 
conscience, whether to accept or reject an idea, he should 
be taken to be making contact with the whole tradition 
of science, in fact with all scientists of the past whose 
example he is following, all those living whose approval 
he is seeking, and all those yet to come for whom he is. 
proposing to lay down a new teaching. The coherence 
of science must be regarded as an. expression of the 
common rootedness of scientists in the same spiritual 


. reality. Then only can we properly understand that at 


each step each scientist is pursuing a common underlying 
purpose, and that every scientist can sufficiently judge 
—in general accordance with other scientific opinion— 
whether his contribution is valid or not. Only then are 
the conditions for the spontaneous codrdination of 
scientists properly established. l 


COMBINATION OF THE TWO FREEDOMS 


This view of the coherence of science and of the nature 
of science in general allows us to combine the two rival 
concepts of freedom. 

Science, we can see now, has strong features corre- 
sponding to both concepts. The assertion of his personal 
interest and personal opinion with the full force of his 
personal passion is the mark of the great pioneer, who 
is the salt of the earth in science. Originality is the 
principal virtue of a scientist, and the revolutionary 
character of scientific progress is proverbial. At the same 
time science has a most closely knit professional tradition. 
It rivals the Church of Rome and the legal profession in. 
continuity of doctrine and strength of corporate spirit. 
Scientific rigour is as proverbial as scientific radicalism. 
Science both fosters originality and a a rigorous ' 
criticism. 

And yet between these two concepts there is no 
disharmony. A clash may occasionally occur between 
originality of the individual and the critical opinion of 
his fellow scientists, but there can be no conflict between 
the principles of spontaneity and constraint. There are 


“no romantic scientists who demand the authority to 


express their individuality heedless of other scientists” 
opinions. No—the revolutionary in ‘science does not 
claim to be heard on the grounds of any right to assert 
his personality against outside compulsion, but because 
he believes he has grounds for establishing a new 
universally compelling opinion. He breaks the law as it 
is in the name of the law as he believes it ought to be. 
His is an intensely personal vision of something which 
in his view henceforth everyone must recognise. 

This unity between personal creative passion and 
willingness to submit to tradition and discipline is a 
necessary consequence of the spiritual reality of science. 
When a scientist seeks new knowledge he is sharing an 
adventure with all other research scientists guided 
by the same spiritual reality and is therefore linked 


` most closely with the universal system and canons of 


science. And accordingly, though the whole progress 
of science is due to individual impulses, these impulses are 
not respected in science as such, but only in so far as. 
they are dedicated to the tradition of science and are 
disciplined by the standards of science. 

These principles can be readily generalised for scholar- 
ship in general. Academic freedom can claim. to be an 
efficient form of organisation for discovery in all fields of 
systematic study controlled by a tradition of intellectual 
discipline. 

CENTRAL AUTHORITY 

If the spontaneous growth of scholarship requires 
that scholars be dedicated to the service of a transcendent 
reality, this implies that they must be free from all other 
authority. Any intervention on the part of another 
authority would only destroy their contact with the aims. 
which they are pledged to pursue. 
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But tolerance of academic freedom by the State is 
not enough. Nowadays institutions of higher learning 
and higher education can be upheld only by public 
subsidies, and governments recognise that to give such 
support is a proper public responsibility. Yet if scholars 
are rewarded by the State and given by the State the 
means for conducting their researches, this may well 
bring to bear on them a pressure deflecting them from 
academic interests and standards. For example, a dairy- 
producing State, such as lowa, may dislike its scholars 
discovering and making known the nutritive and 
economic advantages of margarine, and the legislature 
of the State may want to intervene against its own State 
university to prevent it from publishing such conclusions. 
This actually happened recently in Iowa. There are, 
indeed, many opportunities for such conflicts between 
the visible interests of the State and the interests of 
learning and truth cultivated for their own sake. How 
shall these conflicts be avoided ? 

Up to a point the problem of such conflicts is quite 
simple. The fact that the King appoints and pays the 
judges does not affect their independence, so long as 
the King is under the law. The King of England also 
appoints and pays the chief opponent of his own govern- 
ment in the person of the leader of the parliamentary 
opposition. Governmental patronage is no danger to the 
independence of the persons appointed, so long as these 
are allowed to function properly. It then means merely 
an undertaking by the government to provide fuel and 
oil for a machine which the government does not itself 
control. In the case of legal appointments, the machine 
is controlled by the principles of justice laid down by law 
and interpreted by the legal profession ; and in the case 
of political appointments the King sanctions the popular 
will expressed through the established electoral machinery. 

These examples, particularly that of the appointment 
of judges by the government, illustrate the way in which 
the State can support academic scholarship without 
affecting academic independence. It must regard an 
independent academic life in the same light as it regards 
an independent administration of justice. Its respect 
for scholarship and for the principles guiding the free 
advancement and dissemination of knowledge must be 
rooted as deeply as its respect for law and justice. Both 
should derive validity from similar sources—from 
spiritual realities, embodied in great traditions, to the 
service of which our civilisation is dedicated. 

But however great the respect of the State for an 
independent judiciary, it could not give effect to this 
attitude if the legal profession were profoundly divided 
into rival schools of thought. For the State would then 
have to arbitrate between them. And we find something 
similar holding in respect to scholarship. A government 
can observe fully the freedom of science in all questions 
on which scientific opinion has on the whole agreed ; 
but if academic opinion were sharply divided in assessing 


the merits of discoveries and the abilities of scholars . 


there would be no possibility of maintaining academic 
freedom. If, when we assemble in committee to elect a 
new professor, we had no accepted leaders of scholarship 
to turn to for consultation, and no accepted standards of 
scholarship by which to judge candidates, then chairs 
would have to be filled by the light of other than academic 
considerations, the next best being probably to please 
popular opinion or the government in power. 
SAFEGUARDS OF ACADEMIC FREEDOM | 

A strong and homogeneous academic opinion, deriving 
its coherence from its deep common rootedness in the 
same scholarly tradition, is an indispensable safeguard 
of academic freedom. 
opinion, and if public opinion respects academic opinion, 
then there is no danger to academic freedom. Then it 
matters little to academic freedom whether the univer- 
sities get their money from public or private sources. 
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A survey of the universities in various countries shows 
a great variety of machinery for making academic 
appointments. But I. can find very little connexion 
between the nature of these constitutions and the strength 
of academic freedom established under their dominion. 
In some Continental countries—e.g., Holland, Belgium, 
Sweden, Norway, Denmark, and Switzerland—State-run 
universities have been a complete success; whereas in some 
States of America, for example, they have been repeatedly 
impaired by an intolerant legislature. The difference lies 
entirely in the condition of public opinion, which has shown 
a greater respect for the autonomy of scholarship, say, 
in the canton of Zurich than in the State of Iowa. 

Nor is self-government of universities a safeguard 
against corruption of academic freedom. It has happened 
that universities were run for a generation by a clique 
of professors keeping up a close system of nepotism and 
political patronage. Any candidate who had acquired 
a scientific reputation was regarded as a seeker of 
publicity trying to force himself on the university by 
unfair practices. Institutional safeguards of academic 
freedom are desirable, but we must not forget that they 
are not enough and may even become the shield of a 
corrupt academic opinion. 

Among the desirable constitutional safeguards I 
should like particularly to mention the custom of 
permanent academic appointments. Appointment for 
life or until the age of retirement grants a high degree 
of independence to the scholar, as it does to the judge 
and to the minister of religion. The case of the 
permanently appointed scholar is, however, somewhat 
peculiar ; for, in contrast to those of the judge and the 
minister, his obligations are not even remotely laid down 
by any explicit rule. His duties as teacher and adminis- 
trator must be so apportioned as to leave him free to 
devote his principal energies to creative work. There is 
no way of assuring that a man so appointed will go on | 


doing such work. The only thing you can rely on is his 


love for his work, and the prospect that this love will last. 
You cannot even hope that love may be successfully 
replaced by duty, as it may perhaps be in marriage. 
For no-one can make discoveries prompted mainly by 
a sense of duty ; he needs to be urged on by a creative 
passion. We can see here how completely the personal 
aspect of freedom—liberty to assert oneself—coincides 
in the field of scholarship with the social aspect— 
surrender to the service of a higher purpose. 
T APPLIED SCIENCE 

There is a difference, at first sight puzzling, between 

the independent standing claimed here for members of 


. the academic profession and the admittedly subordinate 


condition of well-trained scientists engaged in various 
forms of surveying, scholars employed as bibliographers, 
and the like. This difference is justified by the distinction 
between creative and routine work. 

The helpers in the jigsaw are granted individual liberty 
because they have to guess their way at each step. To 
guess the solution to a problem offered by nature, as is 
demanded of the scientist, requires the exercise of 
creative intuition controlled by intellectual conscience. 
Each discovery leads in a more or less unexpected direc- 
tion, and it is precisely to find these directions that each 
scholar is made to act independently. In surveying, on 
the other hand, the direction of progress is essentially 
laid down in advance, and it is desirable that the work 
should be directed by a central authority. The individual 
surveyors therefore have no claim to academic freedom. 

Indeed, any research conducted for a purpose other. 
than the advancement of knowledge must be guided 
ultimately by the authorities responsible for that purpose, 
be it the waging of war, the improvement of a public 
service, or the earning of industrial profits. If the 
research-worker is to serve any of these purposes he must 
submit to the judgment of the responsible authorities. 


586 THE LANCET] DR. LAWSON, PROFESSOR RIMINGTON: ANTITHYROID ACTIVITY OF ERGOTHIONEINE 


(tay 3, 1947 


There are many gradations in the degree of subordina- 
tion that is essential to the successful working of the 
applied scientist ; but there should be no difficulty in 
dealing with these intermediate cases on the basis of the 
same principle. You cannot serve two masters; you 
must choose between dedication to the advancement of a 
system of knowledge which requires freedom, or pursuit 
of applied science which involves subordination. 

There is of course no difference between the personal 
respect due to the individual engaged in surveying or in 
applied science and that due to a pure scientist. He may 
be the same man at different periods of his life. During 
the war many academic scientists volunteered to do 
practical work. They all had to accept a measure of 
subordination. Certain jobs require for their efficient 
performance that men should be free, while others require 
that they should be subject to direction from above. 


SOCIAL FREEDOM 


Academic freedom is never isolated. It can eink only 
in a free society ; for the principles underlying it are the 
. same as those on which the most essential liberties of 
society as a whole are founded. It has its counterpart 
in other spheres of society. For example, in a court-room 
there are others than the judges who act on spiritual 
grounds: there are witnesses who may find it hard to 
tell the truth and yet do so; there are jurymen and 
counsel who must try to be fair and may have to wrestle 
with their consciences. And everywhere in the. world 
there are people who are trusted by their fellow men 
to tell the truth or to be fair. There are consciences 
touched by compassion, struggling against the ties of 
comfort or of harsh custom. Our lives are full of such 
conflicts. Wherever these contacts with spiritual reality 
are made there is an opportunity for asserting liberty. 
There are extreme cases—great examples in history— 
and there are many small instances every day of people 
- who assert their liberty on grounds of this kind. A nation 
whose citizens are sensitive to the claims of conscience 
and are not afraid to follow them is a free nation. A 
country in which the spiritual things which appeal to 
our conscience are generally regarded as real, and where 
people are on the whole prepared to admit them as 
legitimate motives and even to tolerate inconvenience 
or hardship to themselves from others acting on such 
motives—such a country is a free country. 

These contacts with spiritual reality may reach high 
levels of creativity, accompanied.in some fields—as in 
science, scholarship, and administration of the law—by a 
definite process of self-codrdination. But all contacts with 
spiritual reality have some measure of coherence. A free 
people among whom many are on the alert for calls on 
their conscience will show a spontaneous coherence of 
this kind. They may feel that it all comes from being 
rooted in the same national tradition. But this tradition 
may well be merely a national variant of a universal 


human tradition. For a similar coherence will be found 
between different nations when each follows a national 


tradition of this type. They will form a community of 
free peoples. They may quarrel indefinitely yet always 
settle each new difficulty in the end, being all rooted in 
the same transcendent ground. © 


DANGER OF TOTALITARIANISM 


The usual antithesis of the individual versus the State 
is a false guide to the issue of freedom versus totalitarian- 
ism. The most essential freedoms are those in which it 
is not the individual pursuing his personal interests who 
claims to be respected by the State. Respect is demanded 
by the dedicated individual because of the object to 
which he is dedicated. The disciplined individual demands 
to be respected for the sake of the spiritual reality under 
whose discipline he has undertaken to serve. He speaks 
to the State as a liegeman of a higher master, demanding 
homage to this master. The true antithesis is therefore 


between the State and the invisible things which guide 
men’s creative impulses and in which men’s consciences 
are naturally rooted. 

The totalitarian form of the State arises logically 
from the denial of reality to these transcendent ideas. 
When the spiritual foundations of all freely dedicated 
human activities—of the cultivation of science and 
scholarship, of the vindication of justice, of the profession 
of religion, of the pursuit of free art and free political 
discussion—are summarily denied, the State becomes of 
necessity inheritor to all ultimate devotion of men. For 
if truth is not real and absolute, it may seem proper 
that the public authorities should decide what should be 
called the truth. And if justice is not real and absolute, 
it may seem proper that the government should decide 
what shall be considered just or unjust. Indeed, if our 
conceptions of truth and justice are in any case deter- 
mined by interests of some kind or other, it is right that 
the public interest should overrule all personal interests 
in this matter. We have here a full justification of 
totalitarian statehood. 

The decisive point in the issue of liberty consists today 


in certain metaphysical assumptions without which 


freedom is logically untenable. Unless these are firmly 
professed, freedom can be upheld only in a state of 
suspended logic, which threatens to collapse at any. 
moment and which in these searching and revolutionary 
times cannot fail to collapse before long. 


ANTITHYROID ACTIVITY OF 
. ERGOTHIONEINE . 
A NORMAL COMPONENT OF BLOOD 


A. Lawson C. RIMINGTON 
B.Sc., Ph.D. Glasg. M.A., Ph.D. Camb., B.Sc. Lond. 
READER IN ORGANIO PROFESSOR OF CHEMICAL PATHOLOGY 
CHEMISTRY AT THE IN THE UNIVERSITY OF LONDON, AT 
ROYAL FREE HOSPITAL UNIVERSITY COLLEGE HOSPITAL 
MEDICAL SCHOOL MEDICAL SCHOOL 


With the technical assistance of A. W. HEMMINGS 


THE discovery of the goitrogenic action of ‘thiourea 
(MacKenzie and MacKenzie 1943) has led to an investiga- 
tion of the activity of very many types of thiol compounds 
(Astwood 1943, Astwood et al. 1943, 1945, McGinty and 
Bywater 1945). All the more active compounds des- 
cribed by Astwood and others contain the grouping 
>N—CS—N <, and it is believed that these compounds 
act by preventing the accumulation’ of iodine and 
synthesis of thyroxin by the thyroid gland (Rawson et al. 
1944, Franklin et al. 1944). 

Substances such as thiouracil and its more active 
propyl derivative have been proved clinically to be of 
great use in the treatment of hyperthyroid conditions. 
A serious consideration attending the use of these sub- 
stances, however, is the possibility that toxic symptoms 
such as agranulocytosis may sometimes be evoked, and 
their administration is therefore not without risk. 
So far all the substances of the above type which have 
been tested experimentally or therapeutically have been 
synthetic products foreign to the animal body. It was 
therefore felt that ergothioneine, a normal constituent 
of blood, which belongs to the same chemical type, would 
be worthy of investigation. 

Ergothioneine is the methyl betain of 2-thiol-histidine 
and was originally isolated by Tanret (1909) from ergot 
of rye. Its constitution was elucidated by Barger and 
Ewins (1911), and its presence in blood established by 
several workers (see Hunter 1928). It is generally 
considered to be devoid of pharmacological action. 


EXPERIMENTAL > 


The aro onee used in this work was isolated from 
ergot of rye. At the time when the investigation was 
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started only material of Portuguese and Spanish origin 
was available, and great difficulty was encountered 
owing to the extremely low yields. French ergot proved 
a little better, but it was only after supplies again became 
available from Hungary that satisfactory though small 
yields were obtained. A modification of the Pirie (1933) 
procedure was used for extraction, the final purification 
being achieved by a mercuric chloride precipitation. 
This eliminated the purine compound mentioned by 
Pirie and which we have identified as guanine. The 
yield of ergothioneine was about 0-1%. 

Several different methods have been described for the 
assay of antithyroid and goitrogenic potency. Of these, 
the rat-growth method proved unsatisfactory in our 
hands owing to the wide variation in individual response ; 
measurements of thyroid hyperplasia or of growth 
response in tadpoles demand relatively large quantities 
of material, while histological methods require much 
experience if satisfactory quantitative assessment is to 
be made. An assay based on the diminution of the 
iodine content of the thyroid gland in animals receiving 
graded doses of antithyroid drugs is, on the other hand, 
free from many of the above-mentioned disadvantages, 


IODINE CONTENT OF THYROIDS OF RATS RECEIVING ERGO- 
THIONEINE OR THIOURACIL. GROUPS OF 6 RATS; DOSE 
REPEATED (SUBCUTANEOUSLY) ON TEN CONSECUTIVE DAYS 


Iodine content of thyroids (ug./100 mg. 


Dosage-level * wet thyroid ) 


(mg/kg. body-wt.) Ergothioneine | Thiouracil 
i Mean om Mean om 
0-2 20:0 +403 19-6 +1-49 
0-5 13-5 +4-11 8-0 +2-40 
0-75 21-0 +4-00 | 4:65 +225 
2-0 5-0 +1.76 | 6:4 +1-20 
Controls 58-2 + 3°48 


ee E(x)? 
Standard deviation of mean om = A/ MND 


* Quantities refer to ergothioncine hydrochloride dihydrate. 


and has been used successfully by Astwood and Bissell 
(1944) and McGinty and Bywater (1945), who have placed 
the technique on a firm experimental basis. 

In the experiments to be described, we employed 
a modification of this last technique, the iodine contents 
of the glands being determined not by the Kendall 
procedure of open alkaline ashing but by a closed wet 
oxidation with potassium permanganate followed by colori- 
metric measurement using the starch-iodine reaction 
(Talbot et al. 1944). By this method quantities of 1-20 ug. 
of iodine could be accurately determined, so that analyses 


were possible on the thyroids of each individual rat. 


Immature female hooded rats (50 g.) of M.R.C. stock, 
in groups of 5, were used throughout, the diet being 
commercially prepared from a formula in use at the 


National Institute for Medical Research. Drugs were | 


administered daily over a ten-day period. The animals 
were then sacrificed and the thyroids dissected out and 
weighed on a torsion balance before analysis. 

A standard reference curve (see figure), giving the potency 
of thiouracil in graded doses (McGinty and Bywater 
1945), had already been established in connexion with 
work on other drugs, but, since this referred to oral 
administration and the ergothioneine was injected sub- 
cutaneously, a fresh series of reference points for 
thiouracil by the same route was simultaneously made. 
It would appear that thiouracil so administered is more 
active than the same dose given by mouth. 

The results of a representative experiment are pre- 
sented in the table, from which it will be seen that the 
antithyroid activities, under the conditions stated, of 
ergothioneine and thiouracil are of the same order. 
Further experiments, employing still lower dosage-levels, 
are necessary before an exact assessment can be made, and 
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Standard reference curve. Effect of thiouracil by mouth on iodine 

content and weight of rats’ thyroid glands. a 
these are being undertaken. A greater variance is apparent 
in the ergothioneine series and one may wonder whether 
this is possibly associated with differences in the ergo- 


thioneine status of individual animals before experiment. 


DISCUSSION 

Our finding that ergothioneine has goitrogenic activity 
was not unexpected in view of the reported activities 
of other related thiol compounds, but the interest in this 
substance lies in the fact that it is a known constituent 
of mammalian blood. It is believed to be present only 
in the blood cells, and there appears to be considerable 
individual and species variation in concentration, which, 
according to Eagles and Vars (1928) and other workers, 
is dependent to some extent on the diet. Hunter 
(1928) reports for man normal values of 3-10 mg. per 
100 ml. of corpuscles. 

If the maximum blood concentrations of ergothioneine 
that might result from given dosages are calculated from - 
the blood-volume, one finds that the dosages which will 
exert definite antithyroid activity correspond with 
blood-levels which are of the same order as those normally 
present. In other words, ergothioneine is normally 
present in the blood in concentrations which might well 
exert an antithyroid action. Whether significant 
variations occur in persons with disturbances of thyroid 
function is quite unknown, but this and related questions 
are now under investigation. . 

The possibility of using ergothioneine as a thera- 
peutic agent which might be less likely than the synthetic 
compounds to produce toxic symptoms naturally comes 
to mind, and this aspect of the problem is also receiving 
attention. 

SUMMARY 

Ergothioneine administered subcutaneously to rats 
has been shown to exert an antithyroid activity 
comparable with that of thiouracil. 

‘Ergothioneine is normally present in blood and is 
effective when injected in physiological amounts. 

' The possible significance of these findings in relation 
to thyroid dysfunction is briefly discussed. 

We are indebted to Messrs. Biddle and Sawyer Ltd. for 
a generous gift of ergot, and to the Central Research Fund of 
London University for a grant to meet expenses. 
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SINCE the introduction of penicillin therapy in syphilis 
there has been a sharp increase in the number of major 
and minor discrepancies between the results of the 
Wassermann reaction (W.R.) and standard Kahn test 
in parallel testing, the Kahn being consistently positive 
when the w.R. is negative or doubtful. 

This is due to (1) the much more rapid and clear- 
cut reversal of both serological reactions during daily.or 
continuous penicillin treatment ; (2) an increase in the 
disproportionate rate of reversal of the reactions, the 
positiveness of the w.R. being brief compared with the 
duration of the positiveness of the Kahn test ; 
(3) the more frequent (now continuous) weekly tests 
_ being made during treatment, thus including the period 
of maximal discrepancy between the results of the 
reactions. l i 

We confirm the necessity for a complement-fixation 
test and a precipitation test being performed in parallel 
- a8 a routine, and emphasise that, since the introduction 
of penicillin treatment, this routine parallel testing is 
more than ever necessary ; but, if only one test can be 
undertaken, then a precipitation test—e.g., the standard 
Kahn test or the Meinicke reaction—should be used. 

These opinions are based on the records of standard 
tests performed in parallel on sera from patients in the 
general wards and venereal-disease departments of a 
principal Royal Naval hospital and Royal Naval barracks 
during 1937-44 and the first eight months in 1945 in 
which penicillin was used, and in 1941—45 in the venereal- 
disease clinic of a general civilian hospital. (The 
: Kolmer quantitative Wassermann reaction is not yet 
in general use and is not considered here). Several 
observers were concerned in the work in the naval 
hospital laboratory where the tests were made; never- 
theless, with the standard methods used throughout, 
a fair degree of consistent recording resulted. The 
results classed, according to the international nota- 
tion, in three groups, positive, negative, and doubtful, 


and values for the agreements and minor and major | 


discrepancies are set out in tables III-VI. | 


Methods.—The methods used were the Wassermann reaction 
——three-tube method, using 3 and 5 times the minimal hemo- 
lytic dose (M.H.D.) of complement in tho test and 3 M.H.D. 
in the control, which is based on Harrison’s (Bigger 1929), 
and the standard Kahn test (Kahn 1928). 


Antigens.—Before 1944 the Wassermann antigen, as 
described by Bigger (1929), was made in the laboratory ; 


from that year onwards Burroughs Wellcome & Co.’s 


cholesterolised antigen has been used. Since 1942 Parke 
Davis & Co.’s Kahn antigen has been used; earlier, the 
antigen described by Kahn (1928) was prepared in the 
laboratory from ‘ Bacto ’ beef heart. 


Interpretation.—The interpretation of the recorded readings 
has been, in accordance with the notation of the League of 
Nations Health Committee (1928), “ positive ” (P), “ negative ” 
(N), and “doubtful” (D). This has been done so that our results 
may be comparable with others. In ordinary reporting, the 
grades have been, for the Wassermann test, ‘“ strong positive ” 


- and ‘ positive ”; 


and : 


“weak positive” and “suspicious” or 
“ doubtful’; and “negative”; to conform to the inter- 
national convention the first two of these are grouped as 
“ positive,’ the next as “doubtfal,” and the last as 
“ negative.” . 

The results of the Kahn test are equated thus: “ -+ +++,” 
66 +++,” “f+ 39 are regarded as ce positive,” (Z3 + 39 and 
“ + ” as“ doubtful,” and ‘‘ — ” as “ negative ’’ (Kahn 1928). 

Discrepancies.—A discrepancy between the results’ of 
parallel tests is considered ‘“‘ major” when the reading in 
one is positive and in the other negative, and <‘ minor ” 
when the reading in one is doubtful and in the other positive 
or negative. - m 
l BASE-LINE VALUES ` ` 


As base-line we have used the results obtained from the 
general hospital wards in which cases of syphilis are 
relatively few and from which acute specific fever and 
tuberculous patients are excluded. The. values fo 
our base-line from 17,496 parallel tests are: — E 


R.N. Hospital General Wards (1937-45) 


Parallel Discrepancies” 
tests Minor Major 


361 (207%) 88 (0-5%) ~.. (i) 


Agreements 
17,496 17,047 (97-43% 


This compares favourably with the results from 1675 
healthy young adult males of an allied naval force, among 
whom were a few known malarial subjects : 


Allied Naval Force (1944-45) 


Discrepancies 
Minor . Major 


42 (2-49%) 14 (0-82%) 


Parallel 
tests 


1675 


Agreements l 
1619 (96-65%) wae (ii) 
Both series of results are better than those from the 
general hospital series 11 of Colquhoun et al. (1945), 
in which 4348 parallel Wassermann and Meinicke tests 
were made : i 


Qeneral Hospital Series II (W.R. and M einicke) 


Parallel Discrepancies - 
tesis Agreements Minor Major — 
4348 4148 (95-4%) 181 (42%) 19 (0-43%) ....(iii) 


Colquhoun et al. (1945), from 1587 parallel Wassermann, - 
Meinicke, and Sachs-Georgi tests (one author being 
responsible for all the tests of one reaction) in voluntary 
blood-donors, give the following results : 


Voluntary Blood-donors (W.R., Meinicke, and Sachs-Georgi) 


Parallel Discrepancies 
tests Agreements . Minor Major 
1587 1576 (99:3%) | 7(0:-45%) 4(0-25%) ....(iv) 


As there is a significant difference between our results 
and those of Colquhoun et al., we use the figures of the | 
naval series (i) for our base-line values here. (For a 
corrected . base-line value prepared from these results 
see addendum below.) T 


DISCREPANCIES 


Ordinary Group Quantitative Changes.—The chance 
of discrepancy between the standard tests increases with 
the number of cases of syphilis in the group under test 
and is maximal in a group of cases under treatment. 
The ordinary degree of variation between groups is shown 
in table 1. : 7 

The introduction of a third diagnostic test further 
increases the number of discrepancies, as Colquhoun 
et al. (1945) show for three tests in parallel (table 11). 
These points are made as it is necessary to have regard 
to these distinct differences (all of which are highly 
significant) which occur from group to group when we 
come to consider the values for the increase consequent 


on the introduction of penicillin therapy. 


One other factor which affects the incidence of dis- 
crepancies, though it does not operate in the two series 
of groups compared above, is the frequency with which 
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the tests are made, especially in early cases under treat- 
ment, when reactions are changing from positive to 
negative. In arsenic-treated cases blood tests are made 
before treatment” begins and not again until after at 
least two months’ treatment; in penicillin-treated cases 
tests are made weekly ; full reference is made to this 


below. 


Qualitative Changes.—As regards the kind of dis- 
crepancy, previous experience has been that during the 
course of treatment the Kahn test tends to persist in the 
positive state longer than does the W.R., whereas during 
the earlier stage of the advance of the disease the w.R. 
develops in many cases to the doubtful or positive state 
before the Kahn does. These two qualitative-time 
variations explain the minor and major discrepancies 
already described, and the facts that the w.r. is pre- 
dominantly positive in slightly more than half of the 
minor discrepancies in the hospital groups of syphilitic 


TABLE I-—RESULTS OF ROUTINE PARALLEL WASSERMANN 
AND KAHN TESTS 


| 


vo. of | wehbe sais 
Group parallel | Agreements 
tests , 
EEEE SRC ae Minor Major 


General wards, | 88 (0-5 %) 
R.N. nospital: 


1937—45 


R.N. barracks, 
1937—44, ven- 
ereal cases, 
untreated, 
undergoing 
treatment, 
and treated 


R.N. barracks, 
1942—43, ven- 
.ereal cases 
undergoing 
treatment 


17,496 T, 047 (97-43 %)36L (2-07 %) 


9010 | 8499 (94:-34%)415 (456%) | 96 (1-06%) 


291 (48-4%) | 25 (7-6%) |13 (4-0 %) 


cases up until 1944—i.e., under the old treatment— 
and that the Kahn is predominantly positive in half to 
three-quarters of the major discrepancies in these 
groups (table Iv, a and c). 

In the corresponding group of cases from the barracks 
predominance of W.R.-positives has never been noted. 
Thus, in 9010 parallel tests during 1937—44 (all cases— 
treated, undergoing treatment, and untreated) yielding 
8499 (94-34%) agreements the Kahn was predominantly 
positive in two-thirds (276) of the 415 (4:6%) minor 
discrepancies, and in two-thirds (64) of the 96 (1:06%) 
major discrepancies. This is probably explained. by 
a larger number of cases (from ships) presenting them- 
selves for treatment (at barracks) at a later stage in the 
disease—i.e., already sero-positive (W.R. and Kahn) 
—than is the case with personnel from shore establish- 
ments referred to hospital. This predominance of Kahn- 
positives is further increased in a group of 134 cases 
undergoing treatment at barracks in 1942-43, where 
it accounts for 6% out of 7-6% minor discrepancies 
and all of the 4% major discrepancies (table v), demon- 
atrating very clearly the longer persistence of the Kahn- 
test in the positive state during and after treatment. 


INCREASE OF DISCREPANCIES WITH PENICILLIN 
THERAPY 


Even in the very mixed group of all cases of syphilis 
treated at the hospital in the first eight months of 1945 
it is evident that the number of minor and major 
discrepancies has increased and that Kahn-positives 
predominate (80%) in both classes of discrepancy (table 
Iv, a and b). Further, when the results from all cases 
of syphilis undergoing treatment in hospital in 1944 
(arsenicals, &c.) and from the corresponding group for 
1945 (some arsenical-treated and some penicillin-treated) 
are compared, it is evident that the increase in the dis- 


TABLE II—RESULTS OF ROUTINE PARALLEL W.R., MEINICKE, 
AND SACHS-GEORGI TESTS = 


Discrepancies 


No. of 
Group parallel SET 
tests ; : : 
Minor | Major 
General hospital 902 | 846 (93-8%)| 47(6-2%) | 9(1:0%) 


series I 


Venereal clinic, 385 328 (85-2 %)] 46(11-:9%) 111 lee 9%) 
untreated cases 
Venerea] clinic, 1120 684 (61-0 2% 1389 (34-8 %) 147 (42%) 


treated cases (sic) 


crepancies is considerable (table tv, c and d), the minor 
discrepancies are doubled, the major discrepancies 
trebled, and Kahn-positives predominate in both. 

To confirm that these changes are associated with the 
introduction of penicillin therapy, the results from 134 
cases of early syphilis undergoing treatment with 
penicillin alone in 1945 and those from 134 undergoing 


treatment with arsenic and bismuth alone in 1942-43 


are compared. The results (table v) show a sharp fall 
in the percentage of total agreements—from 88-4% 
(arsenical) to 69% (penicillin); and of the 31% dis- 
crepancies (penicillin -group) slightly more than half are 
major. Minor discrepancies are doubled, but the number 
of Kahn-positives is little changed. Major discrepancies 
are increased fourfold, and almost all (96-27%) are 
Kahn-positive w.R.-negative. In fine, there is a sharp 
increase of discrepancies, and Kahn-positives predominate 
in 84% of these in the penicillin-treated group. 


SOURCES OF INCREASED DISCREPANCIES 


Predominance of Kahn-positives.—To explain these 
increased discrepancies, two examples from a series of 
parallel tests made daily will illustrate the typical clear- | 
cut relatively rapid reversal of positive blood-serum 
reactions but persistence of the positive Kahn during 
and beyond the eight days of penicillin treatment (2-4 
mega units) : 


Case 1 
Day .. 12 3 45 67 8 9 
W.R. P DDNNNNNN 
Kahn .. 4 3 2 2 2 2 2 2 
Case 2 
Day .. 12 3 4 5 6 7 8 9 10 ll 
wR .. DDDPPPPPODODN 
Kahn .. 44444 443 3 2 2 


4, 3, and 2 are Kahn values equivalent to positive. 


In cases diagnosed by finding the. spirochte in the 
primary sore the results of daily parallel tests during the 
course of penicillin treatment show that the Kahn becomes 
positive only to revert to negative as quickly, whereas 
the amount of developed antibody was insufficient 
to fix complement to a degree necessary to give a positive 
or even doubtful result in the standard Wassermann 
reaction (table vr). Thus it is easily possible for the | 
parallel tests (1) to agree as positives at the start of 
treatment ; and (2) to show a major discrepancy of the 
Kahn-positive w.R.-negative kind a week later towards 
the end of treatment and for one, two, or three succeeding 
weeks while the Kahn remains positive; and (3) to 
agree as negatives in later weekly tests. Similarly, 
minor discrepancies arise where the w.R. develops to 
doubtful or positive and reverts to negative while the 
Kahn is positive or doubtful. 

Frequency of Tesis.—Frequency of blood tests has 
already been mentioned as one of the factors governing 
the incidence of discrepancies between the results of the 
tests, especially during the early period of reversal of the 
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TABLE III—RESULTS OF PARALLEL WASSERMANN AND KAHN 
TESTS IN GENERAL HOSPITAL ROUTINE AT A R.N. HOSPITAL, 


1937-45, AND IN ENTRIES TO AN ALLIED NAVAL FORCE 
CAMP, 1944—45 

No. of Discrepancies 

parallel Agreements 

tests | | Minor Major 
Year = 

RR ID | +} D |+/D + 

SEE (etre com (0 ONT a ee A aai 

Kahn | = D | + |D =- |D|+ -|+ 

j 
(a) R.N. Hospital 
| a 
1937 389 355 : 15/96-4 | 1| 9/—\—/2-57| 4+-/1-03 
1938 | 791 736 12, 21197-2 | 7| 10| 3\—/2-50] 1| 110-25 
1939 1002 | 941 12 18196-9 | 7| 10] 6| 2/ 2-50] 2| 4/0-6 
1940 | 1447 | 1306| 24! 59|96-0 | 10| 13122| 5| 3-35] 5| 310-57 
1941 | 1021 | 956 10) 33/97-8 | 6| 3| e| —|1-45| 4| 3|0-67 
1942 | 2142 | 1967 22| 3| 511-73] 6| 210-37 
1943 | 3381 | 3120 29| 8| 811-86] 7/11/0-53 
1944 | 4037 | 3763 10/14] 7/1-55| 1| 710-22 
| 
1945 | 3286 | 3058| 16/105) 96-75 9|—|22| 2-43| 2125| 0-82 
(8 mths. )| | | 


| enemas | enero ! aaiae e ee ee eee 


Total „|17, 496 (16,202 [217/628 97-43 i35 115162149! 207132156 0-50 


(b) Allied Naval Force 


1944-45 1675 | 1573 | 16 30| 96-65 


(c) Corrected Base-line from General Hospital Wards 


1937-39, | 
1941-43 | 


eee 
‘ 2213 1] 2-49.12 2 0-82 


1-95/24 210-61 


83/26/15 


8726 | 8075 | 91'345 97-54 46 
reactions, the rates of reversal being more unequal than 
the rates of development; and, after the initial blood 
tests in the arsenical-treated cases, no further tests 
were made until towards the end of the first course of 
treatment (‘ Mapharside’ 0-58 g., bismuth 2-0-2-4 g.) 
8-10 weeks later. The comparison between the two 
groups of 134 early cases undergoing treatment, the 
one with arsenic and bismuth only, and the other 
with penicillin only (table v) is probably not quite so 
exact as at first appears. In each group weekly parallel 
tests alone are considered ; in each, too, the tests are 
at the beginning and the end of treatment and later ; 
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but the penicillin treatment is daily for eight days, and the 
arsenical treatment weekly for eight or more -weeks. 
Thus in the arsenical-treated group the testing is not 
serially, at weekly intervals (as it is in the penicillin- 
treated group); the period of maximal transition is not 
regularly sampled; and many of the cases are sero- 
negative to both tests when next examined towards the 
end of the course. Hence the increased number of 
discrepancies (31% for the penicillin-treated group, as 
against 11-6% for the arsenical-treated group) may 
therefore be due, in whole or in part, to the omission 
of serial testing during the period of treatment in the 
arsenic group. Table v shows that the ratio of Kahn- 
positives to w.R.-positives is almost the same in each 
0-50<P<0-70); hence the groups 
are quite comparable and alike as regards treatment- 
time. The increase in recorded discrepancies is therefore 
due, as supposed, to the increased PENG of sampling 
in the penicillin-treated group. 

That the interval between the initial (pre- treatment) 
and subsequent blood tests (at eighth, tenth, or later 
week) in the arsenical-treated group does contain the 
period of maximal transition and consequently of dis- 
crepancies between the tests (the Kahn remaining 
positive and the w.R. becoming negative) is seen by 
reference to the values for the rate of change of the w.R. 
in the reversal period recorded by Snodgrass (1935), 
who examined the blood w.r. at fortnightly intervals 
in 147 cases of early syphilis (40 primary, 107 secondary) 


. during the first course of arsenic and bismuth treat- 


ment (‘ 914’ 5-85 g., bismuth 2-4 g.) occupying sixteen 
weeks : | 
Serum W.R. became negative in weeks 
14 5-8 9-12 13-16 17-20 20+. 


No. of cases .. 6 58 58 17 2 e NN 


Of 12 cases of chancre in which the w.R. was initially 
negative but spirochætes were found on dark-ground 
examination, only 3 showed some degree of positivity 
of w.R. under arsenical treatment (Snodgrass 1935) : 

Duration of 


chancre 


(days) Week of treatment 


12346678 9 
14 wR: NDNNNNNNN 


4 we:NNPPPDNNN 
8 wer:NNDNNNNNN. 


Expressed in another way, the discrepancies would be 
expected to be about a minimum in the weeks immediately 


TABLE IV—-RESULTS OF PARALLEL WASSERMANN AND KAHN TESTS IN CASES OF SYPHILIS UNTREATED, UNDER TREATMENT, 
AND TREATED, BEFORE AND AFTER INTRODUCTION OF PENICILLIN TREATMENT, JANUARY, 1945 (R.N. HOSPITAL SERIES) 


No. of Discrepancies 
sedan Agreements ` 
sts , . ; 
Year Minor Major No. of cases of 
: —— | syDhilis 
Wassermann = | D + =. | D + | D | + | = 
== i s d s % a aaa ea eee aa % > ee ek % 
Kahn ..j = D | + | D j -|D]| + | = | + 
(a) 2209 1484 | 63 | 480 | 91-78] 48 | 44 41 15 | 6'7 15 | 19 ; 1:54 750 
1939-44 | | Kahn pre- untreated, under treatment, 
T W.R. predominant in 3-85 |dominantin 0-86 and treated (arsenicals, &c.) 
i Pa : f ; : Po 452 
tie 694 341 6 241 | 84-72) 32 12 l 1 24 | 9-94 tel 30 | 5:33 untreated, undor treatment, 
(8 months) coe | Kahn predominant in 8-07 dominant in 4-32 on a Gone at ies 
(c) 375 202 | 25 | 107 | 89-09) 11 A 10 | 4 L 8-54] 2 | 7T 24 “ 117 . 
1944 ! ; Kahn pre- undergoing treatment 
(12 months) W.R. predominant in ni brei dominantin 1-87 (arsenicals, &c.) 
SS Sa PE —i mmm moea eee er Sos ee S 2 | 
846 185 7 456 | 76°61] 52 | 18 6 | 55 |15-46 | 61 | 7-92 248 
1945 (includes | t Kahn pre- undergoing treatinent (some 
(8 mouths) | tests made | Kahn predominant in 12-62 jdominantin 721 arsenicals, &e., some 
daily) | penicillin) | 
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TABLE YW-——RESULTS OF PARALLEL WASSERMANN AND KAHN TESTS IN TWO GROUPS, EACH OF 134 PATIENTS, UNDERGOING 


TREATMENT FOR EARLY SYPHILIS ; 
ONLY (B.N. BARRACKS) 


1942-43 GROUP WITH ARSENICALS, &C., ONLY, AND 1945 GROUP WITH PENICILLIN 


Discrepancies | 
Year Minos | MAIOR | No. of cases of early syphilis 
; leaner amen (first treatment) 
-| bd ;*,D | + |- | 
nf en h% aon % 
D ~ D : + | = + 
| 
1942—43 17 3 2 | 3 7-6 — 13 4 134 
Kahn pre- under treatment (arsenicals, 
Kahn predominant in 60 'dominantin 4 &c., only) 
ee ee ed Fo Toe ee a 
1945 — | 20 | — 54 [14-95 | 3 | 77 116-05 | 134 a 
(8 months) kain pre- ' under treatment (penicillin 
o | only) 


following the first course of treatment. Analysis of the 
results obtained from the eleventh to the sixteenth week 
in cases of primary and secondary syphilis treated at 
Northampton General Hospital during 1941-45 with 
arsenic and bismuth preparations (‘Stabilarsan’ 4-5-5-7 g.; 

' Bisantol ° 20 c.cm. = bismuth 2-0 g.) for 10-13 weeks, 
confirms this point : 


Parallel 
tests Agreements 


188 175 (93-09%) 


Discrepancies 
Minor Major 


12 (638%) 1 (0:52%) 


Manifestly, the frequency and time of sampling during 
different courses of treatment is a major factor in the 
increase of discrepancies in routine weekly parallel tests. 


LATE DISCREPANCIES 


It has been possible to follow up about thirty cases for 
3-6 months after penicillin therapy, including a few 
cases which received two or three courses of treatment 
(2-4 mega units per course). In 68 parallel tests in this 
group the agreements (largely negatives) amounted to 
56 (82-4%); 3 of the 4 (5-9%) minor discrepancies 
showed a predominance of Kahn-positives, and all the 
8 (11-7%) major discrepancies were Kahn-positive. 
The 8 major discrepancies persisted 3-6 months after 
treatment. It seems that, whereas in general the 
persistence of a positive Kahn test along with a negative 
Wassermann is a function of time, in a few instances this 
delayed reversal of the positive Kahn is an individual 
characteristic. A similar impression was formed as 
regards the Wassermann reaction, when in a group of 
minor discrepancies (w.R.-doubtful Kahn -negative) 5 cases 
exhibited this disparity three or four times as long as 
other comparable members of the group. 


DISCUSSION 


It appears that, as a result of the continuous and/or 
daily administration of penicillin in the treatment of 
syphilis and the rapid rate at which spirochetes dis- 
appear from primary sores during treatment, the time 
of action of the spirochetes as antigen in syphilitic 
infection is now strictly limited by penicillin therapy, and 
consequently the development of antibody is affected. 
In most spirochzete-positive cases treated early the 
developed antibody may not have reached: the level 
necessary to fix complement in the ordinary standard 
reaction ; hence in parallel tests the w.r. may be negative 
while the Kahn is positive. In a large majority of cases 
already sero-positive (w.R. and Kahn) on first appearing 
for treatment the Kahn test remains positive longer, 
during and after treatment, than does the w.R. ; hence, 
in parallel serological reactions the Kahn test is again 
predominantly positive. The routine use of parallel 
Kahn and Wassermann reactions is essential since the 
introduction of penicillin therapy in syphilis and the 


Kahn predominant in 10-91 Ponnan in 15-45- 


consequent use of weekly tests rather than tests at longer 
intervals. 
ADDENDUM 


With regard to the base-line values obtained from the results 
of general hospital routine (1937-45), set out in table m, 
the data of this table when tested for homogeneity are found 
to be heterogeneous. On examination it is found that the 
only high contributions to x? are the minor discrepancies of 
1940 and the discrepancies, minor and major, of 1944 and 
1945. Re-examination of the protocols reveals that these 
can be explained satisfactorily. The first contains a few 
confirmed frank errors which may now be excluded (as many 
discrepancies had never been confirmed by retesting, all were 
included in the construction of the tables) and has a slightly 
higher content of cases showing some degree of positivity— 
1:10 as against a mean of 1:13°5. The second and third 
deviations are explained by the greater frequency with which 
sera showing discrepancies were retested, three or four times 
as against twice, at most, previously. Thus we suggest that 
future workers should use the corrected base-line we derive 
after these three years have been excluded. Our corrected 
base-line values for the two standard tests in the population 


TABLE VI—-THREE CASES OF SYPHILIS TREATED WITH PENI- 
OILLIN ABOUT A MONTH AFTER INFECTION: SEROLOGICAL 
REACTIONS SHOW WELL-MARKED DISCREPANCY WITH THE 
KAHN TEST PREDOMINANTLY POSITIVE 


Case 1 Case 2 d 
i| dl El 0 | ela 
Date El iw Date b È Date | hd 
Infected Dec. 27 | Jan. 2, | Mid- ig 
1944 19 Feb. , 
Spirocheetes | Feb. 12, March15,| | _ 
found — 1945 à 1945 
Penicillin Jan. 26,| | | Feb. 12, Mareh15,| | 
treatment Feb. 2, |.. 20,1945 23,1945 |.. J.. 
1945 
Amount l E | 
(mega units) 2°4 2:4 2-4 ; 
Serological Jan.18 i N | 2 | Feb.14 | N |I N |March16 ININ 
reactions 
» 23 iP] 2 » LII|NIN » 1ITININ 
» 31/P/21, 16;/N/N/i , 18/N/ 1 
Feb. 1 |N] 2 » ITININ[-, I19!1N]/ 1 
3 2'N?/ 3 » I18itNi 1 » 20 INI 2 
i. 31N/ 3! , 19 |N] 2 “PIN. 2] 
5 41N/i 41], 20 |N/] 2 » 22'NIN 
> 5 D 2 39 21 N 2 ” 23 N 1 
-, 10 |N] 3 » 22 |N{|Nj{April19 | NIN 
„ 16/NIN 
Subsequent Remained Remained Remained 
findings negative negative negative 


Kahn values 4, 3, 2, positive; 1, doubtful. 
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of the general wards of the naval hospital become those 
shown in table 1m, c. 


Our thanks are due to the Medical Director-General of 
the Navy and Surgeon Rear-Admiral H..M. Whelan for 
permission to publish these results; Dr. W. M. Robson, 


senior physician, General Hospital, Northampton, for per- - 


mission to review and quote from some of his records; Dr. 
R. A. Robb, of Glasgow University, who carried out the 
statistical analysis of our results; and Sick Berth Petty 
Officer H. Kincaid, who assisted with the abstract of the 
records. 
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Tue history of attempts to find a substitute for 
morphine which would be without its dangers of habit 
formation and physical dependence is both long and 
full of disappointments. After heroin, * Eukodal,’ &c., 
pethidine, the last to arrive, has again failed to fulfil the 
hopes that had been raised. The dangers that may arise 
from its use have compelled the authorities to place it on 
the list of dangerous drugs. 

‘Pethidine (also known as ‘ Dolantin,’ ‘ Dolantal,’ and 
‘ Demerol ’) is a synthetic atropine derivative introduced 
to clinical practice by Eisleb and Schaumann (1939). It 
has not only the complex spasmolytic action of the basic 
alcohol esters, but also a central analgesic and sedative 
action like that of morphine, and an inhibitory action on 
the vagus, less intense than that of atropine. The clinical 
and pharmacological work on pethidine comprises a fair 
number of papers, which have been reviewed by Batterman 
and Himmelsbach (1943). In this country there have 
appeared papers favourable to the drug, including those 
by Gallen and Prescott (1944), Spitzer (1944), and Glaze- 
brook and Branwood (1945). 

The first cases of addiction were reported by Dietrich 
(1939), Von Brücke (1940), and Kucher (1940) a year after 
its introduction to clinical practice, a very short time for 
this kind of discovery. Himmelsbach (1942, 1943) made 
an experimental study of the liability to addiction. 
He noted a strong physical dependence and increased 
tolerance, with symptoms of intoxication, such as muscular 
tremors and twitchings, increased reflexes, petit mal, and 
a toxic psychosis, which cleared up rapidly after a decrease 
in dosage. The withdrawal syndrome resembled, but was 
milder than, that of morphine, or even of codeine. He 
thought that the liability to addiction was not so pro- 
nounced as with morphine, but the difference was one 
of degree and not of quality. Andrews (1942) made 
an experimental study of tolerance in previous addicts. 

There was a quick increase in tolerance, which persisted 
for at least a month after withdrawal of the drug, an 
indication of the danger of addiction if intermittent 
administration of the drug were contemplated. Hobbs 
(1944) reported the first known case of pethidine addiction 
in} England. 

In the United States Schneck reported a case of 
addiction in 1944. By 1946 the files of the U.S. 
Narcotic Bureau contained numerous examples of pethi- 
dine addiction, according to Anslinger (1946), who 
reported briefly on 14 cases. Wieder (1946) reported 3 
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more and Curry (1947) another, all typical cases of 
addiction, showing several intoxication symptoms such 
as nervousness, anxiety, insomnia, anorexia, intense 
thirst, nicturia, muscular tremors, ataxia, and increased 
warmth. There has lately been a lively discussion in the © 
U.S.A. on the relative dangers of morphine and pethidine 
as drugs of addiction. 

In 1944, Barahona and I collected 17 cases of pethidine 
addiction from the literature, with 3 deaths, and we 
presented 6 patients of our own, with 1 death. I have 
since observed ‘a further 9 patients, with 1 death. In 
this paper I shall endeavour to summarise the general 
picture of pethidine addiction. 


PERSONALITY OF THE ADDICT 


All those who have to receive narcotics for a long time 
are not equally liable to become addicts. Experience 
gained during the war has shown that men with stable 
well-adapted personalities, without inner conflicts, may 
receive narcotics over a prolonged period without 
becoming addicts. It is well known that melancholics 
can receive opium for weeks or months without danger of 
addiction. The physical dependence, which is supposed 
to cause addiction, is largely a matter of mental attitude, 
as has been emphasised by Cushny (1941). The symptoms 
from which the addict suffers during withdrawal provide 
an excuse for a demand for a dose of the drug ; and that 
they are often little more than this is shown if the physi- 
cian is firm in refusing the drug during the withdrawal 
treatment. On the other hand, unstable restless men, 
with an inharmonious inner life, feel a constant need for 
the psychological effects these drugs can bring, receive 
from them a revelation of well-being and mental equi- 
librium, and, once introduced to them, tend to become 
addicts. _ 

Pohlisch (1940), on the basis of extensive family and 
character studies, differentiated two great groups, of 
addicts with a hereditary basis. Among the alcoholic 
group he found a familiar preponderance of sociable 
easily excitable rather primitive personalities. In the 
addicts to morphine, cocaine, and hashish two different 
types were found: (1) highly strung, complaining, 
weak-willed, and faint-hearted personalities, with well- 
marked vegetative instability and, physically, mostly 
asthenics and leptosomatics, though some were flabby 
pyknics ; weak in body and mind, they were unable to 
overcome stress and easily became exhausted ; and (2) 
the man who is active but without persistence, ruthless, 
striving after strong emotions and-a sense of self- 
importance, but with a poor affective life; he too is 
subject to vegetative imbalance. 

Six of our patients belonged to the first of these types. 
Three had been morphine addicts previously and changed 
to pethidine because it was easier to get or because their 
doctors had tried the substitution. They had begun to 
use narcotics because of neuritis, otalgia, colonic spasm, 
renal colic. Two of them became addicts because their 
husbands were so already. None of them reached high 
doses ; and, if facilities for supervision were good after 
the withdrawal treatment, they did not relapse. 

Another six patients belonged to the second type. 
Two had been addicted previously to alcohol and all 
kinds of narcotics, but had not required hospital treat- 
ment before they had started on pethidine. Two others 
had had surgical operations before becoming addicted 
to pethidine, and both had shown a remarkable resistance 
to ether anesthesia. They had stepped up the dosage 
rapidly and quickly reached a very high dose, with 
consequent danger to life. The other two had resorted 
to pethidine in search of pleasure or for the relief of 
some trivial ailment. The remaining three patients 
were occasional addicts who had begun taking pethidine 
for hepatic or renal colic or for carcinomatous meta- 
stasis. A characteristic remark of one of them was, “ I 
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wish I could have the colic, so that I could have the 
injection.” 
DOSAGE 

The therapeutic dosage of pethidine is 0-05-0-1 £. given 
not more than five times a day. In the cases of addiction 
reported in the literature the dosage was 0-2-3-0 g. daily. 
In our cases eight used 0-3-1-0 g. daily, four used from 
1-0-2-0 g., and the remaining three used 5-0, 7-0-8-0, and 
12-0-14-0 g.—14 g. being twenty-eight times the maximal 
safe daily dose. Usually the dose is kept low in the first 
year, but afterwards rises rapidly, leading to acute 
psychotic symptoms in one or two years. Most patients 
use subcutaneous or intramuscular injections; one of 
our patients gave himself intravenous injections. 


CLINICAL PICTURE 


Acute Intoxication.—Very soon after the injection there 
is flushing, a pleasing feeling of general warmth, mydriasis, 
a drowsy euphoria, dysarthria, flight of ideas and super- 
ficial thinking, progressive sopor, and a short sleep with 
pleasant awakening. Worries depart, harsh and critical 
feelings change to benevolence, everything becomes rosy, 
the patient feels full of vitality and wit and able to do 
great things. Two patients injected themselves regularly 
before social gatherings, and another, an original worker, 
claimed that he had never worked so well before discover- 
ing pethidine. One of our patients was able to go on 
getting such pleasant effects for three years; she was 
in the habit of injecting herself several times daily with 
25-50 mg. for pain from “‘ neuritis.” 

Progress of Addiction.—This is usually rapid. Patients 


tend to maintain themselves in a state of quiet drowsiness | 


and freedom from care, with sopor and short sleeps. 
Tolerance rises, and more frequent injections become 
necessary. Two of our patients reached the largest doses 
we have known, 8 g. and 14 g. in the short space of a year, 
giving themselves 0-3-0-5 g. and 1-0 g. at intervals of 
1-2 hours. Injection becomes increasingly difficult because 
of tissue sclerosis, and often the patients fall asleep while 
injecting themselves, sometimes spilling a part of the 
injection. © 

With high doses the euphoria is not well marked. Sleep 
comes late, and the awakening is so disagreeable that the 
injection is repeated. The lag between the injection and 
its effects causes such impatience that the dose is raised. 
Pethidine, which had been used for pain and to forget 
some unpleasant conflict, and then became necessary for 
the execution of the most trivial acts of life, is now 
required to combat its own after-effects; the vicious 
circle is closed, and the whole life of the addict is con- 
trolled by the drug. The general level of the personality 
deteriorates. There comes a deep intellectual dullness, 
retardation of all psychic activity, and a change in 
ethical and spiritual values. Six of our patients reached 
in a short time a degree of deterioration which is usually 
only seen after years of morphine addiction, and which 
is comparable with the results of cocaine. The patients 
become indifferent and irritable and practically live in 
bed on a diet of milk and fruit juices ; appetite does not 
suffer much, but the effort of eating is too great, and 
tinids are preferred. | 

Symptoms of Intoxication.—Many of the symptoms of 
pethidine addiction. are common in atropine and cocaine 
intoxication, such as a flushed face, mydriasis and dis- 
turbed vision, dryness of the mouth, tachycardia, 
dizziness, pyrexia, convulsions, and respiratory diffi- 
culties. They may be categorised as follows : 

(1) Emesis. Frequent, sudden, without preceding nausea, 
giving an agreeable relief—‘‘ pleasant vomiting’: in many 
cases only occurs at the first doses or when physical effort 
is necessary. 

(2) Pyrexia. In three of our cases pyrexia (in one case of 
104°F) occurred. between injections, was suppressed by ‘the 
injection, and continued for some weeks after withdrawal of 
the drug. Pyrexia, the general agreeable warmth that goes 


with the injection, and the feeling of cold and goose-flesh 
of the withdrawal syndrome, point to a central action on 
temperature regulation. l 

(3) Respiratory difficulties. Death in experimental intoxi- 
cation with pethidine results from respiratory failure (Gruber 
et al. 1941). Two of our patients had several crises of 
respiratory failure, which responded well to ‘ Coramine.” 
One of them, a doctor using 7-8 g. a day, had attacks of slowing 
of respiration with cyanosis so frequently that he kept a 
coramine syringe bv his side. 

(4) Frequency of micturition and urinary retention. 

(5) Failure of libido. One or two of our female patients: 
reported a slight degree of sexual excitation with the. first 
doses, but libido becomes rapidly attenuated, even with small 
doses. 

(6) Dizziness, vertigo, falls. 

(7) Disturbances of consciousness. Absences, sudden 
fleeting stopping of thought, or sudden sleep in the middle 
of a conversation. 

(8) Anwsthesia. This extends over the whole body; falls 
do not produce pain and are ignored; sensibility to 
cold is especially reduced, and the patients lie uncovered or 
the bed in full winter without complaint. - 

(9) Muscular rigidity and convulsive seizures of very 
short duration, not always with loss of consciousness, started 
by any slight stimulus (effort, sound, light). When falling,- 
the patients report feeling like a rigid block, and they do not 
make any guarding movements, voluntary or spontaneous. 
Trismus and difficulties of swallowing are frequent and help 
the tendency to live on a fluid diet. Tremors of facial museles. 
and of the hands, muscular twitchings, slight differences in. 
the reflexes, and exaggerated reflexes occur. 

(10) Mydriasis. A maximal mydriasis, pupillary rigidity 
to light, and ataxia were present in Von Britcke’s (1940) case. 
Lorant (1942) observed pupillary rigidity and a Babinski 
response. 

(11) Memory. Registration, retention, and recall are all 
impaired. Patients go to do something and forget what it is ; 
they cannot recall the usual names of familiar objects, or name: 
the day of the week or the month. One patient described such. 
symptoms coming on in short attacks. 

(12) Acute confusional psychoses. One of Von Briicke’s (1940). 
cases, Hobbs’s (1944) case, and two of our patients showed 
acute delirious conditions with hallucinations and psycho- 
motor agitation, necessitating admission to a psychiatric 
clinic. They lasted two or three days and left behind some 
degree of dysarthria, aphasia, paraphasia, intellectual dullness 
with perseveration, slowing of mental processes, and amnesia 
for the acute syndrome. ` . 

(13) Death. Three deaths have been described in the 
literature, unfortunately in journals which are not accessible. 
Two autopsies are reported by Lorant (1942) and Benedek 
and Juba (1943). In both cases lesions in the hypothalamus 
and diencephalon were found, compared’ by Benedek and 
Juba to those seen in chronic alcoholism. In the two deaths 
observed by us autopsies could not be made.. The history and | 
post-mortem appearance of cyanosis and engorged veins 
alike indicated respiratory. failure. One of. our patients, 
examined a quarter of an hour after cessation of respiratory 
movement, was found lying uncovered in bed with extremely 
dry warm skin (? hyperpyrexia). Thero was general muscular 
rigidity with slight opisthotonus and intense cyanosis, with 
veins so engorged that intravenous ‘injections were given 
without difficulty. The muscular rigidity was of a spastic 
extrapyramidal type. The movements of artificial respiration 
were accompanied by laryngeal stridor; and at the end of 
the elevation of the arms the respiratory movement of the 
thorax continued for a short space, as if the muscles: were 
made of elastic.. After the completion of this movement the 
new position was fixed; hence there was some increased 
resistance to the beginning of the reverse movement. This 
peculiar type of tonus passed off slowly, when all further 
attempt at resuscitation was abandoned. | 


Withdrawal Syndrome.—On coming to hospital the 
patients are in the poor state of general health common 
in addicts, thin and emaciated, with dull and sunken 
eyes and multiple abscesses on arms and legs, many of 
them containing bits of broken needles. Very typical 
are extensive zones of woody induration; due to local 
irritation at the sites of injection. Many of the abscesses 
will clear up spontaneously or with simple aspiration. 
The patients are indifferent to their physical ailments, 
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such as discharging abscesses, pyrexia, cold, vomiting, 
and diarrhea. Physical dependence on the drug is not 
great, and all authors are agreed on the mildness of the 
withdrawal syndrome. Principal complaints are insom- 
nia, restlessness, mostly at night, and general. malaise. 
We did not see the intense anxiety state and bodily 
pains that go with morphine withdrawal. Possibly the 
mildness of the syndrome in our patients has been in part 
due to the insulin treatment, which we have found 
valuable both here and in the treatment of morphine 
addiction. 


TREATMENT 


Treatment must be carried out in hospital, and the 
patients must be looked on as acute mental cases and 
treated accordingly. Treatment against the patient’s 
will—e.g., under certificate—is nearly always justified 
by the history. Two of our patients each spent £3000- 
£5000 on pethidine, gave up their work completely, and 
were slowly killing themselves ; a mother had lost all 
patience with her children, neglected them, and only 
wanted them out of the way because they were noisy ; 
other patients had come in conflict with the law in the 
effort to obtain money to buy the drug. 

Pethidine is stopped immediately on the first day of 
hospital life. A modified insulin treatment is given, to 
the point of light hypoglycemia, before the state is 
terminated by giving carbohydrate. In severe cases the 
depth of the hypoglyczmia may be carefully stepped up, 
but not to the point of overtaxing the patient. Disturbing 
concomitants, such as insomnia, vomiting, and diarrhea, 
meet with appropriate symptomatic treatment. 

The length of the treatment depends chiefly’ on the 
personality of the patient and the factors that led to 
addiction. Recovery is in most cases remarkably rapid, 
and one or two weeks may see large gains in weight, 
satisfactory sleep, and promises to take pethidine no 
more. But we must not regard the disappearance of 
symptoms as marking the end of treatment. The person- 
ality must be re-educated by psychotherapy and occu- 
pational therapy, and the doctor must supervise the first 
occasions when the patient is allowed out of hospital for 
atime. The patient, after discharge, must continue to 
report at the hospital for a long time. The addiction 
leaves behind it an emptiness and indifference and the 
feeling of being an outcast; and relapses are common. 
Even relatively stable personalities, once they have got 
the habit, have difficulty in getting out of it. One of our 
least psychopathic patients, who had caught the addiction 
. from her husband, said of herself after the treatment that 
she had no interests, was impatient with her daughters, 
and wanted no responsibilities. Her husband and 
another dear relative died, and she felt no sorrow ; her 
tears had dried. It is easy to understand how patients in 
a state of mind like this drift back to the use of the whee 
If relapse does occur, it necessitates a longer stay in 

hospital on the second occasion. 


PROGNOSIS 


The best results are obtained with the occasional 
addict ; none of our patients has relapsed hitherto. In 
the predisposed group the future of patients of the first 
type depends on the length of the stay in hospital (a 
certain distance from the addiction must be built up) 
and on the adequate resolution of conflicts and difficulties. 
Personal contact and good supervision by the doctor can 
do much. Patients with predisposition of the second 
type present the most difficult problem. It is not easy 
to keep them in hospital, and it does not seem to matter 
much whether one does or not. Bleuler (1937) has 
emphasised: the importance of short return visits to 
hospital every one or two months for two or three days ; 
this would be an aid in keeping watch on the patient’s 
atate of mind. 


`” Andrews, 


SUMMARY 


The clinical observations made in 15 cases of pethidine 
addiction are described. 

The therapeutic use of pethidine can be the source of 
dangerous addiction, and it should be used with the 
same precautions as morphine. 

Special care must be observed with certain pérsonalities 
of psychopathic type. 

Tolerance and physical dependence are easily acquired. 

Symptoms of intoxication are frequent and severe, 
and may be the cause of death; in no more than 32 
reported cases there are 5 deaths. 

Though the physical dependence and abstinence 
symptoms are not so intense as with morphine, the 


` quicker habituation and more serious intoxication effects 


may well make pethidine a more dangerous drug of 
addiction. 


I have to thank Dr. Barahona Fernandes, of Lisbon, for his 
coöperation in the study of such cases, and Dr. Eliot Slater 
and Dr. Louis Minski for advice and help in the eee 
of this paper. 
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DISTRIBUTION OF PENICILLIN IN THE 
EYE AFTER SUBCONJUNCTIVAL 
INJECTION 


G. W. S. ANDREWS 
M.R.C.S. 


ASSISTANT IN THE INOCULATION DEPARTMENT, 
HOSPITAL, LONDON 


THE treatment of ocular infections with penicillin 
used to be hampered by the irritant properties of com- 
mercial penicillin, making it unsafe to give a local injection 
of more than about 600 units (Sorsby 1945), but pure 
crystalline sodium penicillin is now being produced in the 
form of a white powder easily soluble in water or saline 
to give a colourless solution which is not irritant to the 
eye when given by subconjunctival injection in con- 
centrations of 100,000 units in 1 c.cm. (Sorsby 1945). 
This makes it possible to administer doses large enough 
to give an adequate therapeutic level in the tissues of the 
eye. Some preliminary experiments, which led to this 
more complete investigation, have been reported by 
Sorsby and Ungar (1946). The results here presented are 
in agreement with their findings. . 

Experiments were made to determine the distribution 
of penicillin in the various structures of the eye after 
subconjunctival injection of the pure sodium salt, not 
only in the eye that was injected but also in the other eye 
to which penicillin was carried by the blood-stream. 
Healthy adult rabbits were used. An injection of 50,000 
units of pure sodium penicillin (Glaxo) dissolved in 
0-5 c.cm. of normal saline was given subconjunctivally 
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into the left eye. Material was obtained for estimation 
of penicillin levels after 15 minutes, 30 minutes, and 
1, 11/,, 2, 3, 4, and 6 hours. Four rabbits were used for 
each estimation and the results averaged. The technique 
for each animal was as follows : 

Blood was obtained by puncture of an ear vein, and aqueous 
fluid was obtained from both eyes by aspiration through the 
cornea, after washing the conjunctiva thoroughly with normal 
saline.. The rabbit was then killed and both eyes were removed. 
Vitreous was aspirated, and the eyes divided in the sagittal 
plane and dissected. The various tissues of each eye were 
cut up finely and weighed, and covered with 1 c.cm. of phos- 
phate buffer solution at pH 7-0. After standing overnight 
in the refrigerator at 4°C the penicillin content of the fluids 
was estimated. 


TECHNIQUE OF PENICILLIN ESTIMATION 


The method used for the estimation of penicillin levels 
was similar to that described by Fleming (1944), using 
Staph. aureus (Oxford strain) as the indicator organism. 


A series of 20 c.mm. drops of normal saline was placed on a 
paraffin slide. A drop of 20 c.mm. of the unknown fluid was 
then placed on the slide, and a second 20 c.mm. volume mixed 
with the first saline drop ; 20 c.mm. of this mixture was then 
mixed with the next saline drop, and so on, leaving the last 
saline drop as a control. Next 20 c.mm. drops of a 24-hour 
broth culture of the staphylococcus diluted 1 in 100,000 with 
107 glucose broth were placed beside each drop on the slide 
and then mixed in the reverse order, starting with the control. 
This gave dilutions from | in 2 to l in 4096. For the 1 in 1 
dilution 6 c.mm. of the 24-hour broth culture of the staphylo- 
coccus, diluted 1 in 10,000 with 5% glucose broth, was added 
to 40 c.mm. of the unknown fluid. The drops were then taken 
up into capillary tubes, which were sealed in the flame and 
placed flat on a ‘ Plasticine ’ slide ; they were then incubated 
at 37°C overnight. When the tubes were examined next 
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morning, the presence or absence of growth was easily visible. 
With a standard solution containing 1 unit of’penicillin per 
c.cm. inhibition of growth up to a dilution of 1 in 64 was 
found. From this the penicillin levels in units per c.cm. of 
fluid or per g. (wet weight) of solid tissue were calculated. 


LOCAL REACTIONS 


The bleb of fluid raised by the subconjunctival injection 
was practically all absorbed at the end of three hours, and 
at six hours the eyeball appeared normal. There was no 
visible vascular engorgement or inflammation at the injec- 
tion site, and in most cases the injection was apparently 
painless, but ina few animals there were mild painful 
reactions during injection. No local anesthetic was used. 

These effects with 50,000 units are in well-marked con- 
trast to those found by Struble and Bellows (1944), 
who showed that in rabbits 2500 units of commercial 
penicillin was the maximal dose tolerated by subcon- 
junctival injection ; local anesthesia was essential, and 
the local inflammatory reaction was severe. With 5000 
units they found that chemosis was too pronounced to 
allow further experimental use of this amount. 


PENICILLIN LEVELS 
The penicillin. 
levels in the various 
situations are sum- 
marised in the 
accompanying table 
and are shown 
graphically in figs. 
1-3. The amounts 
are given to the 
nearest 0-1 unit of 
penicillin per c.cm. 
or per g. of tissue. 
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tival space, reaching Fig. 3—Penicillin levels in uninjected eye. 
a level in the serum 

of nearly 4 units per c.cm. in half an hour. Thereafter the 
level fell rapidly, reaching zero at two hours. 


In Injected Eye 

Aqueous Humour.—Sorsby and Ungar (1946) have 
stated that penicillin does not penetrate into the aqueous 
fluid after subconjunctival injection, but these observa-. 
tions were made when only impure preparations were 
available and therefore small doses had to be used. In 
the present experiments high levels were reached in the 
aqueous, the maximum being 16 units per c.cm. half an 
hour after injection (fig. 1), and even after four hours 
nearly 1 unit per c.cm. was still present. It is thus 
obvious that, provided big enough doses are used, an 
adequate therapeutic level may be maintained in the 
aqueous for three or four hours after subconjunctival 
injection of pure penicillin. © 

Vitreous Humour.—Here the maximum, at one hour, 
was only 0-5 unit per c.cm., and this fell to zero at one and 
a half hours. It is therefore unlikely that successful 
results will be obtained in infection of the vitreous by 


‘this method of administration. 


Lens.—In the lens a maximum of just over 1 unit per g. 
was reached in half an hour, and within one and a half: 
hours the level fell to zero. ES 

Cornea.—Here very high levels were obtained: 130 
units per g. was found at a quarter of an hour, rising to 
170 units at half an hour (fig.' 1). The fall of level 
was slow, since in four hours there was still a level of 
1-7 units per g. $ 

Ohorioretinal Layer and KĶ&clera.—The chorioretinal . 
Jayer and the sclera showed similar results (fig. 2) with 
slightly higher values : maximum of 65 units per g. in an 
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Penicillin levels (units per c.cm. of 


| Bae fluid or per g. of tissue) 
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anterior uvea, 213 in the anterior sclera, 117 in the 
posterior uvea, and 237 in the posterior sclera, The fall 
in these tissues was more gradual than in the cornea, and 
in the sclera‘a level of 3 units per g. and in the uvea 0:5 
unit per g. were found at six hours. 

Optic Nerve and Extraocular Muscles.—Though the 
initial levels in the optic nerve were similarly high, the 
fall was more rapid, and at four hours the amount was 
inappreciable. The very high concentrations in the extra- 
ocular muscles (see table) can- be explained’ by local 
infiltration. 

Comment.—These results suggest that infections of 
most tissues of the eye, except the lens and vitreous, by 
penicillin-sensitive organisms are likely to be controllable 
by subconjunctival injections of: pure penicillin given 


every three or four hours in adequate doses (50,000-. 


100,000 units), and that such injections will produce 
no inflammatory reaction, provided that ue pure sodium 
salt is used. | 


In Uninjected Eye 

In fig. 3 are shown some penicillin levels found in the 
- opposite eye (with the curve for the blood added for 
comparison) ; the. full results are given in the table. 

It is evident that the penicillin in these tissues must 


have been derived from the blood, and yet, surprisingly, - 


in the cornea sclera, posterior uvea, and optic nerve, the 
levels in units per g. of wet tissue exceeded that in the 


blood. Though these levels are not strictly comparable 


with the. blood level (expressed, in units per c.cm., of 
serum) the differences are still apparent if the serum. 
levels are expressed in units per g., taking the specific 
gravity of serum as 1:027 : these are 1:85 units per g. at 


a quarter of an hour, 3-65 units at half an hour, and 
As Struble and Bellows (1944) 
suggested, selective absorption of penicillin ay um ocular 


0-59. units at an hour.. 


tissues may explain these results. 
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‘Whereas the blood level rose to 4 units per c.cm., a 
level easily obtainable by intramuscular injection of 
large doses of penicillin, the table shows that most tissues 
of the eye absorbed penicillin to comparable levels. 
Maximal values of 10 units per g. in the cornea, 6 units 
in the anterior sclera, and 2-units in the anterior uvea 
were found; in the posterior uvea and the posterior 
sclera the values were 11 and 10 units respectively, and 
7 units per g. was found in the optic nerve. After three 
hours all these Jevels had fallen to zero. As in the injected 
eye, low levels were obtained in the lens and vitreous ; 
in the vitreous no penicillin was demonstrable throughout 
the experiment. 

Comment.—These findings suggest that banterlostatie 
levels may also be obtainable in the eye after intra- 
muscular injections of penicillin, but. that much larger 
doses would be needed, and that therefore local injection 
is more economical. Economy is less necessary now than’ 
it was and it will become unimportant in the future ; — 


hence ‘the simplicity of intramuscular injection may 


outweigh the difficulty of subconjunctival injection in 
unskilled hands. But the relative efficiency of subcon- 
Junctival or intramuscular injections,’or a. combination 
of both, will have to be assessed by chica? IAD., 


SUMMARY 

The distribution of penicillin in the various tissues and 
fluids of the eye has been studied in rabbits after sub- 
conjunctival injection of 50,000 units of pure sodium 
penicillin dissolved in 0:5 c.cm. of normal saline - into 
one eye. 

In the injected eye high levels were found in all the 
tissues of the eye except the lens and the vitreous ;, 
within three to six hours these levels had fallen to below 
an adequate bacteriostatic level. 

A similar distribution was found in the opposite 
(uninjected) eye, but with lower levels. The penicillin 
content of most of the tissues of the opposite eye exceed = 
that of the blood. 

The highly purified penicillin now obtainable is non- 
irritant to the eye and can‘thus be safely given in large 
doses by subconjunctival injection with the production 
of yery high local concentrations in the ocular tissues. 
Its use may prove a valuable advance in the treatment of 
infections of the eye. by penicillin-sensitive organisms. 


My thanks are due to Prof. Arnold Sorsby, who planned 
the experiment, and to Glaxo Laboratories Ltd. for generous -- 
supplies of pure penicillin. 
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. Private charity originates in human kindness, but remains 
distestehi. to many recipients. For them State assistance is 
preferable since it is the community’s recognition that for its. 


‘ own well being the needy must be helped as a right rather 


than as a measure of compassion. Thus social services spon- 
sored by the State are matters of rights and responsibilities 
so that no man in need shall feel that he relies on the sufferance 
of another. That our main services are run on an insurance 
basis (even though heavily subsidised), fosters this spirit of 
independence. The giving of aid in. such circumstances 
involves no embarrassment to either the giver or the receiver. 
A man is not self-conscious when crossing a public bridge, or 
riding in a-bus, or seeing his household‘ refuse carted away by 
the.dustman. These amenities are so much part of his daily 


life that they pass unnoticed, yet they were not always there 


and would never have materialised had we not realised the 
advantage of a social existence. So should a man accept aid 
when he is sick or unemployed or destitute, as part of a com- 
munal service for which he pays according to his ability and 
draws on according to his needs. —Mr. GEORGE Cox, National 
Insurance Gazette, March 27, p. 121.. = 
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MULTIPLE-PRESSURE VACCINATION 


R. H. MOLE 
B.M. Oxfd, M.R.C.P. 
CLINICAL PATHOLOGIST, ROYAL INFIRMARY, LIVERPOOL 


IN 1944 Parish! described the results of multiple- 
pressure vaccination, the method of choice in the U.S.A., 
and contrasted them favourably with the results of the 
orthodox scratch method, but he made no direct com- 
parison of the two methods. An opportunity of 
determining which of the methods gives the higher 
proportion of significant reactions? arose when it was 
decided to vaccinate on arrival and with locally produced 
lymph all members of the staff of a R.A.F. general 
hospital overseas, irrespective of their vaccination record. 
All personnel had been vaccinated before at least once 
and usually also in the preceding three months, so that 
no primary reactions were to be expected. 

Personnel were vaccinated by the two techniques in 
strict alternation according to nominal rolls prepared by 
the hospital office, which had no knowledge that the 
- experiment was being carried out. All the vaccinations 
were done by one person, and one specimen of pooled 
lymph was used for vaccinating all the members of one 
group. There were four such groups, three of airmen 
and one of airwomen. 

Scratch Method.—The skin having been cleansed with soap 
and water, a drop of lymph was placed on the skin and two 
parallel] scratches ?/, in. long were made, incising the epidermis 
but avoiding bleeding except by mistake. 

Multiple-pressure Method.—The skin having been cleansed 
and a drop of lymph having been placed on it in the same 
way, the body of a Hagedorn needle, held parallel to the 
skin surface, was pressed flat against the skin several 
times in rapid succession with the point in the region of the 
drop of lymph. When this is done with the right force the point 
of the needle slips into the epidermis every time the needle is 
pressed flat against the skin, as can be demonstrated easily on 
oneself. About 30 such pressures were made in each case 
but it was rarely that they were all within an area 1/, in. in 
diameter, which Parish says is desirable. 

After vaccination by either method the lymph was allowed 
to dry on the arm or thigh. No dressing was applied until a 
secondarily infected pustule necessitated it. 


The results on 122 airmen and 52 airwomen were read 
on the second and fourth days after vaccination and are 
given in the table. All vesicular reactions are recorded 
as accelerated reactions. 


“ Immune” Accel. Per cent, 

; Failure reaction reaction failure 
Airmen: ' 

Scratch i eg 12 25 24 20 

Multiple-pressure.. 5 30 26. 8 
Airwomen : é . l 

Scratch T Se 3 7 16 12 

Maultiple-pressure .. U 6 20 0 


The increase in the number of significant reactions 
using the multiple-pressure technique is statistically 
significant (P < 0-05) when all the results are considered 
together, and it is practically worthwhile since it reduces 
to less than half the number of persons who have to be 
revaccinated owing to an .apparent failure at the first 
attempt. 

DISCUSSION 


None of the failures was due to a complete immunity, 
for revaccination once or twice more always gave an 
immune or an accelerated reaction. The failures must 
have been due therefore to errors in technique. In ordi- 
nary hands it is much easier with the multiple-pressure 
technique to avoid bleeding and to ensure that some at 
least of the epidermal lesions are of the optimum depth, 
and this probably explains the higher proportion of takes 
with tbis method. Similarly the sex difference seen in 
the results of both methods is probably related to the 


1. Parish, H. J. Brit. med. J. 1944, li, 781. 
2. Lancet, 1946, ii, 350. 


more constant skin texture in women than in men, which 
makes it easier to judge the force required behind the 
needle when vaccinating a group of women. 

The multiple-pressure technique gave a larger number 
of vesicular reactions, and this would make it the preferred 
technique if vesiculation is considered essential for 
protection against smallpox. The difference however is 
not statistically significant. 

No special investigation was made of the reactions to 
vaccination ; as might have been expected in a much- 
vaccinated population none of thém was severe. 

Those who were vaccinated by multiple pressure often 
commented on the absence of the pain which they had 
always experienced when being scratched, and this 
painlessness was particularly appreciated by a group of 
nursing sisters not included in the table. 


SUMMARY 


The multiple-pressure method of vaccination gave a 
higher proportion of significant reactions than the 
scratch method in an already vaccinated population. 


Thanks are due to the Director General of Medical Services, 
Royal Air Force, for permission to publish this article. 


UNUSUAL CAUSE OF IRRITATIVE MEDIAN 
NEURITIS IN THE HAND 


P. D. BEDFORD - 
M.B. Leeds 
LATE SQUADRON-LEADER, R.A.F.V.R. 


In the following case the etiology was not thought of 
until late in its course. A hurried survey of the work pub- 
lished since 1926 reveals no similar case, but the ztiology 
may be not so uncommon as the lack of references suggests. 


A R.A.F. officer, aged 30, a keen squash player, first had 
pain in the right hand on Jan. 12, 1945. The attack lasted 
30 min., rising gradually to a crescendo of intensity and slowly 
subsiding. He had a similar attack during the night, which 
awakened him from sleep and lasted an hour. The paroxysms 
continued, four or five per 24 hours, until, on Jan. 14 he 
sought medical attention. 

The description of the pain was strongly reminiscent of 
causalgia. He described it as a burning, lancinating pain, 
accompanied by tingling and numbness, arising from a 
point deep in the right palm slightly lateral and distal to the 
hook of the hamate and radiating to the tissues between the 
heads of the 2nd, 3rd, 4th, and 5th metacarpals. An attack 
was evoked by deep pressure over the site near the hook of the 
hamate ; it was not relieved by immersion of the hand in water, 
nor by elevation of the arm above the head. It subsided 
spontaneously in 15 min. and was obviously severe. The 


- pain could not be elicited by dragging on the arm held at the 


patient’s side. 

Examination revealed localised deep tenderness between 
the heads of the 2nd and 3rd metacarpals and diminution 
of sensation over the 2nd, 3rd, and lateral aspect of 
the 4th fingers. There was no diminution in power of the 
muscles of the hand, and no abnormality of the central 
nervous system was found. There was no difference in the 
radial pulses and blood-pressures of right and left arms. 
Blood Wassermann reaction and radiography of hand, neck, . 
and shoulder gave negative results. Procaine infiltration of the 
“ trigger ” site near the hook of the hamate was not attempted. 

The history revealed no obvious trauma, no similar previous 
incident, and no attacks of “‘ fibrositis.” 

In a search for the cause, it was discovered that the patient, 
who played squash daily, had acquired, five days before the 
first attack, a new racquet with a very narrow handle. His 
grip on this racquet demonstrated that the handle-end was 
so held as to exert firm pressure over a spot just distal and 
lateral to the hook of the hamate. His usual racquets, which 
had much stouter handles, were held in quite a different grip, 
the end lying on the hypothenar muscles. With the narrow- 
handled racquet firmly gripped a few swings evoked the pain, 
whereas the stouter-handled one could be held firmly in 
comfort, for as long as was demanded. 

Treatment consisted of rest, daily short-wave diathermy, and 
inunction with ung. iodi denigrescens. Six attacks occurred 
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much too briefly in 8 pages, only about half of which are text. 


between Jan. ‘15 and 18, the last being much less severe. ~ 


Aspirin and codeine did little to ease the pain of the attacks. 


After Jan. 18 the patient remained symptom-free, and on 


examination on Feb. 12 no abnormal physical signs were 
detected. The patient has played squash regularly since then, 
using stout-handled racquets, with no untoward effect. 


A study of the anatomy of the median and ulnar nerves 
in the region of the pain shows that the affected nerve 
was probably the ulnar communicating branch to the 
median. Irritation caused pain to be referred along 
the digital ‘branches of the median. The irritation was 
most probably due to pressure exerted by the end of the 
narrow-handled squash racquet. 


' SUMMARY 


An irritative median neuritis in the hand was probably 
caused by the pressure of the end of a wrongly held 
narrow-handled squash racquet. 


Reviews of Books 


Shock Treatments and other Somatic Procedures in 

Psychiatry ‘ 

LOTHAR KALINOWSKY, M.D., resident associate in 
psychiatry, College of Physicians and Surgeons, Columbia 
University, New York; Pau. H. Hocam, M.D., assistant 
in clinical psychiatry, New York State Psychiatric 
Institute. London: W. Heinemann. Pp. 294. 21s. 

In their preface the authors speak of the ‘‘ shock 
treatments ’”’ as effective weapons whose curative value, 
however, is limited. The restrained tone, thus early 
heard, prevails through most of their book, which is 
confident but not dogmatic about established findings, 
and frank in presenting all the available evidence on 
disputed matters. Their final chapter, on theoretical 
considerations, is honestly agnostic. They detail the 
many speculative views put forward on how insulin and 
convulsions produce their effects, and they conclude 
that the treatment is still wholly empirical. Besides 
insulin and convulsive therapy, to which three-quarters 
of the book is devoted, there is a section on ‘“‘ other 
somatic non-surgical treatments ”? (such as continuous 
sleep) and on prefrontal leucotomy ; but these have a 
slightly makeweight air and lack the authentic note of 
personal experience, abundantly evident elsewhere in the 
book. The two main chapters, on insulin treatment and 
the convulsive methods, contain much information about 
practical management, and a critical summary of the 


ample cedematous literature, the bibliography of which: 


occupies nearly 40 pages. Dr. Kalinowsky and Dr. Hoch 
have done a most useful service in providing this trust- 
worthy conscientious Geest of present knowledge and 
practice. 


The Normal Encephalogram 


2nd. ed. Leo M. Daviporr, M.D., professor of clinical 
neurological surgery, Columbia University ; CORNELIUS 
G. DYKE, M.D., late associate professor of radiology at 
the university. London: H. Kimpton. Pp. 232. 27s. 6d. 


Dr. Davidoff revised this text after the early death 
of Dr. Dyke, on the basis of their joint experience of 
encephalograms of normal people. . 

The parts dealing with the cortex and lateral ventricles 
-are adequate enough. He has emphasised the variability 
in the size of normal ventricles, particularly of the posterior 
horns, and illustrates his points liberally and well. It is 
clear, however, that some of the illustrations are from abnormal 
people—some with ventricular displacement and others 
with abnormal enlargement—and this, of course, is confusing 
for those seeking a standard from which to assess the abnormal. 

The part of the book dealing with encephalography proper 
—that is, the convolutional markings—is also satisfactory, 
though some might doubt whether it is possible in any but 
the exceptional case to identify some of the inconstant sulci 
shown in the illustrations. It is so difficult to orient the 
constant sulci that it might have been better not to have 
illustrated less reliable landmarks ; furthermore, since some 
of the sulcal markings have been touched up, they appear 
clearer in the plates than they do on the viewing-box. The 
third ventricle, aqueduct, and fourth ventricle are covered 


(from below upwards anatomically).”’ 


It is true that in other parts of the book special structures 
in close relation to these ventricles are mentioned, but the 
radiology of the third ventricle and brain-stem has advanced 
much more than this section suggests since the first edition 
of the book appeared. 


Dr. Davidoff contemplates a companion volume on. 
the abnormal encephalogramn which may well make good 
deficiencies in this one. — 


Diseases of the Nose, Throat and Ear . | 
Editors: CHEVALIER JACKSON, M.D., SC.D., LL.D., 
F.A.C.S., honorary . professor of broncho-esophagology, , 
Temple University, Philadelphia; CHEVALIER L. JACK- 
SON, M.D., M.SC., F.A.0.S., professor of broncho-esophago- | 
logy at the university. Philadelphia and London : 
W. B. Saunders. Pp. 844. 50s. Bs a Ya 


THIS is unquestionably a good textbook, but suffers 
from the usual defects of a composite work : for instance, 
the subject of allergy is given the same space as tuber- 
culosis of the nose. The general outlook is progressive; - 
there is a section on the irradiation treatment of 
excessive nasopharyngeal lymphoid tissue, and good 
accounts of hearing-aids and of chemotherapy—which is 
advised early and in full doses for acute infection. Rather 
sharply drawn indications for operation and radio-. 
therapy are inevitable in a ‘textbook; and though not 
all workers in‘cancer would concur with those given here, 
they represent the views of experts. The whole book is 
severely practical, and with its format will appeal 
strongly to the postgraduate student. The references 
are nearly all to recent work, which is convenient for. the 
practising specialist, though the absence of a historical 
background will reduce its interest for a few. 


A Textbook of Clinical Neurology 


(2nd ed.) J. M. NIELSEN, M.D., F.A.C.P., associate clinical 
professor of medicine (neurology), University of Southern 
California: New York: Paul B. Hoeber. London : 
Harper and Bros. Pp. 699. 37s. 6d. 


THE fact that this. book has been papentea almost 
annually since its first edition appeared is evidence of 
its popularity in the United States. As the preface to the 
first edition states, it is designed for students and aims at 
presenting neurology ‘‘ from the simple to the complex 
The result is a 
series of articles, many excellent in themselves, but 
lacking integration: thus herpes zoster is placed next 
to adiposis dolorosa in a chapter on the vegetative 
nervous system, and disseminated sclerosis is sandwiched 
between migraine and head injury. The Be and 
illustrations are excellent. 


Short Textbook of Midwifery (4th ed. London: J. & A. 
Churchill. Pp. 563. 21s.).—Mr. G. F. Gibberd’s book is as 
useful as ever. Many minor changes will be found in the 
text, for our outlook is changing imperceptibly all the time : 
“ Sometimes, what was a tentative suggestion becomes 
a firm assertion: sometimes, a former dogmatic belief has 
to be discarded as completely untenable.) Besides small 
modifications of these kinds, new sections have been intro- 
duced on the use of penicillin in puerperal infections, and on 
the rhesus factor; and the share the pediatrician must now 
take in the care of the newborn is welcomed and discussed. 


Demonstrations of Physical Signs in Clinical Surgery 
(Bristol: J. Wright. Pp.375. 30s.).—In this 10th edition of 
Mr. Hamilton Bailey’s book a few of the older illustrations 
have been scrapped, and some have been altered, while many 
new ones have been added, most of them very good. There 
is no radical alteration in the text, and none would be expected 
in a work concerned with relatively stable findings; never- 
theless, if methods of eliciting physical signs do not change, 
the relative importance and underlying significance of the 
signs alter as medical science develops, and these changes 
must be reflected in the context in which the signs are pre- 
sented to the student, or by a shift of emphasis. Here the 
section on sciatica has not moved with the times and in the 
presentation of the physical signs associated with lesions at 
the root of the neck a reference to costoclavicular compression 
would have improved the perspective. On the other hand the 
colourful patient with traumatic asphyxia is now thoroughly 
up to date, for he clutches, instead of a glass funnel, a B.L.B. 
mask. The book is sound and easily keeps its place. 
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The Curriculum 


THE powers and functions of the General Medical 
Council in relation to medical education are not as 
widely known or as clearly appreciated as they should 
be. They are complementary to the council’s primary 
function of keeping the Medical Register, admission 
to which carries certain legal privileges, indispensable 
to regular medical practice, and distinguishes before 
the public those practitioners who are adequately 
trained from those who are not. The council 
has powers to obtain information from licensing 
bodies (universities and medical corporations) about 
the courses and examinations which have to be taken 
by candidates for their registrable qualifications ; 
to visit or inspect their examinations ; and, through 
the Privy Council, to refuse registration to holders of 
qualifications ‘for which the required courses and 
examinations “are not such as to secure . .. the 
possession of the requisite knowledge and skill for 
the efficient practice” of medicine, surgery, and 
midwifery. Although these powers are defined, in 
the Medical Acts, in general terms, they could 
theoretically be invoked by the G.M.C. to impose on 
the medical schools a prescribed curriculum, specified 
in detail, and perhaps uniform over the whole country. 
The council has always avoided any such attempt. It 
has rightly limited itself to trying to secure a minimum 
level of achievement on the part of schools and 
students, sufficient to protect the public, 
leaving the schools free and responsible for the fuller 
development of their teaching in whatever way they 
see fit: Its powers of coercion have remained in the 
background. From time to time it has published 
recommendations—not requirements—on the sub- 
jects of medical education and examinations. Its 
duty is to maintain minimum standards ; its influence 
upon licensing bodies has been exercised gently and 
reasonably, and all the licensing bodies are represented 
in its membership. 


The Goodenough Committee was an interdepart- 
mental body appointed by several Government 
departments to review medical education as a prelimi- 
nary to a large increase in Government expenditure 
on medical schools. Somewhat surprisingly it recom- 
mended that the G.M.C. should take the initiative 
without delay in “a drastic overhaul of the medical 
curriculum,” and suggested that “its accomplishment 
might be made a condition to be satisfied before any 
increase is made in Exchequer grant in aid of under- 
graduate medical education.” The report of the 


Goodenough Committee contains many criticisms of- 


the organisation, content, and methods of present 


medical teaching, and many suggestions for improve- | 


ment; but, though all of these are of interest to 
individual medical schools responsible for their own 
curricula, few of them bear directly on the minimum 
requirements for which alone the. G.M.C. is respon- 
sible. It was to be expected then that the vigorous 
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language of the Goodenough report would evoke a 
somewhat testy response from the council. Never- 
theless, on the publication of the report in 1944, the 
council accelerated the impending revision of its 
recommendations, and the new version is now pub- 
lished. The alterations are based on the reports of © 
the council’s own inspectors of qualifying examina- 
tions, on correspondence between the council and the 
licensing bodies and medical schools, on the informa- 
tion about American methods gathered by five council 
members on a recent brief transatlantic visit, and in 
no small measure on the Goodenough Committee’s 
report. ~The new recommendations are introduced 
hy a long commentary, which gives the council’s 
views on many of the Goodenough Committee’s 
suggestions and emphasises the limitations of its own 
powers and functions. While on some matters it 
disagrees with the Goodenough Committee, and while 
in gencral it opposes a dry precision to the committee’s: 
reforming zeal, it has framed the new recommenda- 
tions so as to facilitate many of the committee's 
proposals. 


The G.M.C. recommends a period of. not less than 
five academic terms for the preclinical studies. It 
repeats that anatomy should include dissection of 
the whole body, but declines to specify a limit of 
time within which this should be performed. . Between 
the preclinical period and the clinical period Poper 
it introduces a “transitional period of study” to 
facilitate the bridge-building between physiology 
and medicine for which the Goodenough Committee 
made out a strong case. The transitional period, of 
3 months, is to contain an introductory clinical 
course, described merely as a course of instruction in 
methods of clinical examination. (This leaves. the 
schools free to develop the introductory course, . by 
experiment, along various lines.) To the same transi- 
tional period, or alternatively to the preclinical period, 
the council assigns an introduction to the elements 
of pathology, bacteriology, and pharmacology. 


The Goodenough Committee wished to shorten the 
clinical part of the curriculum to 30 months (less a 
total of 8 weeks’ holiday), and to require a year’s 
resident hospital appointment after qualification 
but before registration. The G.M.C. approves of the 
compulsory year in hospital, but is unwilling to 
reduce the total time allotted to clinical studies below 
33 months, or 36 if we include the 3 months’ transi- 
tional period. “If... instruction is necessary in order 
to make a student a safe practitioner on the public,” 
it says, adequate time for that instruction should be 
provided before the final examination. Practical 
instruction in minor operative surgery on the living, 
for example, should be part of the course in surgery, 
not left to the period of the post- qualification hospital 
appointment. The council’s emphasis is on “ instruc- 
tion.” The committee was striving after training in 
a wider sense, with less time devoted to mechanical 
learning. The council, however, plays for safety in. 
refusing to assume that the untried system of resident. 
appointments will compensate for a shortened course. 
Maybe it is wise, though many will regret that no 
curtailment can be made in the medical student's 
5 or 6 years of tatelaga: 


1. Recommendations as to the Medical Curriculum. 


With an Intro- 
duction. London. ‘Constablo'iand Co. Pp. 68. 2s. 6d.` ; 
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In medicine and surgery the recommendations 
adhere to the minima of 6 months in medical wards 
and 6 months in surgical wards, although the Good- 
enough Committee was prepared to reduce the former 
* to 5.. The requirements in midwifery have had close 
attention, and a concession to exigency has been made 
in reducing the required number of attendances at con- 


finements from 20 to 12; with this goes the proviso that 


a given confinement may not be credited to more than 
two students, and that it must be attended throughout 
the course of labour. The care of the newborn infant 
remains under the heading of midwifery. 


Peediatrics, psychiatry, and social medicine were 
three subjects to which the Goodenough Committee 
devoted separate chapters, to indicate its view that 
their present teaching is inadequate and a more fully 
developed training in them is necessary. The G.M.C. 
scrupulously explains that, having no right of entry 
to medical schools, it is not in a position to confirm 
or confute general statements about the adequacy 
of teaching in these subjects, but goes on to give them 
new emphasis and recommend additional instruction 
in them, ostensibly on other grounds. Pediatrics 
gets a main heading betokening a major subject, and 
it is recommended that the period of the clinical 
clerkship in pediatrics be increased to 3 months. In 
psychiatry (also with a main heading), no minimum 
times are mentioned, but chief emphasis is placed on 
instruction in a psychiatric outpatient department 
where neuroses and psychoneuroses can be studied, 
and the importance of the interrelation of physical 
and psychological aspects in all clinical studies is 
stressed. Social medicine, the G.M.C. wisely admits, 
is a subject that eludes the curriculum-makers. The 
recommendations couple it with public health, but 
go on to endorse the modern view of its wider implica- 
tions by saying that clinical teachers should “ con- 
tinuously ” direct their students’ attention to it, and 
should “utilise’’ for this ‘purpose local-authority 
services, health centres, almoners, health visitors, and 
psychiatric and other social workers. On principle, 
the recommendations go no further than this in sug- 
gesting what teachers should be responsible for social 
medicine or in defining its content. The introduction 
urges the schools to experiment and explore, deciding 
for themselves, for instance, whether professors of 
_ social medicine are necessary. It does hold, however, 
that maternal mortality is the concern primarily 
of the obstetrician, and infant mortality of the. 
pediatrician, the social aspects included. 


The final section of the recommendations discusses 
professional examinations. The G.M.C. is concerned 
chiefly with qualifying examinations as a test of 
competence, but it at least quotes, if it does not 
expressly approve, the Goodenough Committee’s 
statement that “it is fundamental that the ¢xamina- 
tions which a student has to pass to qualify for 
admission to the Medical Register should be subordi- 
nate to the system of training.” It would have been 
beyond its province to discuss the full implementation 
of this—requiring that in his qualifying examination 
every student should be examined by one of his own 
teachers as well as by an external.examiner. (Only 
by this means can the examination be made to serve 
its double purpose as a test of fitness and as an 
instrument of education.) The recommendations do, 
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however, suggest that examiners be empowered to take 
into account duly attested records of the candidates’ 
work during their course of study. In other directions 
they seem designed to tighten up slackness on the '. 
part of examiners: “in all oral and clinical examina- 
tions at least two examiners should be present at the ' 
examination of each candida “at least two 
examiners should participate in the adjudication on 
all written papers”’; “every examiner should upon 
his appointment receive a copy of these recommenda- 
tions.” Discretion is left with licensing bodies to 
institute. separate examinations in pediatrics and 
psychiatry and as they see fit ; some of the inspectors 
clearly favoured them. The student may not sit 
any part of the final examination earlier than 30 
months frem the beginning of the 33 months’ period of 
clinical studies, nor complete the examination before 
the end of that period. 

So now the question of revising the caoin will. 
engage the attention of medical faculties and medical 
school committees for a vista of months. The old 
battles will be refought. Additions will be made and 
subtractions will be resisted. The G.M.C. recommenda- 
tions will probably meet with general approval, 
except from those who strongly desired a shortened. 
course. But the many meetings will remember that the 
G.M.C. recommends only a utility minimum. Beyond 
that, it is not a controlling body for the medical 
curriculum ; nor is it an. inspiring body. The task 
of adapting the plan of teaching to the capacity of 
the student and the work he is to perform is the task 
of each separate medical school. Properly it should 
go on continuously. Inertia and distraction have let 
it get in arrear. The Goodenough Committee, however 
right or wrong its individual suggestions may be, 
brought the problem into the focus of attention, and 
released new energy for its solution. The greatest 


‘need now is for committees who can see the training 


of the student as a whole and continuous process, and 
who will remodel the curriculum in such a way as 
to achieve, that smoothly, economically, and edtica- 
tively. It remains for the individual teachers, in 
developing their teaching methods, to add inspiration 
to instruction, and to mould the attitude to medicine 
that will characterise the next generation of doctors. 


= Conjunctivitis in General Practice’ 


Doctors in general practice are usually reluctant. to 
treat an inflamed eye, preferring to send the patient 
to an ophthalmic surgeon without committing: them- 
selves. Since the penalty of a mistaken diagnosis 
may be loss of sight this attitude is understandable, 
but expert help is not always to hand and the practi- 
tioner must then rely on his own knowledge. Most forms 
of conjunctivitis can be diagnosed on a few simple 
observations and one question, and every medical 
man should surely be familiar with these. Having 
ventured thus far it will be interesting for him and in 
the interests of his patient if he can decide on the 
particular form of conj junctivitis present and its 
origin. This is achieved by a methodical examination 
of the lids and conjunctiva, which requires no special 
apparatus but only neat fingers and good daylight. 


Blepharitis and conjunctivitis may go hand in hand, 
and no examination of the conjunctiva should be under. 


a ee 
1. See Thygeson, P. J. Amer. med. Ass. Feb. 15, 1947, p. 437. 


THE LANCET] * ; CONJUNCTIVITIS IN GENERAL PRACTICE [may 3, 1947 601 


taken until the lids have been carefully inspected. 
Scales on the roots of the lashes should be looked for, 
and these may be hard and crusty, leaving an ulcer 
at the base of a cilium when removed. This is typical 
of staphylococcal blepharitis ; but soft greasy scales, 
which can be picked off easily leaving no ulceration, 
are seen in seborrhoea of the lids. In such a case 
examination of the scalp will usually reveal the origin 
of the eyelid infection—a scurfy scalp leads to scurfy 
lids. Staphylococcal erosions of the outer canthus 
also occur, especially in winter and spring, and cause 
infection of the conjunctival sac; a touch of silver 
nitrate to the erosion will-usually put this right. A 
study of the meibomian glands can likewise be 
included in the examination of the eyelids. A glass 
rod is held inside the lid and the contents of the glands 
are expressed by pressing with the finger against this 
rod. Normally meibomian secretion is a thin trans- 
parent oil, but it becomes thick and yellow when 
infection is present. Residual swelling from recurrent 
styes indicates a staphylococcal infection of the eyelid 
which may be the cause of a conjunctivitis, and before 
leaving the lids pressure. should be exerted with 
the thumb over the lacrimal sac. Regurgitation of 
mucopus or mucus will indicate a stricture of the 
nasolacrimal duct, or occasionally the typical yellow 
granules of a streptothrix infection of the canaliculi 
and sac may be found. 

Much can be learnt about the conjunctiva by a 
general inspection of the eye before questions are asked 
or special techniques employed. A truism which might 
well be hung in every doctor’s consulting-room is 
Conjunctivitis causes a Sticky Eye. If the lids are 
gummed on waking conjunctivitis is present. If not, 
the cause of the trouble lies elsewhere. The sensitive 
patient will remove the more obvious signs of stickiness 
before presenting himself, but the lashes will give the 
show away. Normally they stand out singly and 
symmetrically from the lid margin, but where any 
discharge is present they are matted together in twos 
and threes, lying flat against the skin of the cheek. 
If any doubt remains, the question “ Do your lids 
stick on waking ?”’ will clinch the diagnosis. The 
situation and type of conjunctival hyperemia is next 
noted. The greatest redness will be found in the 
fornices and canthi, fading towards the cornea. In 
infective conjunctivitis the colour is a brilliant red, 
while in allergic conditions it is paler—sometimes 
almost milky in appearance owing to the intense 
edema occurring in this condition. Two negative 
points should be remembered—conjunctivitis is not 
painful and does not produce blepharospasm. The 
conjunctiva contains many mucus cells which in the 
hyperzmic state will be working overtime. This 
mucus combined with white cells and epithelial debris 
constitutes the mucopurulent discharge seen in 
bacterial conjunctivitis. Where the swelling is great 
and the discharge scanty, it is probable that a virus 
infection is present, and the frothy white foam some- 
times seen. between the lids is due to overactivity of 
the meibomian glands. Flakes of tenuous mucopus 
occupying the lower fornix, with the rest of the eye 


white and normal, suggest a self-inflicted condition, 


but this is rarely seen except in the Services or 
among those detained at His Majesty’s pleasure. 
Absence of lacrimal fluid in elderly women sometimes 
causes a chronically dry eye which becomes sore and 


sticky because there is nothing to wash away the 
normal mucus secretion. Such women usually have 
dry mouths and stiff joints from absence of saliva 
and synovial fluid. The eye condition is called kerato- 
conjunctivitis sicca and the whole syndrome Sjogren’s 
syndrome. | 

It is important not to confuse the lymphoid follicles 
normally found in the conjunctival fornices of young 
people with the follicles of trachoma. Trachomatous 
follicles are large, flat, and easily expressed, while 
those of folliculosis are small, hard, impossible to 
express, and unaccompanied by any inflammation or 
signs of reaction in the cornea. Trachoma normally 
starts in the tarsal conjunctiva of the upper lid, and 
any follicles in this position should arouse grave 
suspicion ; folliculosis avoids the tarsal conjunctiva 
and involves the extreme limits of the fornices. 
Conjunctival ulceration is uncommon, but when it 
occurs the diagnosis is not usually difficult. The single 
indurated ulcer is usually tuberculous, and enlarged 
lymph-glands should be sought. Multiple shallow 
ulcers may be ocular pemphigus; or, if they are 
yellow, agglutination tests should be done for 
oculoglandular tularemia. A thick conjunctival mem- 
brane is sometimes found in diphtheria, while a 
fine transparent membrane may be found in spring 
catarrh and some other allergic conditions. Scarring 
beneath the upper lid denotes old trachoma, beneath 
the lower lid pemphigus,’ while diffuse scarring may 
denote healed diphtheritic lesions. Phlyctenules in 
the conjunctiva have come to be regarded as an 
allergic reaction to a bacterial antigen—most com- 
monly tuberculo-protein, though they can be produced 
by introducing various different foreign proteins into 
the conjunctival sac; they respond well to general 
treatment. 

Only one germ is known to penetrate the healthy 
cornea—the gonococcus. The meningococcus may do 
so too, but gonococcal and meningococcal conjunctivitis ` 
are exceedingly rare. Otherwise, conjunctivitis does 
not tend to spread to the cornea, but the cornea 
should nevertheless be carefully examined. Marginal - 
infiltrates may be found in staphylococcal infections, 
but they do not usually form ulcers and they respond 
to simple forms of treatment ; a central subepithelial 
opacity may be seen in the form of epidemic kerato- 
conjunctivitis imported from America during the 
war years. If the cornea is involved the patient will 
complain of some pain and photophobia, and specialist 
advice is then urgently needed.. It is easy to leave 
the examination of the external eye forgetting to 
palpate for enlarged lymph-glands. Glands in the 
preauricular and submaxillary group may be grossly 
enlarged in tuberculous conjunctivitis or the oculo- 
glandular syndrome of Parinaud, but single slightly 
enlarged preauricular lymph-nodes are common in 
keratoconjunctivitis. Ordinary bacterial mucopurulent 
conjunctivitis rarely produces enlarged glands. | 

It is usually best to send the patient with any but - 
the simplest sore eye to an expert, but the practitioner 
will not go far wrong if he remembers that conjunc- 
tivitis should only be diagnosed if there is a sticky 
eye, without pain or blepharospasm or misty vision. 
The disease is usually self-limiting, but the patient 
will appreciate some boracic ointment between the lids 
at night so that they will open more easily in the 
morning. | | 
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Annotations 


ERGOTHION EINE AND THYROTOXICOSIS 


 ERGOTHIONEINE has long been familiar to students of 
biochemistry because its presence in the red blood-cells 
interferes with the accuracy of many methods of deter- 
mining blood-sugar and blood uric acid. Its function, 
if any, in the red cells has been wholly obscure, and it 
has been regarded as pharmacologically inert. ‘The work 
by Dr. Lawson and Professor Rimington, published 
elsewhere in this issue, entirely alters its status, and 
raises the question whether the traces of the ergothioneine 
found in normal blood may not have great importance 
in connexion with thyroid activity. 


For the last four years thyrotoxicosis has been treated — 


with a variety of sulphur-containing substances. Thiourea 
was the first, to be rapidly succeeded by thiouracil and 
other compounds. The action of these substances is 
dramatic, and much clinical improvement is produced 
in most. cases of primary Graves’s disease ; but it is not 
yet clear how far the chemotherapeutic attack is really 
an adequate alternative to surgery, and certainly it is 
not entirely free from risk. The effect of treatment 
with all these drugs is to cause the iodine content of the 
thyroid to fall, while the gland itself may enlarge. All 
the most active compounds so far tried contain the 
grouping >N-CS-N<, and it occurred to Lawson and 
Rimington to try the effect of ergothioneine, which also 
contains this grouping, on the thyroid glands of normal 
rats. The hoped-for result was realised: when given 
in similar dosage by injection, ergothioneine, like thio- 
uracil, reduced the iodine content and raised the weights 
of the rats’ thyroids. The quantitative result of its 
administration, though resembling closely that of 
thiouracil in the same dosage, was much more variable 
—perhaps because of differences in the initial level of 
ergothioneine in the individual animals. Hunter! and 
Eagles and Vars? noted considerable variation in ergo- 
thioneine content not only between different species but 
also in the same species: thus Hunter recorded a range 
of 2-5 to 8-0 mg. per 100 ml. red cells in normal men, 
while pigs usually ranged from 20 to 50 mg. per 100 ml. 
and cats and oxen all had less than 2 mg. We have as 
yet no data for ergothioneine levels in thyroid or other 
_ disease, but Lawson and Rimington now have this 
under investigation. 

One may reasonably expect that administration of 
a normal blood constituent in amounts of the same 
order as those found in normal blood will carry no risk 
of toxic manifestations. If ergothioneine proves both 
effective and non-toxic, another great step will have been 
taken in the medical treatment of thyrotoxicosis. Publica- 
tion of clinical observations based on Lawson and 
Rimington’s work will be awaited with great interest. — 


MORE GERMAN DRUGS 


EARLIER accounts of new German drugs? have been 
supplemented by a further report.4 The details given 
in it will doubtless be useful to British manufacturers, 
but the new preparations discussed may best be described 
as small beer. One plant was working on the isolation 
of “ thymus hormone,” as described by Bomskov, though 
the very existence-of such a hormone seems to have been 
uncertain. In other work the quinine molecule was 
modified to produce a compound, named ‘ Amichinazo- 
kairolin,’ which, though of low toxicity, proved thirty times 
as active as quinine in a Unfortunately, 

. Hunter, G. Biochem. J. 1928, 22, 4. — . 
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large-scale clinical trials in Bulgaria showed it to be only 
four. times as effective in human malaria—too small a 
gain to compensate for its greater cost. The Schering 
laboratories in Berlin were very energetic until their work 
was curtailed by war damage.. The firm had concentrated 
on the freeze-drying of human serum, and by 1944 , 
their output was as high as 607 kg. Laborious investiga- 
tion of the distribution and fate of sulphonamides in the 
body seems to have yielded nothing which is not already 
familiar to workers in Britain and the United States. 
Perhaps the: most interesting revelation concerns a 
new analgesic compound ‘Höchst 10582’; this is 
l : 1 diphenyl-1-dimethylaminoethylbutanon-2-hydro- 


chloride. The drug, which has apparently been unga 
7 C,H, co. CH,CH, 
C «Hel 
i N ; 
C,H, CH,.CH,.N(CHg)_ 


extensively in German hospitals, has an action similar 
to that of pethidine, but its effect lasts somewhat longer. 
It is made up in 25 mg. tablets, which are taken by mouth. 
The analgesic effect of each tablet continues for 2—7 hours, 
and one thrice daily is said to be sufficient for any but 
the most extreme pain. When the dose is increased to 
two tablets three times a day some patients experience 
giddiness and nausea, but these are seldom serious. 
Animal experiments in . Britain have confirmed its 
analgesic action, but no clinical evaluation has yet been 
reported here. 


DEATH: AFTER DOG.-BITE 


THE déath of a boy in Hull following the bite of a dog 
raises several questions not easy to answer. According 
to press reports, the boy was bitten in the leg, and on 
the advice of his family went to the hospital ‘‘ to have the 
wound cauterised.” The house-surgeon found a deep 
punctured wound and ordered the injection of 2 c.cm. 
of gas-gangrene antiserum. Within a few minutes the 
boy developed dyspneea, and despite administration of 
adrenaline and oxygen, he died soon afterwards from 
anaphylactic shock. This is the third death from a 
similar cause to be noticed in these pages during the past 
twelve months,? and the only essential difference is 
the positive evidence in this case that most of the possible 
precautions against the accident were taken: the 
quantity of serum given suggests that it was a con- 
centrated product and therefore less likely to. give 
rise to an anaphylactic reaction, and adrenaline was 
used when the boy became ill, though the amount and 
time of the injection are not mentioned in the account 
of the inquest. We may well ask how far these tragedies 
should modify our treatment of the deep, lacerated, and 
presumably infected wound. 

It has long been recommended that tetanus and gas- 
gangrene antitoxins should be used prophylactically in 
these cases. The evidence that the first diminishes the 
incidence and severity of the specific infection is convinc- 
ing, and most doctors have at some time had reason to 
regret that it is not more generally used in civilian 
practice. It seems desirable, at any rate in rural areas, 
that active immunisation with tetanus toxoid should be 
as easily available to the public (and especially to 
children) as prophylaxis against diphtheria, but a 
long time will elapse before this practice is sufficiently 
widespread to justify withholding . tetanus antiserum 
from the potentially infected patient. To obtain proof 
of the efficacy of gas-gangrene antiserum has been more 
difficult, though .war experience suggested that large 
prophylactic doses lower the death-rate from this cause. 
Since antiserum is given in every accident case at some 
hospitals and in none at others, it might be possible to 


. Hull Daily Mail, March 29 and April 1. 
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obtain some comparable figures bearing on its utility 
as a routine precaution. 

A last question suggested by the Hull tragedy concerns 
the state of public opinion about rabies in this country ; 
for it was the fact that the boy’s wound was due to a 
dog-bite that suggested to his family that he should 
attend the hospital to have it cauterised. This is 
presumably a legacy of the days when rabies was as 
common here as it is in continental Europe. Unless 
one has lived in a country where rabies occurs, it is hard 
to understand the feeling of alarm provoked not only by 
the bite of an animal but even by the propinquity of 
one whose behaviour appears out of the ordinary. 
During the last half-century there have probably been 
more cases of pneumonic plague than of rabies in England, 
but the fear of dog-bite persists as presaging something 
worse than a nip and an embarrassing hole in the trousers. 
This fear is at present unnecessary, though there is still 
quite a serious risk of the reintroduction of rabies into 
Britain by air travellers smuggling their pets. Yet 
perhaps the public are “righter than they know.” 
There have been several reports of fatalities from infection 
with Pasteurella septica following the bites of dogs and 
other animals,‘ and it is probably wise to treat the bite 
of any animal as potentially more dangerous than 
most other infected wounds. 


CLAIMS AGAINST DOCTORS 


A REPORT by Heckscher ë on the work of a Danish 
medical protection society shows that of 200 claims for 
compensation in the period covered all but 41 were settled 
out of court. Few of these 41 were based on alleged mis- 
takes of diagnosis: it was the treatment that caused 
the grievance. In no fewer than 36 cases the trouble 
arose over a subcutaneous injection, and the happy issue 
in all these 36 depended largely on the doctors being 
able to show that they had sterilised their needles, washed 
the patient’s skin, and in general been aseptic in tech- 
nique. In 10 of them hypodermic injections into the 
forearm gave rise to permanent paralyses and disability, 
and Heckscher quotes Danish insurance societies as 
declaring indefensible all hypodermic medication in the 
forearm. All the 9 cases of hot-water-bottle burns ended 
in the award of compensation, 6 being dealt with out of 
gauze left in an 
operation wound recurred in 10 cases, in 6 of which the 
claims were settled out of court, while in 3 other cases 
the patient’s claim succeeded after a hearing, It is a 
mistake, in Heckscher’s opinion, for a doctor to pay 
compensation to pacify a claimant whose charges could 
not be sustained in law ; and we may add that the question 


whether the charges could or could not be sustained is one. 


that should always be referred to one of the defence 
societies, which should indeed be put in full possession 
of the facts as soon as any complaint is made. Discussing 
this topie in their 1945 report the London and Counties 
Medical Protection Society pointed out that to prove 
negligence it is not sufficient for a patient to show that 
the doctor’s diagnosis or treatment was wrong : 


“ If the practitioner has exercised reasonable care àid 
skill he cannot be held to have been negligent, even though 
some person of greater skill and knowledge might have 
prescribed different treatment or acted in a different way. 
It is therefore necessary, if a plaintiff is to succeed in an 
action, for him to convince the court that the particular 
practitioner ought to have diagnosed or treated the case 
differently, that proper professional care and skill were not 
exercised, or that the practitioner failed to investigate the 
case as. thoroughly as it merited. The commonest ways 
in which members lay themselves open to such charges 


are by failing to keep adequate records and failing 
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to obtain X-ray reports in cases of fracture or possible 

fracture.” - TR 3 a i 
Even a frivolous charge, however, is capable of causing 
the doctor grave inconvenience and perhaps distress ; 
and to anyone who knows the risks inseparable from 
medical practice, whether in Denmark or in Britain, it 
seems incredible that there should still be members of 
our profession who do not trouble to join one of the 
societies which offer them so much in help and ‘security. 
The first act of the newly qualified, after completing any 
appropriate celebration, should be to apply for member- 
ship of a protection society ; and a great many of their 
senior colleagues have reason to be deeply thankful that 
they did so. . In medicine righteousness is not enough: 
one must also take precautions against evil fate. 


SURGICAL TREATMENT OF HYPERPIESIA | 


Tue difficulty of hitting ‘on an effective treatment for 
a condition of unknown origin is nowhere more manifest 
than in essential hypertension. There is fairly general 
agreement on the regime to be followed by the hyperpietic, 
but this regime palliates rather than improves the 
disorder ; nor has pharmacology yet provided an answer, 
despite the hopes periodically raised by such drugs as 
thiocyanate. At the moment only surgery offers, in 
lumbar sympathectomy, some hope, though never a 
promise, of halting and possibly reversing the slow 
march of this disease. 

Sympathectomy cannot, however, be regarded as a cure; 
that at best it brings only partial relief is reflected in 
the disagreement on the indications for operation, on 
the scope and technique of the procedure, and on the 
results. This treatment has been discussed at two 
recent meetings, one, in London, of the Royal Society 
of Medicine, and the other, in Manchester, of the Man- 
chester Medical Society and the Liverpool Medical 
Institution. At the London meeting Mr. A. Dickson 
Wright suggested that thé contra-indications to operation 
are an age of over 50 years and a blood-pressure which 
fails to subside with rest in bed or sedation; of bad 
significance is a high diastolic or pulse-pressure ; and 
unwelcome findings are encephalopathy or retinopathy. 
At Manchester, Mr. F. R. Edwards held that cases should 
be classified by the state of the retinal vessels; with | 
considerable renal dysfunction or with cerebral damage 
sympathectomy is, he said, unlikely to benefit the patient. 
Surgeons are at one in agreeing that a history of anginal 
attacks or even of coronary occlusion is not a contra- 
indication. The usual habit has been to operate only — 
for severe hypertension ; but recent reports from America 
indicate that cases may be usefully operated on in the 
early stages. There is, however, still no sure way of 
selecting cases suitable. for operation, and much can 
be said for Dr. Evan Bedford’s suggestion that they 
should be studied in two distinct groups—the early and 
the late. ` 

The evaluation of results is impeded by at least three 
snags: one is the normal lability of the blood-pressure, 
with the consequent difficulty of obtaining comparable 
readings before and after operation ; another is that 
the drop in peripheral: resistance, greatest just after 
operation, may not be maintained ;. while the third, 
emphasised by Dr. C, Wyndham at the meeting in London, 
is that ‘any drop in blood-pressure after sympathectomy 
is attributable not only to lowered peripheral resistance 
but to alteration, through some undefined mechanism, in 
the cardiac output. From this it follows that not too 
much attention should be Poig to preoperative Ree | 


-and dilator tests. 


For lumbar e RT E some ` surgeons Kave 
adopted Smithwick’s! transdiaphragmatic operation, 7 
which involves complete resection of the major splanchnie 
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- nerve, from the 5th dorsal root down to its entrance 
into the celiac ganglion, with removal of the sympathetic 
ganglionated trunk from the 9th dorsal to below the 
2nd lumbar ganglion. Others favour a less severe pro- 
cedure, such as that described by Adson ; this operation, 
according to Mr. Dickson Wright, has no intrinsic risks, 
and the patient is at least never worse off for having had 
it. Prof. A. M. Boyd, of Manchester, has still further 
reduced the undertaking’s severity by a one-stage opera- 
tion with an anterior transpleural . approach. It is 
certainly well to remember that the risk of pain, which 
so often follows operation, may be minimised by choosing 
one of the less sweeping procedures. 


. RED CELLS AS A DRESSING 


LITTLE would probably have been heard of the thera- 
peutic value of powdered human blood-cells if they had 
not been.a by-product of plasma extraction. In 1943 
Moorhead and Unger? used a gelatinous mass of red 
cells as a dressing for burns and ulcers. This preparation 
had some practical disadvantages, and Seldon and 
Young ? at the Mayo Clinic found that blood cells in 
powder form were more satisfactory. The Mayo Clinic 
workers? have been applying. the powdered cells to 
ulcers of the extremities associated ‘with vascular dis- 
orders, including thrombo- -angiitis obliterans and venous 
insufficiency from varicose veins. The rationale of this 
treatment is still obscure; it- is suggested that the 
favourable response observed may depend on partial 
desiccation, some healing factor in the cells, or nutrition 
supplied by the crust, or it may be that the crust 
encourages healing merely because it is protective and 
entirely non-irritating. The powder is kept in sterile 
_ glass containers‘ and is either applied with a sterile 
swab or spatula or dusted on from a sprinkler and then 
loosely covered with a dry sterile dressing. It is reapplied 
daily, after careful removal.of the crusts. The results 
were satisfactory in 24 out of 46 cases and there were 
only 3 that entirely failed to respond. A considerable 
number of the patients had previously proved resistant to 
other forms of treatment: Measures to improve the local 
circulation must of course not be neglected. 


RHEUMATIC FEVER 

In his Harveian oration 5 of 1945 Dr. John Parkinson 
described rheumatic fever as “ the most deadly enemy of 
youth,” and called for a new campaign against it. On 
his plea the Royal College of Physicians last year set 
up a committee “‘ to consider the prevention and manage- 
ment of rheumatic heart diseases,” and this week we 
are able to publish ‘a valuable statement they have 
prepared in the hope that it ‘‘ may be of service to doctors 
who are taking part in the effort to control rheumatic 
fever, in particular by notifying cases at an early stage 
and before the heart has become seriously affected.” 
~The number of deaths from rheumatic heart disease is 
roughly estimated by Dr. Percy Stocks at between 
14,000 and 24,000 in England and Wales each year ; 
put until the fever is notifiable we cannot, said Dr. Parkin- 
son, have more than a hazy idea of its prevalence in 
childhood. ‘‘ Compulsory notification,’ he added, ‘‘ is 
essential to any effort to deal with it on a national scale. 
It will not only reveal the extent of the trouble, but give 
the opportunity to deal with it at the earliest stage. 
Our aim is higher than the care of children handicapped 
by heart disease; it is the prevention of it.” The 
Ministry of Health‘is known to be contemplating action 
-to make rheumatic fever notifiable in additional 
areas, and the eee s statement will be useful to all 
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. active and healthy households. 


who take part—either in such areas or elsewhere— 
in the new and very necessary endeavour to improve 
our ee of this particularly damaging infection. 


‘FIRES IN SUMMER 


THE Government has banned all form of space-heating 
—i.e., the warming of rooms and the internal parts of 
puildings—on industrial and commercial premises from 
May 5 to the end of October.' “Commercial” premises 
includes shops, offices, theatres, and restaurants, and 
presumably the doctor’s surgery and the health depart- 
ment’s clinics will come under this head. In industry 
exceptions will be made where heating is essential: to 
certain processes, and in the case of night work in May, 
September, and October. It is difficult and may be 
dangerous to examine patients in an unheated room on 
a chilly day, whatever the time of year; so it is to be 
hoped that special provisions will be made for consulting- 
rooms and the like. Hospitals and institutions for the 
sick, infirm, or aged are already exempted. -The domestic 
consumer is forbidden to use any electricity or gas for 
heating rooms between May 5 and the end of September ; 
but he may use a coal or wood fire. The restricted hours 
for domestic .consumers are done away with; but they 
are asked to aim at reducing their total consumption of 
gas and electricity by 25% of the amount used last year. 
This seems to favour the ci-devant extravagant user, 
but it is hoped that the ban on heating will bring him | 
to heel. Al this is expected to save between 2 and 21/3 
million tons of coal, or about 3 working days’ production. 

“ If the British summer runs true to type,” said 
Mr. Shinwell in announcing the plans, “the absence of 
artificial heating may well result in a good deal of incon- 
venience and even discomfort.” How severe will the 
discomfort be ? The English are a'‘hardy people, brought 
up to ignore the cold. Our houses are rarely built for 
warmth, as visitors to these islands know to their cost. 
Who was it said that the coldest thing he knew was an 
English bedroom ? Before the introduction of gas and 
electric fires it was de rigueur to leave off fires at the 
beginning of May and not resume them until the begin- 
ning of October, whatever the weather. Perhaps we have 
grown softer, and, though the records show that during 
the last eighty years or so temperatures have’ been , 
steadily rising over the whole earth,” the ease with which 
one can light the gas or switch on the electric heater 
tempts the weaker brethren to indulge in the little 
extra warmth which would not be worth the trouble of 
laying and lighting a coal fire. But on the whole the 
tradition holds, and our sitting-rooms and bedrooms 
remain largely unwarmed in summer, at any rate in 
So if the present prohi- 
bition applied only to such households the hardship 
would not be great. Mr. Shinwell has recognised,- 
however, that there will be hardship to the sick, the very - 
old, and the very young—those, in fact, who cannot 
keep warm by active movement—so those in special need. 
of warmth in the interests of health may have fires, on a 
doctor’s certificate. Once more—as with priority milk— 
the doctor must decide who are the deserving persons. 
And once more the doctor, pursuing a calling which takes 
up all his energy and time, will look askance at this 
addition to his heavy load of certificates. There are, points, 
too, on which he needs guidance. Presumably the certifi- 
cate is to go to the local fuel overseer. But since gas and 
electricity—unlike milk—are not rationed and the 
Government expressly states that there is to be no 
“ snooping,” what good will the certificate do? If it is 
merely to quieten the patient’s conscience would it not 
be sufficient for the doctor to advise the patient to have 
a fire? This would save paper and time. Ifa certificate 
1. Control of Fuel (Restriction of Heating) gis oo 1947. S. R. and O. 
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is really essential, let there be a printed form on which 
the doctor need write only the patient’s name and his 
own signature. 

In point of fact, the demand for fuel certificates began 
in February when restrictions were first imposed, and. 
no doubt most of the categories named obtained their 
certificates then; it is not clear whether these will 
continue to be valid through the summer in cases where 
the conditions are unchanged. Other deserving people 
who have not been attending the doctor may swell the 
ranks—cases of latent or quiescent tuberculosis, of 
rheumatism, of chronically infected throats or sinuses, 
and so on. These may all need fires in wet inclement 
weather. The mother with a baby to look after is another 
obviously deserving case, and Mr. Shinwell would accept 
a medical certificate for her. Subjective feelings about 
temperature vary widely ; they are affected by calorie 
intake, efficiency of the circulation, balance of the 


hormones, past residence in the tropics, amount of_ 


clothes worn, and many other factors. All these things 
must be taken into consideration if the certificate is to 
mean anything, and few doctors these days have time 
to delve thoroughly into such problems. 

The difficulties could no doubt be solved by common 
sense and reasonable administration, but the Govern- 
ment should recognise that there is a limit to the loads 
which the doctor can carry. In this case it should surely 
be the fuel overseer, not the doctor, who carries the 
main burden of certification. 


BRITISH TYPHUS RESEARCH 

DvurineG the war free circulation of reports by British 
and American typhus workers was prohibited by a 
security ban; and since the war ended, though there 
have been many articles by those engaged with the 
United States Typhus Commission, there has been little 
word of British investigations. 
by the Medical Research Council! discloses how useful 
and comprehensive these investigations were. 

The report is principally concerned with chemothera- 
peutic trials. It will be recalled that in an investigation ? 
of numerous sulphonamide preparations it was found 
that there were two which benefited mice infected by 
the nasal route with murine or epidemic typhus rick- 
settsiz ; these compounds, both of which were more 
effective against murine than epidemic strains, were 
V147 (p-sulphonamidobenzamidine hydrochloride) and 
V186 (p-sulphonamidobenzamidoxime | hydrochloride). 
Laboratory results were so promising that it was 
decided that they should be fully tested in human 
epidemic typhus. Research teams were recruited from 
Army medical officers and the Medical Research Council’s 
scientific staff. One group went to North Africa and later 
to Italy. Early in the work it seemed doubtful whether 


either drug could favourably influence the course of the | 


disease in man; and further trials confirmed the ineffec- 
tiveness of both in exanthematic typhus. : Their low 
therapeutic index prevented a free increase in dosage ; 
even so V186 might have proved more successful if it 
could have been exhibited before the third day of the 
disease when the renal tubules, already affected by the 
toxic products of the illness, cannot easily tolerate the 
One of 
the greatest difficulties in evaluating the action of any 
new drug in typhus is that patients rarely come under 
medical care before the third or fourth day. This 
difficulty was experienced also by the United States 
Commission, even in Naples whére it had an elaborate 
case-finding organisation. 


1, Chemotherapeutic and Other Studies of Typhus. By van den 


Ende, M., Stuart-Harris, C. H., Fulton, F., 
with Andrewes, C. H., "Beg Eg, A. M., 
M least Hawley, W. L., Mills, K. C., Hamilton, F., 
and 2 Domes C. Spec. Rep. Ser. med. Res. Coun., Lond. 
5. Me Stationery “Office, 1946. Pp. 246. 12s. 6d. 
2. Aidrewe.. C. H., King, H., van den Ende. M., Walker, J. 
Lancet, 1944,1, 777. 


and Niven, J. S. F., 


A report lately issued - 


Elford, W. J., White, ` 


Though the field workers collected a wealth of useful- 
clinical and laboratory data no startling new facts were 
brought to light by either the British or American 
teams; and clinically the description by Murchison ® 
is still unsurpassed. In this country, following a sug- 
gestion by Rudd and Burnet,‘ typhus infection 
was estimated quantitatively in mice by intranasal 
inoculation with dilute rickettsial suspensions, the 
result being read by a count of focal lesions in the lung. 
It may seem remarkable that a pulmonary titration test 
should yield consistent results; but in experienced 
hands it has proved very satisfactory. 


FURANS IN DERMATOLOGY 


THE search for antibacterial compounds which will 
be as effective against gram-negative organisms as 
penicillin is against gram-positive still goes on, though 
the acridine dyes, phenoxetol, urea derivatives, para- 
chlorophenol, streptothricin, and streptomycin have 
partially met the need. Some of these are highly toxic 
on systemic administration, but can safely be used for 
local application. Among the compounds which Meleney 
et al.5 thought worthy of trial as a supplement to penicillin 
in the treatment of wound infections was 5-nitro-2- 
furaldehyde semicarbazone (‘ Furacin’), one of a series 
of chemicals called “ furans,” derived from oat bran. 
Furfural, the fundamental member of the series, is 
obtained by the dehydration of pentoses present in the 
bran, and the furans are based on a five-membered 
heterocyclic ring numbered as in the figure. Dodd and 


Stillman ë showed that, in vitro, furan derivatives having 
a nitro-group in the 5 position exert a bacteriostatic, 
or in high concentrations a ‘bactericidal, action on 
numerous gram-positive and gram-negative bacteria, 
and they found that furacin, among others, was innocuous 
when applied locally and did not retard the healing of 
experimental wounds. — 

Furacin is a lemon-yellow crystalline compound of 
low toxicity to animals and man, sparingly soluble in 
water (1: 4200), and much more soluble in glycol 
compounds’ such as ‘ Carbowax 1500.’ It is thermo- 
stable at an autoclave temperature of 120°C, and is — 
effective against bacteria in the presence of blood and 
serum. For infected war wounds Snyder et al.” success- 
fully used a dressing of 1: 1500 furacin in a vehicle 
containing carbowax 1500 and propylene glycol. Downing 
et al.8 found with patch-tests that in 5:5% of normal 
people this dressing caused local erythema within 48 
hours; the base alone produced a similar reaction in 
3%. They observed only one reaction in 147 cases of 
various skin conditions treated with the dressing ; but 
in another series there were 6 severe reactions among 
65 cases. The dressing has given satisfactory results in 
the acute infective dermatoses and has occasionally 
relieved sycosis vulgaris ; but its effectiveness is greatest 
in the treatment of traumatic, postoperative, and decubi- 
tus ulcers, particularly where healing is delayed by 
secondary infection. Before furacin dressings can come 
into general use, however, the hazard of sensitisation 
must somehow be reduced. 
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Special Articles 
RHEUMATIC FEVER 


- A Review from 
THE ROYAL COLLEGE OF PHYSICIANS * 


THE term rheumatic fever has certain advantages over 
the term acute rheumatism in that while there is always 
fever in the sense of inflammation, notably carditis, 
the illness itself is by no means always acute. It is often 
a rheumatic state lasting for months, even years, and: 
characterised by cycles of activity or relapses. In this 
_ respect an analogy has been claimed to tuberculosis. 
It is carditis alone that makes rheumatic fever the 
serious disease it is. The use of the word “‘ subacute ” 
may mislead in this important respect. Further, it seems 
inadvisable to employ the term rheumatism because of 
its popular association with the chronic rheumatism of 
` adults, which is insignificant as a source of heart disease. 
Heart fever would be an excellent synonym of rheumatic 
fever, for carditis is now regarded as its almost invariable 
component, with polyarthritis as a EER but by no 
. means essential manifestation. 


The Importance of Rheumatic Fever 
THE COMMUNITY 


Notification of acute rheumatism (rheumatic fever) 
has not hitherto been used in this country on a scale 
sufficiently large to give useful figures regarding incidence. 
It is known, however, that in 1938 about 2-6% of the 
. School population of London either were suffering from 
or had suffered from acute rheumatism, including 
chorea. The available evidence suggests that in Great 
Britain at the present time there are 300,000 persons 
whose lives are affected already or will be affected by 
rheumatic fever. It is certainly the dominating cause 
of heart disease under the age of 40. 


THE INDIVIDUAL . 


The disease is of long duration and usually begins 
between the ages of 5 and 15 years. Environmental or 
other factors which have not yet been identified may 
favour the occurrence of rheumatic fever, especially 
perhaps in those having an inherited susceptibility. 

The onset is sometimes insidious, but then there 


usually develops a characteristic involvement of the - 


heart. The course of the disease during childhood is 
typically one of recovery from the initial attack followed 
by. recurrences. The ultimate prognosis is determined 
by the extent of the cardiac damage and is largely related 
to the number and severity of the recurrences, which, 
however, tend to diminish in frequency after puberty. 
It is not unusual to find signs of heart disease of rheumatic 
origin in children and adults with no history of an illness 
recognisable as rheumatic fever. 


The Nature of Rheumatic Fever 
PATHOLOGY 


Rheumatic. fever is a disease affecting connective 
and other tissues of mesenchymal origin. The changes 
produced are of two kinds: first a degeneration of 
connective tissue best seen: in the heart valves, and 
secondly a focal inflammatory reaction in the peri- 
eardium, myocardium, and elsewhere. This inflammatory 
reaction is specific in the arrangement and nature of the 
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cells and is the basis of thé Aschoff nodule. In the heart - 


valves the rheumatic process leads to deformity and 
rigidity. 
Rheumatic fever affects the body as a whole and not 


: only the heart, although it is the heart damage and the 


lesions secondary to heart-failure which are most evident 
at a postmortem examination. 


ETIOLOGY ; 


Infection of the upper respiratory tract with hstiobtic 
streptococci of, the Lancefield group A . sometimes 
precedes the initial attack of rheumatic fever and even 
more often the recurrences. This infection may be so 
slight as to escape notice unless bacteriological methods 
are used to detect it, but it usually takes such. forms as 
a moderate to severe nasopharyngitis, tonsillitis, quinsy, 
otitis media, or scarlet fever. All streptococcal infections 
are communicable, and this may account for what appear 
‘to have been epidemic outbreaks of rheumatic fever 
observed from time to time in boarding-schools, hospitals, 
camps, and other places. with overcrowded living condi- 
tions. The higher incidence of rheumatic fever among 
the children of poorer and densely populated districts is 
possibly the result of a greater prevalence among them 
of streptococcal infection, promoted by overcrowding 
and bad housing conditions and perhaps by faulty 
nutrition. 

The latent period between an antecedent streptococcal 
infection and the rheumatic fever illness is commonly 
two to three weeks, but may be as short as one week or 
as long as four. The nature of the process in the body 
which links streptococcal infection with rheumatic fever 
is unknown. 


The Onset of Rheumatic Fever 


A first attack of rheumatic fever appears most often 
in children between the ages of 5 and 10 years, becoming 
less frequent up to the age of 15, after which the incidence 
After puberty and in young adults, initial 
attacks are less often seen. At these later ages, however, 
recurrences may occur in those who have had the 
rheumatic infection in childhood. No aes type of 
child is peers prone to it. 


MODES OF ONSET 


(a) With failing health, an insidious onset over days or 
weeks, often beginning with a sore throat. The child 
may complain of tiredness or seem more readily fatigued. 
than previously. He may look pale and may lose weight. 
The parents may not consider him ill enough to go to 
bed ; but pains localised to the joints, evoked by move- 
ment in the daytime and perhaps causing a limp, may 
be early arthritic manifestations. of the rheumatic infec- 
tion, and children showing them should be carefully 
examined. The so-called “‘ growing pains,” with muscular 
aches and pains between the joints, are not prodromata 
of rheumatic fever. | 

(b) With multiple arthritis (pol yarthritis) —This mode 


- of onset with a typical “‘ attack.”’ of rheumatic fever is 


the one most easily recognised. There may be all grades 
of this, including high fever, subcutaneous rheumatic 


nodules, carditis ‘and pericarditis, and even heart-failure. .. 


(c) With carditis—When first seen and sometimes 
without arthritis or any history of it, tachycardia and 
cardiac murmurs will be found. The failing health and 
pyrexia, often with rheumatic nodules and perhaps, later, 
arthritis, will support the diagnosis. 

(d) With chorea.—This seldom occurs-at the same time 


as joint manifestations, and the temperature may be à 
normal, but it isan accepted indication that the rheu- - 


matic state is present. In some children it alternates with 2; 


frank attacks of rheumatic fever. During chorea the 
heart becomes involved less frequently en during 
rheumatic polyarthritis. l 
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Clinical Features 
As carditis should be considered the essential lesion, 
it will be understood that any of the other manifestations 
may occur singly or in combination, and in any order. 
This applies especially to polyarthritis and to chorea if 
they occur. 

In a fully developed attack, the child is feverish with 

a temperature of 102°F, lying in bed afraid to move on 
account of pain and tenderness in the larger joints— 
knees, ankles, wrists, and elbows. Characteristically 
the inflammation moves from joint to joint. There is 
redness and swelling of varying degree, but always with 
tenderness and acute pain on movement. The skin is 
moist, and sometimes there is profuse sweating. The 
pulse is rapid, over 100, and regular. Systolic murmurs 
are heard over the heart, with sometimes a pericardial 
rub. 
GENERAL SIGNS OF RHEUMATIC FEVER 

(a) Pyrexia.—The height of the temperature bears a 
fair relation to the general signs. With few signs of 
general activity, carditis alone may not raise the tem- 
perature above 99-100°F,, producing a low but jagged 
temperature chart. Recurrent rises of temperature 
usually coincide with an increase in rheumatic manifesta- 
tions either in the joints or the heart or in both. A 
persistently normal temperature tends to show that the 
disease is inactive, but the liability to exacerbations 
and relapses is notorious, and sometimes a raised 
erythrocyte-sedimentation rate (E.S.R.) will indicate 
activity when the temperature is unaffected. 

(b) Arthritis.—The joint and the periarticular tissues 
are tender and hot, usually swollen, and sometimes 
reddened. There is a polyarthritis involving the larger 
joints: the knees, ankles, and wrists are almost equally 
liable, one joint being affected after another. Sometimes 
the elbows, shoulders, and even the hips are attacked, 
but the smaller joints usually escape. On rare occasions 
the condition is limited to one joint typically inflamed. 

(c) Rheumatic nodules.—If sought for, these are found 
in a fair proportion of cases, usually after the initial 
attack, and constitute perhaps the most certain sign of 
all. They are small rounded prominences, under the skin, 
smaller than a pea, better seen than felt, especially on 
the knees, elbows, or knuckles when these are flexed. 
Other sites are the tendons of the dorsum of the foot, 
and of the back of the hand, on the scapulæ, also on the 
spine and over the occiput. They may appear either 
ia crops or singly, and they are not tender to the touch. 
Whenever nodules are present, active carditis should be 
inferred. | . 

(d) Loss of weight.—This is common during an acute 
phase, and at other times there may be a failure to gain 
weight. There are-few signs more reassuring than 
a steady gain in weight. _ 

(e) Weakness.—A rheumatic child is easily fatigued, 
and with a long-continued attack this may become a 
pronounced feature. 

Signs on blood-exramination.—Most children with 
rheumatic fever look pale and are anamic ; blood-counts 
show a moderate reduction in the red cells to about 
4 million per c.mm. The hemoglobin may fall to 60% 
or less. The leucocyte count varies between 10,000 and 
15,000 or more, compared with the average normal of 
7000 to 10,000 in children of this age. An increased 
erythrocyte-sedimentation rate is found during active 
rheumatic disease. It has to be remembered, however, 
that this is not at all specific to rheumatic fever and 
occurs in other conditions. A single estimation is of less 
value than repeated estimations, which may help in 
deciding if the activity has subsided. 


INFLAMMATION OF THE HEART (CARDITIS) 


Some authorities believe that the heart is invariably 
affected when there is an attack of rheumatic fever, but 


RHEUMATIC FEVER 


os 


[may 3, 1947 607 
it seems likely that the heart may escape if the attack 
is mild and if early rest in bed is ensured. However that 
may be, rest in bed is the best method at our disposal 
for limiting cardiac mischief. This may be classified as 
valvulitis (or endocarditis), myocarditis, and pericarditis, 
but these usually occur together. 

(a) Tachycardia.—This is a valuable sign of cardiac 
involvement and may be the chief one. It is almost 
inseparable from carditis. The rate is persistently high, 
over 100, and may reach 150 a minute. The pulse is 
correspondingly small, but seldom irregular. Admittedly 
a nervous factor may operate, but persistent tachycardia 
in a child accustomed to medical examination and at 
rest should be given full weight. In addition to the 
tachycardia, there will be some degree (often slight) of 
pyrexia, some general signs, recent arthritis, or perhaps 
nodules to confirm the rheumatic etiology. Sometimes 
persistence of a high rate during sleep will help to exclude 
nervous factors. | 

(b) Jiurmurs.—A systolic murmur, loudest at the 
apex, is seldom absent when the heart is affected. It is 
not diagnostic, for pyrexia and anemia in children can 
readily produce a cardiac murmur at apex or base. 
Many now believe that in rheumatic fever a mitral 
diastolic murmur may be produced by cardiac dilatation 
alone, without mitral stenosis ; in any case it is indicative 
of rheumatic disease, present or past. The normal 
third heart sound often heard in healthy children should 
be distinguished from this diastolic murmur. 

The period of active carditis is not a proper time to 
diagnose particular valvular lesions. But if there is a 
presystolic murmur at the apex, or an aortic diastolic 
on the left of the sternum at repeated examinations, it 
may be assumed that mitral stenosis or aortic incom- 
petence has already resulted. 

An apical systolic murmur by itself, without a history 
or accompanying signs, is insufficient evidence of 
rheumatic fever, although it will call for a complete 
clinical examination. 

(c) Pericarditis —During any accession of rheumati¢ 
activity there may be heard a brushing, superficial fric- 
tion, to and fro, indicative of pericarditis. This is 
incontrovertible evidence of serious cardiac involvement 
and the. general signs of activity will always be in 
evidence. The rub is often so slight and transient as to 
pass unheard. Pericardial effusion is common, but 
rarely large enough to require paracentesis. Signs of 
cardiac failure may quickly follow: abdominal pain and 
enlargement of the liver, dyspnoea, perhaps vomiting. 

(d) Cardiac enlargement.—This is not easy to assess 
during an acute illness and with a rapid heart. The 
apex-beat is an uncertain guide, and the presence of a 
systolic murmur is no proof of enlargement. But in fatal 
cases, dilatation of the heart is found; and X-ray. 
studies show that enlargement commonly occurs during 
prolonged carditis. Should enlargement develop and 
regress rapidly, as shown by X ray, this is probably due 
to a pericardial effusion and its disappearance. 

(e) Electrocardiographic signs.—The commonest sign 
is prolongation of the P-R interval beyond the normal, 
evidence of involvement of the conducting system 
between auricle and ventricle—i.e., a slight grade of heart- 
block ; occasionally this proceeds to the. degree of 
“ dropped beats.” Changes in the form or duration of 
the gprs or in the T waves of the ventricular complex 
may also be produced by rheumatic disease of the heart 
muscle. All these are evidence of myocardial involve- 
ment (i.e. myocarditis), and successive electrocardio- 
grams may show that they disappear as the activity of 
the disease subsides. Auricular fibrillation is uncommon 
in children. 

During convalescence, when the pulse-rate has become 
normal, ‘sinus or respiratory arrhythmia often produces | 
an irregularity, which should be ignored. : 
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ASSOCIATED FEATURES 


(a) Tonsillitig.—A sore throat or an obvious tonsillitis 
sometimes accompanies the initial attack of rheumatic 
fever, but it often precedes by several days a relapse or 
recurrence of activity. Tonsillitis alone, without any 
other evidence of rheumatic fever, should not be regarded 
in itself as significant. 

(b) Skin rashes.—Without being specific, certain forms 
of skin eruption are seen in the course of the rheumatic 
attack. Erythema multiforme and especially erythema 
annulare are relatively common. Erythema nodosum is 
no longer held to be a specific sign of rheumatic disease. 


CHOREA 


Chorea, or St. Vitus’s dance, is a well-known manifes- 
tation of the rheumatic state—a cerebral form in children 
over the age of five. It may not be so frequently accom- 
panied by carditis, certainly not by arthritis, but the 
same child is very liable to attacks of rheumatic fever 
and carditis. Girls are more often afflicted than boys. 
The onset is insidious, with restlessness and fidgety 
movements of the limbs and face, movements purposeless 
and haphazard. Chorea may be mistaken by the parents 
for naughtiness or carelessness when faces are made 


and things are dropped. An early manifestation may be ` 


a change in the handwriting. The child becomes emotional 
and too easily provoked to tears or laughter, or may be 
prone to sighing, otherwise unusual in children. In a 
mild case the movements may become readily evident 
if the child is asked to undress. In worse cases speech 
and swallowing are affected and gross movements of the 
trunk make it necessary to protect the child in bed. In 
the absence of carditis, the temperature, the pulse-rate, 
and the sedimentation-rate are usually normal. As in 
all rheumatic manifestations, recurrences of chorea are 
common. 

In contrast with chorea, a habit spasm or tic consists 
of one or perhaps two movements which are constantly 
repeated. 


HEART-FAILURE WITH RHEUMATIC CARDITIS 


In severe cases, especially those with pericarditis, 
signs of heart-failure appear, notably extreme tachycardia, 
dyspnea, venous distension, and enlargement of the 
liver. Œdema may appear in the dependent parts, though 
it is seldom as obvious as in the heart-failure of adults. 

yomung and abdominal pain are grave developments. 
| 4 


Differential Diagnosis 


(a) Congenital heart disease.—The históry may be 
misleading, and a child with a congenital lesion who gets 
tonsillitis or some other infection may be ‚wrongly 
diagnosed as having rheumatic carditis when the cardiac 
. murmur is noticed. Rheumatic fever below the age of 
3 years is rare. Distinctive rheumatic signs like nodules 
will be absent. The murmur is more often basal than 
apical. The electrocardiograph and the X ray will often 
prove valuable in making the distinction. Still more 
difficulty may arise from bacterial endocarditis in a 
congenital heart lesion and blood-cultures may settle 
the diagnosis. Bacterial endocarditis is otherwise rare 
in childhood. 

(b) Osteomyelitis at or near the knee is an occasional 
and very serious difficulty. Persistence at one joint should 
arouse suspicion, apart from the severity of the general 
manifestations. General infections are sometimes accom- 
panied by transient swelling of one or more joints. 

(c) Tuberculosis also affects a single joint and remains 
there with its distinctive features. 

:(d) Rheumatoid arthritis in children occasionally begins 
acutely and closely simulates rheumatic fever, the correct 
diagnosis becoming clear after a week or two. 

' (e): Acute poliomyelitis in its early stages may produce 
considerable pain in the limbs, but seldom selecting joints. 


Infantile scurvy and syphilitic. epiphysitis should not 
be confounded with rheumatic fever as poth belong to 
a much younger age-gróup.. 

Course and Prognosis | 

Pains and swellings in the joints will usually disappear 
in a week or so with adequate salicylate treatment, but 
the carditis often continues for weeks or months; 
relapses, slight or severe, are notoriously frequent. 

The younger the patient, the more certainly will the 
heart be involved and the longer the period during which — 
there will be liability to recurrence or possibly to chorea. 
The chances of relapse during the year following an attack 
are three times as great as in subsequent years. 

With severe signs of general activity the degree of 
carditis is often severe, although carditis does occur, and 
frequently, when arthritis has been slight or absent.. 
First attacks after puberty are far less certain to affect 
the heart. 

Persistent pyrexia, extreme tachycardia, increasing 
anemia, vomiting, enlargement of the liver are signs 
of gravity in any combination, indicating progressive 
rheumatic carditis and often heart-failure. 


Treatment 
REST IN BED n 


Rest in bed is accepted as the essential basis of treat- 
ment. The restriction of movement should depend on 
the severity and the progress of the disease, but with 
severe carditis rest should be absolute and the patient 
should be fed. The head should be raised by pillows to 
obtain the position of greatest comfort. Sometimes 
a child is more comfortable supported in a semirecumbent 
position; this is especially applicable when there is 
pericarditis or cardiac failure. 

Once the diagnosis has been made the patient should 
be put to bed and sodium salicylate should be given. 
Nursing between blankets need not be continued after 
the first few days; the clothing should be such as will 
make changing, and clinical examination, easy, with the 
least possible disturbance of the patient. 


DIET 


The diet at first should be mainly milk, though in 
those patients who can take it custards and bread and 
butter, &c., should be added from the start. Extra milk 
should be given throughout and should be continued 
when the patient has recovered. But because there is 
already a tendency to anæmia it is not suitable as the 
main constituent of the diet, and as soon as possible the 
patient should receive a good mixed diet with no restric- 
tions except those found advisable by experience with an 
individual patient. 

SALICYLATES | 


Salicylates are specific as regards the pain in the joints, 
and this has led to the hope that they also help in com- 
bating the active process in the heart. A child of 10 
might receive not less than 15 grains of sodium salicylate 
four-hourly (90 grains daily), omitting one dose at night 
unless the child is awake. As a general rule, each dose 
should be 12/; grains for every year of a child’s age. Some 
initiate treatment by giving the dose two -hourly for the 
first few doses. An equal amount of sodium bicarbonate 
should be given with each dose, and adequate flavouring, 
which can be varied. Plenty of fluids should be given, 
and glucose may be added with advantage. Aural 
symptoms or vomiting will sometimes call for inter- 
mission of the treatment for a day or two and resumption 
in smaller doses. Drowsiness and air-hunger are rare 
toxic effects. 

The joint pains will probably be relieved quickly ; 
in fact if they are not greatly improved in 48 hours the 
diagnosis should be reviewed. The temperature will 
probably fall, though a low pyrexia may continue, some- 
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times for a long time, owing to active carditis. Full doses 
should be continued for not less than a fortnight. Half 
this amount should be continued until all signs of activity 
have disappeared. Full doses should be resumed at once 
if there is any sign of. a relapse. 

The affected joints should be protected by being 
wrapped in cotton-wool and lightly bandaged. Applica- 
tions of methyl salicylate may be useful. A bed cradle 
to take the pressure of the bed-clothes off the feet and 
legs promotes comfort and prevents foot-drop. If pain 
is severe, preventing sleep, and salicylates have not 
yet been effective, an opiate should be given. 


DURATION OF REST IN BED 


Where possible, a note should be made of any murmur 
present at the onset, for it may have been present before 
the illness. Every patient with carditis should remain 
in bed for four weeks after the disappearance of the last 
sign of activity. This will mean a period of at least three 
months in bed from the onset of the disease in the average 
case. In those with severe and recurrent carditis, longer 
periods, even up to three months after the disappearance 
of the last sign of activity, may be necessary in the 
attempt to limit the permanent effects. 

It is often difficult to be satisfied that activity has 
stopped. The best criteria of the disappearance of active 
disease are a return to normal of the temperature, pulse- 
rate, hæmoglobin percentage, leucocyte count, and 
blood-sedimentation rate, with an increase in body- 
weight. The persistence of a systolic murmur is of little 
value in this respect. 

Sometimes tachycardia follows this and other diseases 
without indicating that carditis is present or continuing. 
Less often a slight persistent rise of temperature, or of 
the sedimentation-rate, fails in its usual significance 
and may have to be ignored if rest in bed is not to become 
too protracted. In such a child the resumption of activity 
must be watched with unusual care; and, if it causes a 
significant increase in the tachycardia, the decision must 
be reversed and rest must be resumed. 


RETURN TO ACTIVITY 


Provided adequate rest in bed has been maintained 
after the active disease has stopped, the return to activity 
should be gradual but not slow, and in a few weeks the 
child should be up for a short day and walking about. 
Too often, unnecessary limitations are imposed at this 
stage because no really firm decision has been taken as 
to whether the activity of the disease has completely 
stopped. During convalescence a close watch should be 
kept for any indication of reactivation of the rheumatic 
disease. 

The importance of open-air activity during suitable 
summer weather in building up the patient’s ‘resistance 
against the risk of further attacks in the autumn or winter 
may sometimes justify some shortening of the later stages 
of convalescence. 

AFTER-TREATMENT 


This consists of attempts to prevent further attacks 
and to prescribe the right degree of activity for the 
patient. When the heart is not damaged there is no need 
for this activity to be restricted, and even when it is, 
the child should be encouraged to be as active as the 

condition of the heart allows, because this will improve 
general health and so help to prevent recurrences. 

It is most important that the child should have 


adequate rest in bed each night and should not be over- ` 


tired. Special care should be taken of any infection, 
especially of a sore throat, and the child should be under 
medical observation for three weeks after such an attack. 
Salicylate is indicated during this period. The parents 
should be encouraged to use a thermometer whenever 
a, rheumatic child complains of being fired or seems out 
of sorts, and-to seek medical advice if in doubt. 
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Special care should be taken to avoid damp clothes and 
socks and they should be changed if wet. Great care 
should be taken that the footwear is always in good 
condition. As long as the patient continues to look pale 
(with or without anæmia) and fails to gain weight, a 
careful watch should be kept for relapses. 

Any source of chronic sepsis should be dealt with at 
once. There is no prophylactic value, and some risk, in 
the routine removal of tonsils. Chronically inflamed 
tonsils, however (and they are not uncommon), ‘should 
be removed. The indications for tonsillectomy are the 
same for rheumatic children as for others. Dental sepsis 
should receive attention, perhaps even more to avoid 
the risk of bacterial endocarditis than of rheumatic 
relapses. For tonsillectomy or for dental extractions, 
protection should be provided by the use of penicillin 
or sulphonamides. 


ACTIVITY AFTER THE “ATTACK 


If the heart is only slightly affected, the degree: of 
activity allowed should only be limited in attempting to 
prevent further attacks rather than because of the heart. 
It is as good for a child with early rheumatic heart 
disease, whether he has mitral stenosis or aortic incom- 
petence, to exert himself up to the point where he gets 
breathless, as it is for someone with a normal heart. 
More strenuous competitive games, long-distance cycling, 
running in sports, and swimming in races are inadvisable 
for most of those with heart disease, but football and 
other games are not to be ruled out automatically. 
Nothing is so likely to restore a rheumatic child’s morale 
as a return to reasonable exertion. 

Where the heart is more damaged, stricter limitation 
will be needed, but the same principle of allowing the 
patient to do as much as he can without undue dyspnea 
or fatigue should be observed. The heart may not be 
greatly damaged by a single attack, but it generally is 
by repeated attacks and may be by mild or latent attacks 
where the carditis has not been detected or treated by 
adequate rest. Rheumatic heart-failure in the young © 
(before the age of 17) is nearly always, and in young 
adults and even older patients often, due to a return of 
active carditis and not to an inevitable failure of a 
damaged heart. 


Public-health Aspects 


As a public-health problem rheumatic fever demands 
concentrated and comprehensive measures of attack. 
Absence of full knowledge of the causation of this 
disease need not restrict preventive action on general 
lines, since sufficient is known of its xtiology to suggest . 
an infective element associated with adverse social 
conditions. Better housing, better standards of nutrition, 
and health education are among the first essentials. A 
low standard of living wherever it occurs, in town or 
village, is known to increase the death-rate from rheu- 
matic heart disease ; of the factors operating within the 
general framework of poverty, it has been said that over- 
crowding is probably the most potent. 

By coodrdinated action of medical practitioners with 
local health and education authorities much can be 
done to prevent rheumatic fever as a social disease, and 
to ensure for every child a full and healthy life. The 
new National Health Service will encourage the develop- 
ment of supervisory centres and hospital schools; in 
time this will lead to earlier recognition and treatment 
of cases of rheumatic fever. In the few areas where a 
comprehensive service.for early diagnosis and treatment 
has already been established, the results have been 
encouraging. The Education Act, 1944, recognises the 
need for services of this sort throughout the country by 
the inclusion of rheumatic children in the classification 
of handicapped pupils requiring special educational 
provision, and by imposing a duty on local education 
authorities to provide for their early ascertainment, 
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treatment, and aftercare through their school health 
service, — 

Rheumatic supervisory centres may be situated: either 
at the outpatient departments of hospitals or at municipal 
health centres. Experience shows that they should be 
‘consultative rather than treatment centres. With 
specialists in attendance, provision can be made at these 
centres for the examination of suspected cases, re-exami- 
nations, reference for treatment to hospital schools or 
special heart homes, for follow-up and. aftercare by 
almoners and health visitors, and for the important 
function of health education. 

Hospital schools for children with heart disease should 
provide for all grades of clinical severity from the acute 
case in need of hospital bed accommodation to the 
convalescent leading a life approaching normal though 
still requiring expert supervision. In such places lessons 
and physical education can be given by certificated 
teachers, the routine being adjusted to meet the limita- 
tions of individual children. 

Special Schools —A child with severe residual cardiac 
damage may, by action of the local education authority, 
be admitted to a residential special school for handi- 
capped children until he or she reaches school-leaving 
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age, extended in this type of case to 16 years and in 
certain cases to 18 years. In-less severe cases it may be 
desirable to send the child to a day special school where 
transport is provided between home and school, but only 
temporarily, and the child’s condition should be regularly 
reviewed in order to secure an early return to an Gromnary: 
school. 

The extent to which n minor degrees of henman carditis- 
may exercise a long-term effect upon a child’s physical 
and psychological well-being and efficiency is not fully 
appreciated. The special management of a rheumatic | 
child in an ordinary school is another measure which 
can form a useful step in the process ‘of rehabilitation. 


Employment.—For many rheumatic children vocational 
training is of the utmost: importance, and, with the 
higher school-leaving age of all handicapped children, 
this can be provided in the last two years at school. On 
completion of the school-leaver’s medical record card, 
and before transferring it to the juvenile employment 
officer with a view to placing the child in an occupation 


suitable to his or her physical capacity, the school medical 


officer should, in suitable cases, explain to parents the 
advantage to be gained by registration under the Disabled: 
Persons (Employment) Act, 1944. E 


- Medicine and the Law 


Covenants in Restraint of ‘Competitive Practice 


PARTNERSHIP or other agreements containing covenants 
restrictive of competitive practice may need different 
drafting in the light of a.recent decision of the Court of 
Appeal. | 
Dr. D: J.L. Routh and Dr. T. D. G. Wilson, practising 
at an address in Okehampton, engaged Dr. C. G. Jones 
to assist them under an agreement which contained the 
following covenant. Dr. Jones undertook that, within 
a radius of 10 miles from that address, and within a 
period of five years from the end of the engagement, he 
would not practise, or assist any other person to practise, 
any form of medicine, surgery, or midwifery, nor would 
he accept any professional appointment within those 
limits. The plaintiffs claimed that the agreement, 


came to an end in February, 1946, that the restrictive — 


clause then came into effect, and that an injunction should 
be granted to restrain Dr. Jones from practising within 
the 10-mile radius in contravention of the covenant. 
These covenants ‘in restraint of trade” are legally 
enforceable only if they are reasonable and not too 
vague. The classic statement of the law was uttered by 


Lord Macnaghten in Nordenfelt v. Maxim Nordenfelt 


Co. in 1894. 


_“ The public have an interest in everyone’s carrying on 
his trade freely : so has the individual. All interference 
with individual liberty of action in trading, and all restraints 

of trade, of themselves, if there is nothing more, are con- 

trary to public policy and therefore void. That is the 
general rule, but there are exceptions. ... It is. a sufficient 
justification if the restriction is reasonable—reasonable, 
that is, in reference to the interests of the parties concerned, 
and reasonable in reference to the interests of the public, 
so framed and so guarded as to afford adequate protection 
to the party in whose favour it is imposed, while at the 
same time it is in no way injurious to the public.” 

When the Okehampton case came before the Chancery 
Division last December, Dr. Jones pleaded. that the 
agreement was too wide and that, in the circumstances, 
it was unreasonable. . He tendered evidence of the short- 
age of medical practitioners in the Okehampton area, 
and he said he was willing to give an undertaking for a 
period of eighteen months from March, 1946, not to 
accept as patients any patients whose names were on the 


plaintiffs’ books at the termination of the engagement. 
Mr. Justice (now Lord Justice), Evershed dismissed the, 


practitioners. 


‚would he be damaging the appellants’ practice. 


claim with costs. The onus was on the plaintiffs, he 
said, to establish that the covenant was reasonably 
required for their protection. He considered one part. 
of the covenant to be too wide and therefore unenforce- 
able. The plaintiffs appealed, but without success. The 
Court of Appeal has held that the restrictive covenant. 
went much further than was reasonably necessary to > 
protect the appellant doctors’ practice as general medical’ 
The covenant would prevent Dr. Jones. 
from setting up as a consultant or from taking an appoint- 
ment as medical officer of health. In'neither capacity 
The 
result was that the whole covenant was bad, and the 
appeal must be dismissed with costs. Leave to take 
the case further to the House of Lords was refused. 

Some of the older cases on restriction of competitive 
practice (like Davis v. Mason, for instance, where a 
fourteen-year restriction within a 10-mile radius was held 
good) are probably of little importance in modern condi-. 
tions. Generally the law draws a distinction between a 
trade like a mail-order business, where most of the work 
is done by post or possibly by telephone, and an occupa- 
tion like medical practice which requires personal. 
attendance. In the former case wide areas of restriction 
are allowed by law; in the latter they are deemed less. 
reasonable. The most helpful decision in recent years 
was that of Eastes v. Russ in 1914. 

Dr. Eastes had initiated in Queen Anne Street in 1901 
the business of a pathological laboratory ; he examined and 
reported upon chemical, bacteriological, and other specimens.. 
His clients at first were mostly Harley Street consultants ; 


but, as his business grew, his services were required by general 


practitioners, who learnt to appreciate the value of this 
scientific development, and by medical officers. of health. 
In 1905, when he was employing several assistants, he engaged 
Dr. Russ as an assistant on terms that he would not engage 
in similar work within 10 miles of the laboratory. The agree- 
ment having been ended in 1912, Dr. Russ soon afterwards. 
set up in Beaumont Street, within half a mile of the Queen 
Anne Street laboratory. There was an element of life-long — 
exclusion under the covenant. The Court of Appeal held 
that the agreement was wider than necessary. Lord Cozens- 
Hardy and Lord Justice Phillimore (Lord Justice Swinfen- 
Eady dissenting and considering the geographical restriction 
to be no greater than was reasonable for protection of Dr. 

Eastes) took the same kind of view as the Court of Appel 
has now taken in the Okehampton case. 


It is clear that the advisers of medical practitioners 
must keep these restrictive covenants in future as narrow 
as they conveniently can. a l 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


NO amount of argument will persuade a candidate in 
& Viva-voce examination that he is not engaged in the 
mental equivalent of a prize-fight. Even the affable 
“ good afternoon ” and the genial smile of the examiner 
he imterprets as the perfunctory hand-shake when the 
gong sounds. He commiserates himself as at a grave 
disadvantage in a contest in which he must observe all 
the rules which his opponent may completely disregard. 
And since until he takes his place in the ring he is unaware 
of the identity and character of his prospective adversary 
he tries to glean this apparently essential information 
from colleagues who have taken part in earlier battles. - 
He learns that Dr. A is a vicious heavy-weight who 
aims at a knockout in the first minute. That B simulates 
simplicity to lure one into carelessness and inevitable 
defeat.. C, more of a sportsman, welcomes a rough and 
tumble and is prepared to decide it on points. And D 
goes into a clinch and commonly wins on a foul. But 
having learnt all this he has sadly little time to adjust 
his strategy accordingly. Dare he carry the fight to his 
opponent and chance .a knock-out in his reliance on 
chivalrous admiration ? Or should he adopt a purely 
defensive policy and risk the failure to secure any points ? 
t his prospective enemy’s form and probable 
methods are considered in advance was recently brought 
home to me when, in reply to a question, a candidate 
contemplated me with an expression compounded of 
doubt and understanding and remarked archly, ‘‘ Ah, 
Sir, I see I’m on dangerous ground. I know your views 
on that subject are heterodox: I saw your article in 
The Lancet two weeks ago.” I did not make the 
obvious crushing retort that it was his own opinion 
I wanted, whether or not it coincided with mine. I’m 
afraid I found the implied compliment irresistible, for 
my memory went back fully forty years to a picture in 
Punch. An embryo naval cadet undergoing his interview, 
asked for the names of three famous admirals, says: 
“ There’s Blake, Nelson, and—I’m afraid I didn’t catch 
your name, Sir.” 
: * * * ° 
Extricating myself with difficulty from the almost 
solid crowd in the market street, I made for a side turning 
whose entrance was blocked by a man selling not 
unfamiliar rubber balloons and another displaying a 
religious poster which prophesied, probably with some 
truth, an early doom for us all. In this slightly less 
congested outgrowth of the market proper I found him. 
Dressed in a grey pin-stripe suit, with both elbows 
resting on the end of a barrow, he was leaning forward 
holding a tablet in his fingers and, in an accent as 
distinguished as that of any doctor, was saying: -‘‘ The 
contents of this tablet I have told you, and the whole 
is covered by a layer of glucose as a protection against 
the climatic conditions.” As he spoke he placed the 
tablet in his mouth, declaring that there were few panel 
doctors prepared to swallow their own medicine. “ If,” 
he continued, ‘“‘ there are any among you who think that 
these tablets will cure consumption or cancer, you are 
mistaken and should not purchase them. 
they will turn a man of ninety into a man of forty you 
are also mistaken. But if, on the other hand, you desire 
something that will make a forty-year-old man who feels 


like ninety feel forty once again, then these are just. 


what you require.” - 
‘‘ There is a word of caution. If you take these tablets 
home to your wife and she has a little life within her, 


they should not be given, as they are a powerful aperient. ` 


Also they should not be given to children.” He paused 
and pointed to a small urchin whose face was barely 
able to pee over the side of the barrow. ‘‘ If one of 
these ta 
go home and realise he was a man—if you get my mean- 
ing, men! However, if you are suffering from nervous 
debility aggravated by the strains of war, rationing, and 
fire-watching, you owe it to your bodies to give them this 
little extra stimulant.” - g one, 

At this point, for no apparent reason, he picked up 
some obstetrical forceps and waved them in the air. 
‘“ I have in my pocket my Army pay book and I am 
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If you think. 


lets was given to this little boy here, he would. 


[may 3, 1947 61] 


prepared to show it to any of you if you would come and 
see me afterwards privately. I say ‘privately’ as I 
do not wish to show off in public what rank I held in the 
Royal Army Medical Corps.” (With very good reason, 
as he was a private during the period he worked with me.) 
“ If you bought these tablets under their proprietary 
name they would cost you thirty-two shillings a box. 
If you tried to get them from your panel doctor he would . 
not give them to you yet., If there’ was a doctor in the 
audience, he would bear out all I have told you about 
them....’’ At this point he caught my eye and recognition 
was immediate, but his patter did not falter and, after a 
few minutes, he looked my way again and remarked that 
he was suffering from an inferiority complex that 
morning. a i 
He proceeded then to drop a tablet into a specimen- 
glass containing what was alleged to be urine with a 
stringy sediment ‘‘ consisting of urates, uric acid, and 
other powerful causes of rheumatism,” which cleared 
immediately in no uncertain manner...And then the 
conversation veered almost imperceptibly towards the 
financial side, receded, only to return this time a little 
nearer. ‘‘ I am not here for your money. My car brought 
me here this morning and will take me home this after- 
noon. Why am I healthy ? For six years I suffered from 
duodenal ulcer, but now I:can eat and drink what I like. 
I drink a bottle of Scotch every day. Why? Because I 
take my regular dose of these health-giving tablets. 
I give these tablets away, in fact I have distributed over 
A in this market alone, a free fortnight’s supply 
or all.” a 
There was only one snag—six weeks’ supply was neces- 
sary for satisfactory treatment, and not everybody would 
be returning to see him again. To overcome this difficulty 
he would give them a prescription, a prescription written, 
as all good prescriptions are, in Latin which had cost his 
parents £3000 for him to learn. This could secure a 
month’s supply from any chemist at a cost of 3s. 9d. 
No quack doctor could give it, and such a prescription, 
together with the free tablets for a fortnight, could be 
obtained from him for two shillings. | 
After he had handed over to an’ insignificant 
bespectacled gentleman (alleged to have held an important 
war-time appointment with a leading firm of industrial 
chemists), who proceeded to toy with a battered skull 
containing cotton-wool and a microphone attached. to 
an electric battery, he came over to mg. Almost anxiously 
he asked me to agree that he used no unfair methods in 
selling his tablets, which were quite harmless and con- 
tained only a mild aperient anyway. He recounted how 
only that week a “ patient,’ who previously had been 
crippled with rheumatism, had returned for more, claim- 
ing to'be cured—though he rightly attributed this to 
suggestion. He said too that people were apt to think 
that his job was ‘‘ easy money,” when in actual fact it 
was hard work, and in his view every penny was truly 
earned. 2 l : 
I bade him farewell as he returned once more to his 
routine, and myself to more orthodox, if no more 
successful, practice. pa 
My New Blouse has fulfilled its last function. With a 
green and white gingham tail—the original was sacrificed 
to make a new collar—it lay for weeks under a frozen 
pipe while we waited for a reluctant thaw. When the 
plumber came at last he referred to it as a flannel. 
Bought in 1939, its ' precedence has never been ques- 
tioned. There are others in daily use, some in fine 
condition which were salvaged from a pre-war ragbag ; 
and there are the boys’ summer shirts which I wear nine 
months in the year. But if ever there is a suitable 
occasion to wear the American silk stockings bottled with. 
the tomatoes in the same year, I shall now have no 
New Blouse to go with them. ` a 
| * ee 
The morning in the operating-theatre was nearing its 
end. When the last patient was brought in his sterile - 
dressings were removed and then—horror !—there was. 
discovered, sullying the shaven and purified area of. 
skin, a folded square of not-over-clean paper. In'silence — 
the offence was removed and unfolded; it read: .‘‘ Sir, 
I have a return ticket. But, in case of accidents, cheerio, ; 


all the best,and thank you. C-——." )0 gn ye 


< or hysteria, is tied on. 
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- Letters to the Editor 


| CURARE 

Sir,—It is often said that curare paralyses various 
muscle groups in sequence : first the face, then the limbs 
and trunk, and last the diaphragm. 

I believe this statement to be misleading. It suggests 
that different muscles (or their myoneural junctions) 
have different sensitivity to curare, the diaphragm, by 
good fortune, being the least sensitive of all, in the same 


way that the lower centres of the brain are less sensitive 


than the higher to narcotic drugs. 


Curare in clinical doses is described as acting like an 
imperfect screen between acetylcholine, formed at the 
motor-nerve ending, and the muscle-fibre which this 
substance activates. Curare does not prevent the forma- 
tion of acetylcholine, which, if present in sufficient 
concentration, gets through the screen and makes the 
fibre contract. : 


The concentration of acetylcholine at any moment 
depends, amongst other things, on the activity in the 
motor neurone. If this description of curare’s action is 
correct, the degree of paralysis of a curarised muscle 
depends not only on the curare but also on the activity 
of its motor nerve. Therefore the sensitivity to curare of 
different muscles cannot be compared unless at the time 
of the comparison the activity of their motor nerves is 
comparable. 

The sequence in which the various muscles become 
paralysed reflects not differences in their sensitivity to 
curare but differences in activity in their motor neurones. 
As curarisation of a patient proceeds ventilation is 
impaired and carbon dioxide accumulates. The diaphragm 
is the last muscle to remain unparalysed because of intense 
activity in the phrenic nerves. 

St. Thomas’s Hospital, London. J. G. BOURNE. 


DIAGNOSIS OF EPILEPSY | 


Srr,—Dr. Dick’s excellent paper last week shows that 
we must realise afresh that it is on the clinical history 
and the clinical ‘examination that decisions must, 
generally speaking, be made. A few years ago the 
. E.E.G. looked like being a penny-in-the-slot machine 
for the diagnosis of epilepsy ; but with the passage of 
time, interpretation has become more cautious. Of the 
164 cases Dr. Dick reports none showed the typical 
spike-and-wave outbursts, which are regarded as pathog- 


nomic of epilepsy, and only 8 were classified-as ‘“ very 


suggestive.” These numbers are very low; they would 
undoubtedly be higher in a younger group. 

It seems that a positive water-pitressin test, or a 
spike-and-wave E.E.G. record, will give us a firm decision 
in a doubtful case; a negative water-pitressin test or 
an E.E.G. record classified as suggestive, non-specific, 
or normal, must be considered and valued in the light 
of the whole clinical picture. 

With facilities for institutional observation, the diag- 
nosis, in my experience,. usually emerges within a few 
weeks. With some assurance, the label, either of epilepsy 
But experience has taught me to 
use the hysteria label with a little mental reservation. 

At the close of the first world war, a good many 
“ shell-shock ”? cases (topical euphemism for hysterics) 
came under my care. The common form of attack at 
that time was the battle dream—a noisy, and often 
violent, phenomenon. To one man, who had frequent 
attacks of this sort, the label of hysteria had been attached 
with confidence ; . but one night, after an unusually long 
hysterical episode, he went off quietly into a typical 
major epileptic fit. During the last thirty years I have 
seen, perhaps a dozen times, this combination of true 
epilepsy with manifestation typically hysterical both 
in features and setting. The cases have mostly been in 


girls, the hysteria usually precedes ‘the epilepsy, and the ` 
than not, : severe, going on to 


epilepsy is, more often 
serial major fits or status. 

How are we to label these patients? Let us, at all 
costs, avoid the term hystero-epilepsy, a term which 


clarifies nothing and gives no clue as to which of the 


widely divergent therapeutic approaches is likely to be 
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effective. It is surely better to say that the patient 
has both epilepsy and hysteria. But can the hysteria 
be, perhaps, & manifestation, albeit a rather aberrant 
one, of the epilepsy ? Or is it, as Dr. Parfitt calls. it 
in his article of April 12, an embellishment of epilepsy ? 
I believe that in certain cases it is more than an embellish- 
ment. The hysterical outbursts appear to have a 
definite relation to the epileptic attacks, and it seems 
more logical to regara them as part and parcel of the 
epilepsy. 

Sanderstead. J. TYLOR Fox. 

- Sm,—I gather from Dr. Parfitt that though a negative 
electroencephalogram would still leave a possibility: of 
epilepsy, a positive one would warrant diagnosis and treat- 
ment for epilepsy. I have seen typical cases of epilepsy 
which have not shown epileptic one pDA cee and - 
have seen typical cases of narcolepsy, responding to 
treatment perfectly, which have given typical epileptic 
curves. Further, about 6% of the general population 
show abnormal epileptic-like encephalograms though 
they are healthy and have not had any epileptic symp- 
toms, while about 50% of (non-epileptic) relatives of 
known epileptics are said to show epileptic undulationsl 

Electroencephalography is in its infancy and without 
doubt will become more valuable with longer experience. 
At present the electroencephalogram should be considered 
as one point only in the diagnosis of epilepsy —“not a final 


criterion. 
-Bristol. A. T. Topp. 


EMOTIONAL EFFECTS OF TRAUMA 


Sir,—Most of the patients in the 2nd surgical depart- 
ment of this hospital are victims of street accidente 
rather than of chronic diseases needing operation. 
Our experience has been that little opposition is. offered 
by an injured person when he is told that his limb 
must be amputated to save his life, whereas in a chronic 

like pyloric obstruction much persuasion is often 
needed to convince the patient that gastro-enterostomy 
is necessary. Amputations are never followed by 
depression or suicidal tendencies—not even in patients 
who have previously been in a mental hospital for 
depression or schizophrenia. On the contrary, the 
depression disappears from such patients after amputa- 


tion, and their outlook becomes more realistic, their 


attention being concentrated on their new visible trauma 
and the need to adjust themselves to it, as in the 
following case : 


A student, aged 24, had his leg amputated below the knee. 
His mother reported that he had been a patient in a mental 
hospital, and she feared that he would commit suicide. But 
after the amputation his self-accusations and delusions of 
inferiority ceased as his wound healed. He appreciated his 
environment realistically, and his social behaviour became. 
normal. 


Such cases suggest that the common verdict of 
“depression following trauma” is untenable. War 
experiences have shown that disturbed states of mind 
often improve after trauma. A distinction must be 
made, however, between slight and severe ‘trauma. 
Slight trauma often makes the patient querulous or 
hypochondriacal, whereas the shock accompanying severe 
trauma restores the patient’s mind to normal. The 
determining factor seems to be the severity of trauma 
necessary to produce the minimum of psychic shock 
capable of bringing about the favourable change. 


A woman, aged 24, had been ill for one and a half 
years with a tuberculous elbow; this had been immobilised 
in plaster-of-paris, but sinuses had developed. She was 
depressed, kept on asking for her pulse-rate to be taken 
and thought that she would ‘‘ die tomorrow.” 

After three months’ unsuccessful conservative treatment’ 
her arm was amputated and her depression and anxiety were 
immediately replaced by a quiet stable state of mind. > - 


The improvement observed after shock treatment 
of schizophrenia with insulin or leptazol- confirms our 
view that patients with depression should never be 
treated with sedative compounds, which are 
in such cases, whereas trauma may be efficacious. 


St. Rochus Hospital, Budapest. I. OSILAG. 
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CHARTERED PHYSIOTHERAPISTS 


Srr,— I should be grateful if you would bring to the 
notice of the medical profession the correct title of the 
members of the Chartered Society of Physiotherapy. 
Until 1943 our society was known as the Chartered 
Society of Massage and Medical Gymnastics. The new 
title is a more comprehensive one and the correct desig- 
nation for a member is that of chartered physiotherapist, 
or M.C.S.P. Members of the society have always welcomed 
the opportunity of close coöperation with the medical 
profession, and patients are only accepted for treatment 
when referred by a doctor. 

W. S. C. COPEMAN 


Tavistock House North, 
Tavistock Square, W.C.1. Chairman of Council. 


SAND-FLY FEVER 


Smr,—I should like to comment on some of the 
observations by Dr. Fleming and his co-workers in the 
light of experience gained while working, under the 
direction of Colonel H. E. Shortt, on an inquiry into 
sand-fly fever sponsored by the Indian Research Fund 
Association in 1938—40. 

Among the published findings of the inquiry are papers 
by myself,! recording observations on a series of 78 
cases among British troops on the North-west Frontier, 
in whom the diagnosis was confirmed by culture of the 
specific virus on egg membrane; and by Shortt et al.,? 


~ which includes reference to 5 artificially produced cases 


among volunteers inoculated with infective serum. 

Dr. Fleming and his colleagues refer to the ‘ rather 
ill defined criteria for the diagnosis of sand-fly fever ” ; 
they do not, however, state precisely what criteria they 
require for the diagnosis, and their account of the 
symptomatology does not state one single common 
factor occurring in all their large series of cases. 

In their observations on the vector of the disease they 
record that in areas of North Africa the presence of 
numerous sand-flies was accompanied by very few cases 
of the fever. There is probably a very simple explanation 
of this in that, as far as I am aware, of the thirty-odd 
described species of sand-flies only the P. papatasit 
has been incriminated as a vector of sand-fly fever. 
In the next paragraph they refer to 2 cases—and only 
2—in which they transmitted the disease to volunteers 
by injecting 1 c.cm. of infective serum; and they 
suggest that ‘‘it seems possible that any blood-sucking 
insect may act as a minute hypodermic syringe ”? and, 
presumably, serve as a vector. On the assumption that 
l c.cm. of serum is contained in 2 c.cm. of whole blood 
it is pertinent to ask what species of blood-sucking 
insect is even physically capable of swallowing over half 
a drachm of blood at a sitting and then regurgitating it 
in toto into its next victim. On the evidence offered 1 
regard this hypothesis as unsubstantiated. 

Their observations on symptomatology I find unsatis- 
fying. They report headache as occurring in over 95% 
of their cases but do not state in which regions of the 
head this headache was situated ; in our series of proved 
cases we found the headache typically to be “low 
frontal extending into the orbits.” They mention “body- 
pains ” in about 60 % of cases, which is taken as referring 
to low backache and myalgia, chiefly of the thighs, 
both of which are features of the disease. The authors, 
however, fail to indicate either the exact nature of these 
“ body-pains ” or where in the body they occurred. 

Among physical signs they record ‘‘ conjunctival 
injection ” in about 40% of their cases ; this sign (which 
I prefer to describe as a conjunctival suffusion) was 
present in 100% of our cases. They describe the fever 
as ‘‘ typical” but fail to mention any temperatures 
which occurred, and more important still, they make no 
mention of the pulse-rate. Our cases displayed a propor- 
tionately slow pulse during the febrile period, and this 
constitutes a very constant, and very important, 
diagnostic sign. 

They report successful transmission of the fever 
artificially in 2 cases by the injection of infective serum, 
with an incubation period of 2!/, days. If correct, this 
is an observation of considerable interest; but no 
mention is made of precautions to exclude all possibility 


1. Anderson, W. M. E. J. R. Army med. Cpns, 1941, 77, 5. 
2 Shortt, H. E., Pandit, C. G., Anderson, W. M. E., Rao, R. S. 
Indian J. med. Res. 1940, 27, 4. 
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of infection from other sources: they do not state 
whether, in the weeks prior to the experiment, the 
recipients were kept in surroundings where they were 
not exposed to the bites of potentially infected sand-flies. 

I would also note one important omission from the 
list of differential diagnoses—namely, heat-stroke in its 
insidious form. This condition is fortunately very rare, 
but it may, in its initial stages, present a picture of 
severe headache, flushed facies, conjunctival suffusion, 
and myalgia of varying degree, closely simulating 
sand-fly fever. Such cases may be diagnosed as sand-fly 
fever if they occur during an epidemic of the fever, with, 
unfortunately, sometimes fatal results. Differential 
points which will suggest a diagnosis of heat-stroke are 
the abolition of skeletal reflexes, a somewhat indefinite 
gastric discomfort, and a rectal temperature more than 
2°F higher than that in the mouth. 

In view of the importance of correct diagnosis in 
cases of sand-fly fever it is regretted that Dr. Fleming 
and his colleagues did not utilise. their wealth of clinical 
material to clarify some of the difficulties that often 
attend the making of a correct diagnosis in suspected 
cases. 

Parkstone, Dorset. 


THIOSULPHATE IN THYROTOXICOSIS | 


Sir,—Present interest in antithyroid substances, 
particularly thiourea and thiouracil, prompts me to 
describe my experiences with sodium thiosulphate. - 


In 1934, noting the high iodine content of the blood 
in thyrotoxicosis, and considering it to be the expression 
of the increased amount of circulating thyroid hormones, I 
thought that it might be possible to remove the molecular 
iodine from the iodised amino-acids which constituted 
the hormones and thus render these hormones inactive. 
In other words, I thought that, if I could find and intro- 
duce into the organism a substance capable of combining 
with the iodine as soon as it was released from the thyroid, 
I should achieve an effect similar to that of thyroidectomy. 
As I always used sodium thiosulphate in iodine titrations, 
I thought of that substance, which also had the advan- 
tage of being innocuous. My first results were most 
encouraging. In one patient with 12 ug. of iodine per 
100 c.cm. of blood, after three daily intravenous injections 
of sodium thiosulphate 2 g. in 20% solution the blood 
iodine on the fourth day was 7 ug. per 100 c.cm.! 

Further research showed me that sodium thiosulphate 
could greatly reduce the blood-iodine level in a normal 
subject. Immediately after the first injection of 2 g. of 
thiosulphate there was an increase in the amount of 
iodine eliminated, chiefly in the urine ; it was often four 
times the normal and occasionally ten times the normal. 
The loss greatly exceeded the daily intake of iodine and 
led to the lowering not only of the blood iodine but 
also of the iodine content of the thyroid gland.? . 

In 1935 I studied histologically the effect of: thio 
sulphate on the thyroid gland of rabbits.’ A few days’ 


W. M. E. ANDERSON, 


treatment leads to congestion of the gland, with distension 


of the follicles and liquefaction of the colloid. Later 
most of the follicles empty, and the epithelium undergoes 
hypertrophy. The follicles then become deformed, the 
epithelial cells become cylindrical and tall, and multiply, 
and the nuclei become elongated. Some of the follicles 
are small and newly formed ; others are larger, with the 
epithelium thrown into folds and occupying the follicular 
cavity. The stroma is thicker than normal and rich in 
fibroblasts. In some cases, after two months’ treatment, 
the thyroid quadruples in size. ` 

Further research ‘ ë has shown that, even before the 
thyroid reaches the histological condition described above, 
the pituitary gland enlarges through congestion, hyper- 
trophy, and hyperplasia of the basophil cells. The hyper- 
trophy of the pituitary gland and the thyroid hyperplasia 
are expressions of the reaction of the pituitary gland to 
the stimulus caused by the deficiency of thyroid hormone 


in the circulation, and do not provoke symptoms of thyro- 


toxicosis. In fact the experimental animals show no 
1. Biancalana, L. Boll. Soc. piemont. Chir. 1934, 4, 1085. 

2. Biancalana, L., Borsotti, P. C. Rif. med. 1937, 53, 487. 

3. Biancalana, L., Zanctti, L. Boll. Soc. piemont. Chir. 1935, 5, 773. 
4. Biancalana,L. Gazz. med. ital. 1938, 2, 57. 

5. Biancalana, L., Micheli, E. G. Accad. med. Torino, 1938, 101, 209. 
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significant variations in weight, respiration-rate, and 
pulse-rate, and, as Giordanengo ° has shown, the specific 
functional tests for hyperthyroidism (Kottman test, 
determination of hepatic glycogen) are negative. 

These results have demonstrated clearly the importance 
of iodine deficiency in the pathogenesis of goitre—a 
deficiency which may be either absolute or relative to 
increased requirements of thyroid hormone. According 
to the quantity and rate of administration of thiosulphate, 
once hyperplasia has been brought about, it is possible 
to produce either a compensatory phase similar to goitre 
or excessive hyperplasia leading to atrophy of the 
thyroid. 

Having demonstrated by experiments on animals the 
possibility of blocking the thyroid hormones with thio- 
sulphate, I proceeded to clinical trials. In 19342 I 
treated 2 cases of exophthalmic goitre in which the 
symptoms had increased after iodine treatment. 


One of the patients attributed his symptoms to intra- 
thyroid injections of iodine. He was a man, aged 34, with a 
big knotty diffuse pulsating goitre, moderate exophthalmos, 
severe tremors, insomnia, tachycardia, and nervousness. In 
a month he had lost more than 10 kg. The basal metabolism 
rate (B.M.R.) was +37%, and the blood iodine 26 ug. per 
100 c.cm. He began to notice an improvement from the very 
start of treatment with thiosulphate. Sleep and appetite 
were the first to return ; and after thirteen days he was much 
improved. He looked more peaceful, tremor had diminished, 
pulse-rate was 85 per min., B.M.R. +16°%, blood iodine 
18 ug. per 100 c.cm., weight increasing. Later the B.M.R. was 
+10%, and blood iodine 14 ug. per 100 c.cm. The thyroid 
had become smaller and ceased to pulsate, and the patient 
resumed his normal activities. 


The second patient was a woman, aged 48, with a goitre 
which had been getting larger for four years and was causing 
nervousness and agitation: She said that, after iodine treat- 
ment, she had become much worse, with profuse diarrhcea 
- (twenty motions daily), insomnia, sweating, flushing, tremors, 
and tachycardia. She had a B.M.R. of +58°, and blood 
iodine 49 ug. per 100 c.cm. After a few days’ treatment the 
insomnia disappeared and the diarrhea improved. After 
eight days the blood-iodine level was 23 wg. per 100 c.cm., 
and after eighteen days the B.M.R. was -++ 10%, and the general 
condition was correspondingly better. . 


- In my earlier clinical trials, in which I treated. some 
10 patients with results analogous to those described, 
I was using a 20% solution of sodium thiosulphate. I 
began treatment by injecting a few c.cm. of the solution 
into the thyroid parenchyma, repeating this for three 
or four days, and following it up with daily intravenous 
injections of 2 g. of thiosulphate. To avoid a possible 
misinterpretation of results due to rest in hospital, the 
patients were treated as outpatients. Subsequently I 
stopped using intrathyroid injections, which caused some 
pain, and used intravenous injections only. 

After treating about 100 cases,? 4? I noticed that, in 
mild forms of thyrotoxicosis, the effect was very rapid 
and fairly lasting. ‘There are certain patients who 
attend our outpatients’ department once or twice a year, 
especially in spring, when the thyrotoxic phenomena 
become accentuated, for about ten thiosulphate injections. 
In this way they have reached a state of equilibrium 
which, given good general condition, allows them to 
carry on a normal life. 

In cases of moderate thyrotoxicosis the treatment 
with thiosulphate is continued for some twenty days. 
The exophthalmic forms usually show the quickest 
results. In° most severe exophthalmic goitre I have 
found it advisable, after about twenty days, to administer 
small quantities of Lugol’s iodine solution for a week. 
This is usually sufficient to reduce the pulse-rate and 
B.M.R. to normal. Some cases need. longer treatment, 
and sometimes improvement is delayed until the course 
has been completed. Even with prolonged treatment, 
thiosulphate has never caused toxic disturbances. This 


treatment has been used especially as a preparation for 


operation, which is not rendered more difficult by the 
action of thiosulphate. 


General Surgical Clinical peeepital, 
University of Turi 


LuiaI BIANCALANA. 


6. Giordanengo, G. Minerva med. 1936, 2, 594 
. Biancalana, L. Boll. Soc. piemont. Chir. 1936, 6, 647. 
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| JOINT. CHANGES IN CANCER OF THE LUNG 


Sir,—Your annotation of March 22 and Dr. Philip 
Ellman’s letter of April 5 prompt me to record the follow. 
ing case of advanced hypertrophic pulmonary osteo- 
arthropathy due to Hodgkin’s disease of the mediastinal 
glands and lung. 

The patient, a girl of 15, was first seen in October, 1946, 
on account of polyarthritis affecting the fingers, wrists, 
elbows, knees, and ankles. The arthritis had commenced 
suddenly, early in 1946, with swelling of the right ankle, and 


- had spread to involve the other joints. There was considerable 


soft-tissue swelling of the affected joints, associated with 
pain and limitation of movement. Fingers and toes showed 
marked drumstick clubbing. She had no pulmonary symptoms. 
General condition good ; no enlarged glands ; liver and spleen 
not enlarged. The right chest anteriorly was flattened, with 


a dull percussion note and weak breath sounds. 


Radiography showed marked hypertrophic osteoarthropathy 
affecting the bones of the fingers and toes and all the long 
bones of the limbs. In the right chest a mass was seen, 
extending from the hilum into the right upper lobe. Blood 
Wassermann reaction negative. Sputum negative for tubercle 
bacilli. Blood-sedimentation rate 76 mm. in 1 hour (Wester- 
gren). Blood-count: hæmoglobin 8-4 g. per 100 c.cm.; red 
cells 4,700,000 per c.mm.; colour-index 0:62; white cells 
and differential count normal. Bronchoscopy normal.. i 

On Nov. 23 exploratory thoracotomy was carried out by 
Mr. G. A. Mason. A mass of enlarged glands was found at 
the right hilum, and there was a hard mass in the right upper 
lobe. The condition was inoperable. One of the glands was 
removed and proved to be somewhat necrotic on section. 
Microscopy showed changes typical of Hodgkin’s disease. 


The patient was given a course of deep X-ray therapy 
in December. On April 2 she was seen for review as an 
outpatient. Her clinical condition was very satisfactory. 
She was free from pain in all joints and getting about well. 
Swelling of the joints was much reduced. Radiological 
examination of the chest showed great diminution in 
the size of the mass on the right side. 

Nottingham. R. J. TWORT. 


FOLIC ACID IN THE SPRUE SYNDROME 


SıR,—In their interesting article of April 19 Professor 
Davidson, Dr. Girdwood, and Dr. Innes draw attention 
to the relationship between bone-marrow structure 
and the response to folic acid, and to the possibility of . 
as-yet unidentified factors being necessary for completely 
effective hemopoiesis. They emphasise that peripheral 
megalocytosis in the sprue syndrome is by no means 
always associated with a typically megaloblastic marrow ; 
the type of development may be normoblastic or inter- 
mediate between normoblastic and megaloblastic. It is 
this latter observation on which we would like to 
comment. 

We believe that there are lines of cell development 
which morphologically seem to lie between the normal 


- adult type and that known as megaloblastic, which is 


typically seem in untreated Addisonian pernicious 
anemia. This type of development, we feel, might well 
be termed ‘ intermediate erythropoiesis.” Despite the 
admitted difficulty of classifying some cells, the general 
picture of a marrow film showing ‘“‘ intermediate erythro- 
poiesis ” is to our minds well defined and striking. 

We have encountered this picture in the sprue 
syndrome, in apparent mild Addisonian pernicious. 
anemia, in refractory anzmia, in myelosclerosis and 
acquired hemolytic anemia with erythroblastemia, 
and in leucoerythroblastic anzmia associated with 
carcinomatosis, as well as in cases where absorption 
from the small intestine has been disturbed by mechanical 
factors. The nucleated red cells in the peripheral blood in 
late foetal life are in some ways similar. Abnormally 
developing granulocytes, not dissimilar to the giant forms 
of true Addisonian anemia, have been seen not infre- 
quently in marrow smears in association with this change. 

Appreciation of an intermediate type of erythropoiesis 
is not new. Vaughan and Turnbull! have described 
most succinctly the changes seen in sections of bone- 
marrow in leucoerythroblastic anemia. In their account 


1. Vaughan, J. M., Turnbull, H. M. The Aneemias. J. M. Vaughan, 
2nd ed., London, 1936. 
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of the changes associated with carcinomatosis (p. 169) 
they describe erythroblasts with polychromatic, but 
seldom fully orthochromatic cytoplasm, and with nuclei 
showing a clear reticular and nodal structure. Later 
they refer to the small size of these ‘‘ megaloblasts.”’ 
They also describe ‘‘ megaloblasts’’ in the bone-marrow 
of fatal cases of acholuric jaundice. We believe that these 
cells may well be similar to the intermediate type we have 
seen in our air-dried, methanol-fixed, marrow smears. 
Israëls * described the premature hamoglobinisation of 
erythroblasts in hemolytic anzemia, and later * extended 
this conception, believing this type of change to occur in 
hyperplasia with normal maturation. 

What is the significance of this change ? It is possible 
that it is an aberrant form of development caused by 
the deficiency of a factor or factors necessary for full and 
perfect hzemopoiesis, other than those whose absence is 
known to cause hyperplasia of the marrow and frank 
megaloblastic change. The observation that refined 
liver extracts and synthetic folic acid may be relatively 
ineffective in themselves in some megalocytic anzemias, 
and that the less purified extracts, though often more 
successful, may still be insullicient, is supported by the 
work of Professor Davidson and his colleagues. Further 
knowledge is required as to the relation between deficiency 
of these hypothetical substances and the morphological 
appearances of the developing marrow cells, and also 
concerning the possible inhibition of hamopoietic factors 
already recognised. J. V. DACIE 

l J. C. WHITE. 


Department of Pathology, British Postgraduate i 
Medical School, Univ ersity of London. 


' ANKYLOSING SPONDYLITIS 


Sm,—In my opinion Dr. Campbell in his article of 
March 29 is unduly pessimistic. It is true that up to 
the early thirties of this century little could be done; 
but the introduction of X-ray treatment by the late 
S. G. Scott transformed the picture. 


I had the good fortune to work with Scott on spondy-: 


litics. Some’ of the patients whom I saw with him in 
1931, and who were treated by “ wide-field” X rays, 
have remained well up to the present time. Many 
relapsed, however, and have required further treatment 
from time.to time. The cases which I observed while 
with Scott amounted only to some dozens; but during 
the war years I saw at the Charterhouse Clinic from 
fifty to sixty spondylitic patients every week, and there 
is at present a total on the books of over six hundred. 

X rays do not, as Dr. Campbell suggests, merely relieve 
the pains, but can arrest the disease for months or years, 
during which the patient may be without symptoms. 

Disputes have arisen as to whether the effect of X rays 
is constitutional or local. This is a difficult point; it 
should be noted, however, that much of the curative 
effect of X-ray therapy may be obtained by a course of 
weekly injections of radioactive ‘Thorium X.’ This is 
useful for patients who cannot easily come for X-ray 
treatment ; 
ment even where X rays have failed. Thorium X is, 
however, a powerful drug, capable in excess of causing 
leucopenia and anemia; it should be used only under 
experienced direction. 

Dr. Campbell says that spondylitics do not as a rule 
live beyond the fifth decade ; nothing in my experience 
would lead me to accept this statement. My' belief 
is that a spondylitic, if diagnosed early and properly 
treated, will be, if not completely cured, at least able 
to live a more-or-less normal existence for a span little 
less than that of the average citizen. 

Dr. Campbell does not think well of gold. 
doses it may do severe damage, only reparable in some 
cases by transfusion of whole blood; but in very small 
doses it may be of great value. Vaccines have their 
place,. as -has sodium bismuth tartrate. By skilful 


alternation of, these various remedies, in addition to 


radiotherapy, most spondylitics can be kept permanently 
fit for work and ne re 
London, W.1. F. HERNAMAN-JOHNSON. 


2. Israëls, M. O. G. J. Path. Bact. 1941, 52, 361. 
3. Lancet, 1941, li, 207. l 
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and in some cases it will cause improve- ` 


In large’ 
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CALCIFEROL IN LUPUS VULGARIS 


Srr,—Treatment of lupus vulgaris with massive doses 
of calciferol, as described by Dr. Feeny and his colleagues 
in your issue of April 5, was instituted at the Victoria 
Infirmary, Glasgow, in May, 1946, and 18 cases have 
been treated with regular attendances and medical 
observation. Suflicient time has not yet elapsed for a 
critical assessment of results in the series, but the 
following case with toxic symptoms and signs is worthy 
of comment. 


A woman, aged 39, with lupus vulgaris which had developed 
after chickenpox at the age of 2 years. Keratitis in 1939. 
No other serious illness, and no relevant family history. 

When seen on May 13, 1946, she had well-marked lupus 
vulgaris, with scarring, aflecting face, left breast, right arm, 
and interscapular region. Considerable loss of tissue of nose. 
Mantoux test gave strongly positive reaction to 1: 10,000. 

Radiography of chest showed, in both infraclavicular regions, 
typical symmetrical well-defined areas of infiltration, with 
early signs of calcification ; other lung fields clear. 

Biopsy confirmed diagnosis of lupus vulgaris. 

Blood: moderate hypochromic anemia; serwm-calcium 
9-8 mg. per 100 ml.; inorganic plasma-phosphorus 3-5 mg. 
per 100 ml. ; blood-urea 50 mg. per 100 ml. 

Urine : moderate mixed growth, with B. proteus predomi- 
nating over staphylococcus. (Urine later became sterile and 
normal.) 

Treatment and progress were as follows : 


ne nn i a a A a a a A a a r a a a aa —— 


Day of Blood chemat Total dose 
treat- Symptoms and signs DOG CREOUBUEY: of calciferol 
aout | (mg. per 100 ml.) (anite, 
. Calciferol 100,000 daily 
8 Pallor of skin and 800,000 
| mucous membranes ; 
36 Thirst and flatulence | Serum-calcium 11:3 | 3,600,000 
Inorganic 
l phosphorus 4:8 
Blood-urea .. bl . 
10 | Thirst and polyuria; | Serum-calcium 15-9 | 7,000,000 | 
. | radiography showed | Inorganic a 
no abnormal calcifica- phosphorus 3:8 
tion in forearms Blood-urea .. 78 l 
77 | Indigestion, flatulence, | 7,700,000 | 
thirst, polyuria ; 
blood-pressure 
160/110 mm. Hg 
77 Calciferol discontinued 
91 Indigestion less ; Seruin-calcium 13-9 | 7,700,000 
much thirst Inorganic 
Phosphorus 4-6 
Blood-urea .. 94 
Ys Still thirsty 7,700,000 
112 . Blood-pressure Blood-urea .. 46 | 7,700,000 . 
140/90 mm. Hg 
119 Calciferol 50,000 daily 
126 Feels well Serum-calcium 10-9 | 8,050,000 
Inorganic 
phosphorus 36 
Blood-urea .. 44 
140 Calciferol increased to 
` 100,000 daily l 
175 Indigestion, thirst, Serum-calcium 15-2 | 12,150,000 
T polyuria Inorganic - 5 . : 
, phosphorus 4:0 
l | Blood-urea .. 72 
182 `. Well 12,850,000 
, | 
196 LBlood-pressure | 14,250,000 © 
| 152/94 mm. Hg . 
210 Great thirst and . | 15,650,000. 
K polyuria . 
217 Calciferol d isconti seat 16,350,000 
239 Blood-pressure ! Serum-calcilum 12:8 | 
150/96 inm. Hg Inorganic 
a ‘ phosphorus 2:7 


E Blood-urea ... .53 
| 
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By this time there was considerable clinical improvement. 
Radiography showed no abnormal calcification in soft tissues 
of either forearm, the bones apparently being normally. 
calcified. Left infraclavicular zone showed more calcification 
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of area of early infraclavicular infiltration ; area of primary 
infiltration well defined ; no sign of secondary deposits ; no 
further calcification of small infraclavicular focus on right 


side. ‘ No abnormal calcification in region of kidneys or of 


arteries of abdomen. 
No tubercle bacilli were found in a concentrated 24-hour 


specimen of urine. 


Similar toxic symptoms have been met with fairly 
often in other cases, and the earliest symptom has 
invariably been thirst, followed by nausea and vomiting. 
Reduction or cessation of treatment causes a retrogression 
of symptoms. In 9 cases there was no rise in serum- 
calcium but often a rise in inorganic phosphorus not 
related to symptoms or to clinical improvement. No 
other case showed a raised blood-urea. Erythrocyte- 
sedimentation rates were apparently not significant. 

The rather stormy course of this patient is a warning 
of the dangers of this form of therapy. Thirst is appar- 
ently often present in patients receiving massive doses 
of calciferol. Though not necessitating a reduction in 
dosage, this symptom is, I suggest, an indication that 
the limit of tolerance is being approached, and possibly 
that the optimal dosage is being administered. I wish to 


emphasise the necessity of medical supervision of cases . 


of lupus vulgaris on this form of therapy. 


I am indebted to Dr. M. Sloan Smith for permission to 
publish this note. 
Victoria Infirmary, Glasgow. 


ANALGESIA IN LABOUR 


Smr,—In accordance with the views expressed by 
Dr. John Elam in your issue of April 26, an experienced 
anesthetist upon the staff of the Municipal General 
Hospital, interested in the relief of pain in labour, 
visits the Croydon Obstetric Unit twice weekly to super- 
vise and encourage the staff in the administration of 
analgesia in labour, and to inspect frequently gas-and- 
air apparatus so as to correct small mechanical defects 
which may otherwise lead to bad results. Minnitt’s 
gas and air, Chassar Moir’s attachment, and ‘ Trilene ’ 
will be used according to the special needs of each case. 

A pamphlet is to be issued to expectant mothers 
describing what steps will be taken to relieve pain in 
labour and explaining the correct use of the apparatus 
and at which stage of labour it will be used. A Minnitt’s 
machine will be demonstrated in the antenatal clinic for 
expectant mothers to familiarise themselves with the use 
of the machine. By these methods it is hoped that the 
element of apprehension, which appears to play a large 
part in the pain experienced in labour, will be allayed, 
and that analgesia will be used to the best advantage. 

I agree with Dr. Elam that the relief of pain during 
confinement is a primary duty of those conducting 
labour, and it is incumbent upon us to use to the full 
recent advances in the relief of pain in labour so that 
confinement will not be the nightmare of former days. 

, This letter is endorsed by the M.o.H. of Croydon, 
Dr. Oscar Holden. 
A. F. CLIFT 


Senior Obstetrical Officer, Croydon County Borough. 


EX-SERVICE ADMINISTRATORS 


Sır, —That only ‘‘ Enmeshed”’ (April 26) has com- 
mented on ‘‘ Burma Star’s’’ letter (Feb. 15) must be 
due, I think, to the number of ex-Service doctors who 
served in India and Burma still feeling exhausted after 
their struggles with the regular Army and I.M.S. adminis- 
trators during the recent war. All of us who were out 
there know what the position was. But we are only a 
small percentage of those on the Medical Register, and 
in any event have practically no voice in the appointment 
of administrators in the National Health Service. 

The ex-regulars will honestly be able to say they 
have had administrative experience. Unfortunately, 
however, they have had no training in administration, 
and adopted that task either because of the easier promotion 
and higher rank obtainable or because of lack of clinical 
ability, or both. The good medically qualified adminis- 
trator is rare, since he requires the same qualities as 
a good clinician and usually prefers the latter rôle. 


CHARPOY BASHER. . 


R. WORKMAN CARSLAW. 


ANALGESIA IN LABOUR 


“for devotion, self-sacrifice, and capaci 


come into force, until the end of October. 
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Parliament 
ON THE FLOOR OF THE HOUSE 


. THE National Health Service Bill for Scotland passed 
its final committee stage and third reading in the House 
last week. It is expected that the service in Scotland will 
begin, as in England, on April 1 next year. There has 
been more socialisation of medicine in Scotland than in 
England, and the debate had a different emphasis for 
that reason. Some of the Conservative opposition was 
forced into a curious contradictory attitude. Lady Grant, 
for instance—and she speaks pleasantly and graciously 
at all times—put forward the view that ‘‘ we support the 
Bill in principle ’’ but there was in it ‘ much of evil.” 
Sir William Darling, however, had no doubts. For him 


the Bill was just a piece of bureaucratic machinery. 


The organisation of the health service, he held,- was the 
duty not of the Government but of ‘‘ every single citizen. 
in Scotland ’’—a kind of William Morris anarchic utopia. 
Colonel Walter Elliot was critical, but when defending 
himself against what he thought was an unfair charge 
of speaking too long he asked ‘‘ Does anybody suggest... 
that we have not codperated to the utmost with the - 
Minister in bringing forward his measure?” This 
balance between opposition and support was a delicate 
one. There was practically no raging tearing opposition 
because Scotland has already great experience of schemes 
allied to the National Health Service. During the war, 
when Scotland was a single region under the civil defence 
plans, the medical organisation of the E.M.S. there was 
more thorough and complete than in England and Wales. 
And then there is the medical service in the Highlands 
and Islands to which Mr. Buchanan, joint under-secretary, 
paid a high tribute. It was, he said, a.service which 
” is far ahead 
of anything connected with private practice. Indeed. 
private practice in the Highlands and Islands could not 
exist if it were not for the State subsidy. 

Mr. Buchanan, in winding up the debate, spoke 
without a brief or even notes and made the speech of 
the day. Not only has he the eloquence of Iong practice 
in the House, he has the eloquence of a detached and 
intimate knowledge of his subject.: He knows the panel 
system and the other systems of medical practice, and 
he spoke of them with a fluent understanding which 
contrasted not only with the approach of his opponents 
but of some of his supporters. The present arrangements 
he dubbed ‘‘a higgledy-piggled system that no-one 
who knew anything’ at all about it would defend for 
five minutes.” Mr. Buchanan’s remarks ranged from 
provision for medical research, which is to be increased, to 
the need for dental treatment and the free treatment 
of wife and child. As for free choice of doctor, it existed 
“as a great deal of by-play, but not in reality.” A 


‘doctor in a great working-class district is chosen for 


two reasons. One is his availability at the particular 
moment at which his service is needed, the second is his 
proximity to his prospective patient’s home. Much of 
the success of the scheme, Mr. Buchanan thought, would 
depend on the humanity of the Secretary of State and 
his officials and the vigilance of the House of Commons. 
It is too early yet to estimate the political effect of 
the Budget. Resentment against the tobacco tax in the 
House is considerable but is balanced by reflections on 
income-tax reductions. Not enough was said about the 
policy behind the Budget and how our dollar resources 
are being used. The revolt of the Ministry of Food 
representatives at the high prices in the international 
wheat agreement is significant. There we were using our 
power as one of the largest import markets of the world, 
and it is time we did. MEDICUS, M.P. 


FROM THE PRESS GALLERY 
Summer Fuel Restrictions 


In the House of Commons on April 24 Mr. E. SHINWELL, 
Minister of Fuel and Power, announced the details of 
the Government’s plan for saving fuel during the summer. 
A complete statutory prohibition on the use of space- 
heating in industrial and commercial premises would 
be imposed from May 5, when the new Order would 
Provision 
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would be made for the heating of premises in which 
night work was being done in May, September, and 
October. 

The new Order would also impose a ban upon the use 
of electricity for space-heating in residential premises 
until the end of September, subject to relaxation only 
where a medical certificate was given. No statutory 
restriction would be imposed upon the use of solid fuel 
in residential premises, because it was already limited 
by supply restrictions: and. unless people observed equal 
restraint in its use for space-heating in the summer, 
they would only have to pay for it later on. 

The Government, Mr. Shinwell continued, asked all 
domestic consumers of gas and electricity to aim at 
saving 25% of the amounts they consumed during the 
comparable period last year—that figure, of course, to 
include the savings made by the discontinuance of the 
use of gas and electric fires. The Government relied on 
non-industrial and commercial consumers to make 
sacrifices at least equal to those asked for from domestic 
consumers. 

Replying to questions, Mr. Shinwell said’ he was 
considering the need for space-heating in places where 
there were young children—say under two years of age— 
and he believed that such cases might come within the 
category of the relaxation which was to be based on the 
production of a medical certificate. It was not possible 
to state with absolute accuracy what was likely to be 
the saving which would result from these new restrictions, 
but Mr. Shinwell thought that it, might be between 
2 and 2'/, million tons. 


QUESTION TIME 


Food Prices 


In rèniy to a Parliamentary question on the cost of 
staple foods, Mr. JOHN STRACHEY, the Minister of Food, 
last week = the last week issued the following table. 


|) fee] | 
Apri L, : $ 
| price at SiD that cine 
i Price a wou : 
Food Unit | April 1, have 1914 | between 
' 1947 to be Eee y ae 
charged | z 
| without 1925 
| subsidy | 
| s. d. |e. d. 8. d | 8. d. 
Beet— i | i 
British ribs .. ;: 1lb.. 1 33⁄4, I 7'/, 0 9A 2 1 
Thin i, 60 9,11 2% 10 64! 1 6 
Chilled, frozen 
ribs F | | eer 1 1 1 4'/,; 0 Th 1 8 
Do., thin flank | 1,, | 0 6 0 Dha 10 45/4) 1 Ph 
Mutton— | | 
British legs .. 1, :; 1 5'⁄:}1 9 0 10'/, 2 4 
Breast A ae ee ee 011"; | 0 6y/,: L 6'4 
Frozen legs .. 1, ' 1 0 1 3'/, | 0 6%.) 1 9 
Do., breast `. | an o4 lo PA ee 
Bacon .. Eh l1, | 1 10'/, | 2 4?/ 0 11!/; 2 9 
Flour -° e 7 ” | l 5" /3 2 5?/4 0 10'/, 2 6'/s 
B oe ee 4 99 0 10'/, 1 4'/s 0 53/4 1 
foamed bs = 1 ,, 2 10 3 9 1 6'/; 3 0'/4` 
ugar — granu- 
lated .. ei l, 0 4 0 7 0 2 1 
Milk za jq t; 0 9 0 11 0 3! 0 107/, 
Potatoes c. 71b.) O Tell ON | O PAL 1 Th 
Endara 1 waala Ly 
Stan r oe ry) I 4 1 
Special ee 0 5 f190 gyi} De Seer 
Butter—Fresh,. | 1,, | 1 6 2 37), | 1 2/,| 3° 4 
oe Dot be. a Pag 3 4 
Cheese — Cana- | 
dian or U.S.A. | 1, , 010 |1 6/, lo 8%,| 1 9 
i + 2 0 3 8 1 6 
Eggs—tfresh š | dozen i 9 3 5 lL 2'/: 6 2 


Note.—The subsidy for beef and mutton is the average for all types 
of carcass meat. . 


Our Calories 


Mr. W. ELLIOT asked the Minister of Food what was the 
calorie intake per head of the population for the latest month 
for which a dietary survey was available; and what were 
the figures for the nearest corresponding date of a year 
ago.-Mr. STRACHEY replied: The latest figure we have 
is for December last. It is based on a small but repre- 
sentative sample of working-class families and covers only — 
food eaten in the home, and not school, or any other meals 
taken out of the home. The figure is 2300 calories, which 
compares with an average of 2390 in December, 1945. 
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Silicosis Boards 


Mr. D. J. WiLLia™s asked the Minister of National Insurance 
the number of applications for certificates received by the 
Silicosis Medical Board from coalminers in South Wales and 
the numbers who were certified totally and partially disabled 
for the first quarters of 1946 and 1947, respectively.—Mr. 
JAMES GRIFFITHS replied: During January to March, last 
year, 2312 applications were received and 2424 cases were 
dealt with by the medical board, of which 1230 were certified 
to be suffering from pneumoconiosis. The corresponding 
figures for this year are applications received 1520, cases 
dealt with 2545, of which 840 were certified.—Mr. WILLIAMS : 
When will the Minister be able to give some reason for this 
remarkable and welcome decrease in the number of appli- 
cants ?—Mr. GRIFFITHS: I am having a special inquiry 
made. The reduction is very substantial and I hope to be 
able to indicafe that there is a turn of the tide and that we 
are beginning to conquer this dread disease. 


Mr. WiıLLIraMs asked the Minister what steps he was taking 


- to strengthen the staff of the board in South Wales.—Mr. 


GRIFFITHS replied: At the beginning of this year 6 new 
appointments were made, 2 of them to fill vacancies caused 
by resignation. There are now 15 doctors attached to the 
board in South Wales as compared with 11 a year ago and 8 
two years ago. 


Priority Motor-cars for Doctors 


Mr. C. N. SHAwcross asked the Minister of Supply whether 
he was aware that the efforts of the motor industry to give 
preference in the delivery of motor-cars required by doctors 
had proved ineffective, and that many doctors urgently in 
need of motor-cars for their professional duties were unable 
to obtain them ; and if he would consider, with the industry, 
enforcing a scheme of covenants similar to the scheme pro- 
hibiting resale of motor-cars within 12 months, whereby 
motor dealers were obliged to give priority of delivery to 
such doctors.—Mr. J. WiLMoT: No, Sir. The motor industry 
is honouring its undertaking to give preference to the delivery 
of cars required by doctors, while having regard to the claims 
of the other priority users, nurses, and midwives. 


Mr. SHawcross: Is the Minister aware that the supply 
of motor-cars for doctors came from the dealers and not from 
the manufacturers, and will he not arrange that dealers 
enter into covenants with the manufacturers to give priority 
to doctors in need of cars ?—Mr. Wiurmor: I have not had 
any complaints about this, but I will certainly take it up 
with the industry. 

Mr. SHawcross further asked the Minister if he was aware 
that in regard to midwives and district nurses there was a 
scheme in force between the Ministry of Health and the 
industry which worked very well, but there was no such 


scheme for doctors. No further reply was given. 


Public Health 


Local- government ‘Areas Reviewed 


In their first annual report! the Local Government 
Boundary Commission discuss ‘matters of principle 
affecting their task, which is to make all local-govern- 
ment authorities effective and convenient units. They 
aim at considering the most urgent cases first, and 
already 15 areas (some of them very large) have been- 
reviewed, this process having required no dess than 
191 conferences with local authorities in their own areas. 
Preliminary decisions on all cases of real urgency will, it is 
hoped, be made before the end of Ma 

Any proposal for extending the territory of a 
particular local authority inevitably concerns one or 
more of its neighbours,. who must therefore be consulted. 
The size of the commission’s undertaking is indicated by 
the fact that 37 counties (out of 61) and 80 county 
boroughs (out of 83) have asked for boundary adjust- 
ments. In addition 44 other local-government units 
would like to see themselves turned into 33 new county 
boroughs. Attractive as is the one-tier system of local 


government to those who participate in it, the full - 


realisation of the county boroughs’ proposals would 
reduce the population and rateable value of the admini- 
strative counties by 26% and 25'/,% respectively. 


1. H.M. Stationery Office. Pp. 20. 4d. 


618 THE LANCET] 


OBITUARY 


[may 3, 1947 


Perhaps the most novel suggestion brought before 
the commission is ‘‘ that a new county area of Manchester 
and district might be created and that all county boroughs 
in the area selected (including Manchester) should 
relinquish their county borough status.... It is urged 
that this would be the best method by which county 
district government, with the local interest peculiar to 
such form of government, can be maintained, while at 
the same time ensuring a strong unit for the major local 
government services which must of necessity be provided 
over an area far wider than that of any district council 
or county borough council.” The underlying basis of this 
scheme will be familiar to readers of the hospital survey 
reports. Many communal services, including hospitals, can 
be provided more efficiently on a much wider local-govern- 
ment basis than that which grew up 60-100 years ago 
and has remained almost static during the lgst 50 years. 

The commission are impressed by the need for abolish- 
ing the differences in title between the authorities of the 
second tier—boroughs, urban districts, and rural districts— 
which mask functions essentially similar. They .are, 
however, equally impressed by the value of tradition 
and local sentiment, and do not regard the preservation 
of these as incompatible with the functional evolution 
they regard as desirable, and indeed inevitable. ‘‘ We 
hope that consideration will be given to the preservation 
as well as the extension of the machinery whereby local 
views can be expressed and local interest maintained.” 
“ Urban ” and “ rural ” as prefixes to ‘ district council ” 
may therefore in due course disappear. 

The report points out that some of the suggestions 
relating to the future local government of large towns 
would require amending legislation, while others, involv- 
ing a major alteration of the balance between county 
and county-borough government, are so important as 
to justify fresh Parliamentary authority. Much spade- 
work has been done in the first year; results may be 
expected soon; and this interesting report gives ample 
evidence of the value of the commission’s review.. 


: Influenza in Europe 

During the past winter Sweden, Belgium, and Bulgaria 
were the only European countries which reported influ- 
enza in numbers approaching epidemic level. 
Weekly Epidemiological Record of the W.H.O. (March 21) 
shows that since the beginning of the year there have 
been some 25,000 cases in central and southern Sweden ; 


and in Belgium 10-15% of the population has had the 


disease. In all countries the illness has been mild ; and 
the organism, when isolated, has been identified as 
virus A. In Britain during the first two months of the 
year there were 1066 deaths from influenza, compared 
with 1821 during the corresponding: period in 1946, 
when the outbreak was caused by virus B. 


1946 Statistics for Scotland 


Provisional figures for’ the year 1946 have been 
published by the Registrar-General for Scotland.’ The 
live-birth rate, 20°3 per 1000, was the highest recorded 
since 1926, being 3-4 above that for 1945 and 2:5 above 
the average for the’ five preceding years. | 
rate was 32 per 1000 total births, as against 33 in 1945 
and 42 in-1939 when stillbirths -were first registered in 
Scotland. The rate for illegitimate births, 6-6 per 100 
live births, was the lowest since 1941. . | 7 

The civilian death-rate,.13-1 per 1000, was 0:1 below 


that for 1945 and 0-7 below the five years’ average.. 


The neonatal death-rate was 30 per 1000—1 above that 
for 1945. ) 
year was 54 per 1000, which is lower than in any previous 
year in Scotland. The maternal mortality-rate, 2'2 per 
1000 births (live and still), was 0°6 below that for 1945 
and is also the lowest ever recorded for Scotland. The 


death-rate from tuberculosis, 79 per 100,000, was the same 
as in 1945, and is considerably above that for the years: 


immediately before the war; the rate for respiratory 
‘tuberculosis was 64 per 100,000—4 above that in 1945. 
The principal decrease was in the number of deaths from 
diphtheria, which totalled 91, compared with 126 in 
the previous year; this is the smallest number registered 


in any year in Scotland. ° 


: terly Return of the Reistrar-General for Scotland : Births, 
Othe and Marriages registered in the Quarter ended Dec. 3L 
1946. H.M. Stationery Office. Pp. 28. 6d.°: 


‘ whooping-cough, 2117 ; 


The 


The stillbirth- 


The death-rate among infants under one. 


Births and Deaths in the March Quarter | 


In his return for the week ended April 19 the Registrar- | 
General for England and Wales reports that the number 
of live births registered in the first quarter of this year 
was 241,421, giving a birth-rate of 22°8 per 1000 popula- 
tion—the highest for any quarter since June, 1921. 
The birth-rate was 5-6 per 1000 above that for the same 
quarter of 1946, and compares with an average of 16-1- 
for the first quarters of the five years 1941-45. 

The death-rate for the quarter was 17-2. This was 
2:5 above the rate for the first quarter of last year and 
2:4 above the average for the first quarters of the five 
years 1941-45. It was, however, 2:5 below the rate for 
the March quarter of 1940, which also included part of 
a severe winter. , . 


Infectious Disease in England and Wales 
WEEK ENDED APRIL 19 — 


Notifications.—Smallpox, 2; scarlet fever, 930; 
diphtheria, 182; paratyphoid, 
5; typhoid, 5; measles (excluding rubella), 9035; 
pneumonia (primary or influenzal), 728; cerebrospinal 
fever, 81; poliomyelitis, 9; polioencephalitis, 1 ; 
encephalitis lethargica, 2; dysentery, 46; puerperal- 
pyrexia, 139; ophthalmia neonatorum, 64. No case of 
cholera, plague, or typhus was notified during the week. 
The 2 cases of smallpox were notified at Scunthorpe. a 


Deaths.—In 126 great towns there were no deaths 
from enteric fever or-scarlet fever, 1 (0) from diphtheria, 
20 (3) from measles, 16 (1) from whooping-cough, 84 
(11) from diarrhcea and enteritis under two years, and 
16 (3) from influenza. The figures in parentheses are . 
those for London itself. 

The number of stillbirths notified during the week 
was 276 (corresponding to a rate of 26 per thousand 
total births), including 41 in London. l = 


Smallpox 


No further case was notified last week and up to 
April 29, when there were also no suspects under observa- 
tion. At both Scunthorpe and Bilston, Staffs, the 
16-day surveillance of the last generation of contacts 
has ended without reappearance of the disease. : 


Obituary 


CHRISTIAN FRED LOUIS LEIPOLDT- 
D.LITT., F.R.C.S. 


Louis Leipoldt was a man with two careers and two 
languages, and as a doctor and a writer, both in English - 
and Afrikaans, he achieved distinction. as 

The son and grandson of a missionary, he was born 
in the Cape Province in 1880, and from his father he 
received an informal but many-sided education, which 
was reflected in the variety of his interests and talents : 
he was an accomplished amateur botanist, bird-watcher, _ 
and cook. While still in his teens he began his career 
as a journalist by winning a prize in the Boy’s Own 
Paper, and he was soon contributing to the Cape Times. | 
During the South African war he acted as correspondent. 
for several European newspapers, and he himself came 
to Europe in 1902 as a free-lance. While taking his 
medical training at Guy’s Hospital, he earned his own 
living by his pen. In 1907 he qualified, obtaining ` 
gold medals in surgery and medicine, and he took -his 
F.R.C.S. the following year. A period of postgraduate 
study in the pediatric departments of Berlin anœ Graz 
followed, but in 1909 he. returned to.London to become 
anesthetist to the German Hospital, and editor of the 
Hospital. In 1912 he was appointed medical inspector 
of schools at Hampstead under Dr. Kerr, and shortly 
before the outbreak of war in 1914 he sailed to South 
Africa as the first school medical officer of the Transvaal. 

“I was selected for the post,” he writes, “mainly, I 
think, because I was South African born, fully bilingual, 
and had some experience of the work. The last qualifica- 
tion probably counted the least, for when I came to take 
up my duties I found that no one’ appeared to have the 
slightest conception of what these duties involved. ` The- 
official conception of them seemed to be that the Medical 

Inspector should visit a certain number of schools and at 


THE LANCET] 


the end of the term report to the Department on the health 


conditions he found. Individual examination of the children ` 


had not even been considered ; the assistance of a trained 
nurse, versed in the preparation of children for such examina- 
tion, had not been contemplated.” 


His experiences in this pioneer work he later described 
vividly in Bushveld Doctor. During the war of 1914-18 


he served on General Botha's staff as a surgeon, and 


in 1919 he became medical inspector of schools in Cape 
Province. 

In 1923 he joined the editorial staff of the Volkstem, 
but he soon returned to medicine and set up as a con- 
sultant in pediatrics in Cape Town. Later he happily 
combined medicine and journalism as: editor of the 
Journal of the Medical Association of South Africa, a post 
he held till his retirement in 1944. His fellow country- 
men acclaimed him as their national poet in English 
and Afrikaans, and the University of Witwatersrand con- 
ferred on him the honorary degree of doctor of literature. 


HAROLD ARUNDEL MOODY 
. M.D. LOND. 


Dr. Harold Moody, founder and president of the 
League of Coloured Peoples, died on April 24 at his home 
in Peckham where he had worked for nearly thirty 
years. The success of his practice there was proof of 
his own ability and of his assertion that ‘‘ there is no 
colour bar in Peckham.” 

Moody qualified in 1911 from King’s College Hospital,. 
where he won the Warneford, Barry, Leathes, Tanner, and 
Todd prizes. He took his M.B. the following year, and 
his M.D. in 1919. After holding clinical assistantships 
at King’s and at the Royal Eye Hospital, he was for a 
time superintendent of the Marylebone Medical Mission, 
and he was also an ophthalmologist to the London 
County Council. He had only lately returned from his 
first visit after 27 years to Jamaica, where he was born of 
African slave-negro ancestry. .\ natural orator, he had 
done much for the freedom of coloured people every- 
where, and, besides his work for the league which he 
founded, he was chairman of the London Missionary 
Society’s Africa committee, and the Colonial Oflice valued 
his counsel on questions of welfare and education. Of 
his six, children two are doctors. 


JOHN DU PLESSIS LANGRISHE 
D.S.O., M.B. DUBL. 


Lieut.-Colonel Langrishe, who diced in Edinburgh on 
Feb. 28, qualified at Trinity College, Dublin, where he 
was awarded a rugger blue. In 1906 he qualified and 
in the same year he joined the R.A.M.C. During the 
1914-18 war he commanded a field ambulance, and in 
1918 he was awarded the D.s.o. and mentioned in 
despatches. He took his D.P.H. in 1920 and served for 
three years as D.A.D.H. in the Bermuda command. In 
1924 he published a paper on the mosquitoes of the 
islands. After a furthef span of duty at Catterick he 
retired from the R.A.M.C. in 1928 and became lecturer in 
tropical medicine and hygiene at the Usher Institute of 
the University of Edinburgh, a post he held for many 
years. A fine oar, he was often to be seen at Craiglockhart 
supporting the university crew. 

One -of his students writes: ‘‘ Langrishe lectured in 
such a way as to make his subject interesting, and the 
pictorial slides with which he illustrated his lectures 
brought to the classroom an air of sunny lands. No 
teacher worked harder to give his students the benefit of 
his experiences, and he treated us, without exception, as 
colleagues. Unlike most teachers he realised that a 
student busily engaged with pencil and notebook in 
cramming down notes can scarcely give attention to 
the problem under discussion, and Langrishe, with what 
must have been considerable effort, distributed each day 
a typed synopsis of his lecture. Only students can 
appreciate the thought behind this, and only a teacher 
who placed the consideration of his students above 
everything would have undertaken such a task. He 
corresponded regularly with many of us and when we 
visited Edinburgh, we looked forward to going up to 
the ‘ Usher’ for a chat with ‘the Colonel.’ One came 
away with the knowledge of having a good friend and a 
wise counsellor.” 
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THOMAS NORMAN VICKERS POTTS 
M.D., B.HY. DURH., D.P.H. 


Dr. T. N. V. Potts, who died on April 23 at oath 
County Infirmary at the age of 50, was medical officer 
of the West Riding of Yorkshire from 1929 to 1944. 

In 1919 he qualified at Durham University and two 
years later he took the B.HY. and D.P.H. As the 
subject of his M.D. thesis in 1924 he chose laryngeal and 
tracheal diphtheria. His public-health experience was 
obtained at Blackburn, where he was deputy medical 
officer of health, and in similar appointments at New- 
castle-on-Tyne and Birmingham. From Birmingham 
he went as county medical officer to the West Riding 
at the early age of 32. 

At this time the break-up of the poor-law, the abolition 
of the old boards of guardians, and the transfer of their 
functions to county and county-borough councils brought 
about by the Local Government Act were gaining 
momentum. From the start Dr. Potts applied his 
administrative capacity and foresight in no uncertain 
manner to the intricate problems of organisation and 
development awaiting solution in the West Riding. 
Three poor-law institutions were taken over and adapted 
for acute medical and surgical cases, with an increased 
number of beds. He undertook a survey of modern 
hospitals in this country and on the Continent, and 
propounded a scheme. for general hospital accommoda- 
tion which was probably the biggest in the country 
outside London. It was held up by the outbreak of 
war, but a new tuberculosis sanatorium for women and 
children and two maternity homes, embodying every 
up-to-date development, were erected, and institutions 
already in being were gradually improved. Alongside 
these developments the organisation of the maternity 
and child-welfare, tuberculosis, and school health services 
was under his guidance continually extended in the light 
of modern knowledge. 

A fellow of the Society of Medical Officers of Health, 
Dr. Potts was an ex-president of the Yorkshire branch. 
He also presided for a time over the Wakefield, Ponte- 
fract, and Castleford division of the British Medical 
Association. His charm and friendliness endeared him 
to his colleagues and members of his staff, who found him 
easy to approach and ever ready to help by kindly acts. 
He leaves a widow and one daughter. 


Births, Marriages, and Deaths 


BIRTHS 


DEE TEN, April 24, at Aberdeen, the wife of Dr. Richard Bell—a 

daughter. 

CLELAND.—On April 19, at Irvine, the wife of Mr. Gavin Cleland, 
M.B.E., F.R.C.8.E.—a BOD, 

JouBERT.—-On April 18, at Johannesburg, the wife of Dr. L. E. D. 
Joubert—a son. 

KENNEDY.—On April 21, in London, the wife of Dr. Alexander 
kennedy & son. 


2, at Bristol, the wife of Dr. Norman 
Me Letehle—i Son. 
Nasy.—On April 20, in London, the wife of Mr. D. F. Ellison Nash, 
F.R.C.8.—a daughter. 
Ross.—On April 21 in London, the wife of Dr. Louis Ross—a son. 
SEYMOUR-JONES.—On April L1, at Southsea, the wife of Mr. Anthony 
| Seymour-J ones, F.R.C.8.—a son. 


MARRIAGES 


NEWTON—BEGGS.—On Jan. 1, at Kure, Japan, Desmond R. L. 
Newton, M.R.C.S., captain, R.A.M.C., to Margaret Mary Beggs. 

ScoTT—PascaLL.—On April 26. at S. Croydon, Leslie G. Scott, 
M.B., to Esmé Ruth Pascall. 


DEATHS 


ADAMsS.—On April 23, at Bristol, Stanton Bryan Adams, M.B., 
PILD. Bristol, D.M.R. 

BALMER.—On April 24, Ruth Balmer, 0.B.E., M.B. Lond. 

CARROLL.—On April 19, Francis Radcliffe Carroll, M.A., M.B. Camb. 

DEWHURST.—On April 22, at Bedhampton, Hants, John Henry 


Dewhurst, M.B.E., M.D. Camb., aged 84. 

DIXON. a April 22, at Littlichampton, James Herbert Dixon, 
M.D. ILN. 

Fox.—On April 27, at Bristol, Francis Elliot Fox, B.A. Camb., 
M.R.C.S. 

GARDNER. —On April 22, at Minchead, Thomas Gardner, M.D. Edin., 
F.K.C.S.E 

GRAHAM.—On Apri] 21, at Burford, Harold Ernest Graham, M.A., 
M.B. Camb. 

Moopy. ae 24, in London, Harold Arundel Moody, 
M.D 


PottTs.—On April 23, at Louth, Thomas Norman Vickers Potts, 
M.D., B.HY. Durh., D.P.H. 

SANDERSON.—On April 21, at North Lancing, Robert 
Sanderson, B.M. Oxfd, aged 91. 


Sussex, 
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A ROUND TWO HUNDRED 
To celebrate the bicentenary of the Rotunda Hospital 


an international congress of obstetricians and gynecologists 


is to be held in Dublin at the Royal College of Surgeons in 
Ireland, from July 7 to 11. At the first session, which is to 
be on the history of midwifery, the opening speakers are to be 
Dr. T. P. C. Kirkpatrick, and Dr. G. W. Kosmack, editor 
of the American Journal of Obstetrics and Gynecology. At 
other sessions there will be discussions on puerperal sepsis, 
eclampsia, shock in obstetrics, sterility, and foetal and 
neonatal mortality, and the visiting speakers will include 
Prof. H. J. Stander (Cornell University), Prof. F. C. Irving 
(Harvard University), Prof. Subodh Mitra (Calcutta), Dr. J. D. 
Hofbauer (Cincinnati), Prof. H. L. Sheehan (Liverpool), 
Prof. W. A. Scott (Toronto), Prof. Henri Bedrine (Lille), 
Dr. J. V. O’Sullivan (London), Dr. Isidore Rubin (New York), 
Prof. Axel Westman (Stockholm), Prof. Bernhard Zondek 
(Jerusalem), Dr. Peter Bishop (London), Prof. J. S. Browne 
(Montreal), Prof. Ebbe Brandstrup (Copenhagen), Prof. F. J. 
Browne (London), and Prof. Dugald Baird (Aberdeen). 
Further particulars may be had from the POOTO TATY of the 
congress, 36, College Green, Dublin. 


DOMESTIC WORKERS IN HOSPITALS 


SoMmE months ago, a London Provincial Council 1! was formed 
to deal with the wages and conditions of domestic workers and 
similar employees in hospitals, whether voluntary or municipal, 
in the London area. On it are represented (on the employers’ 
side) local authorities, the British Hospitals Association, and 
the Mental Hospitals Association, and (on the employees’ 
side) the Transport Workers Union, the National Union of 
General and Municipal Workers, the National Union of Public 
Employees, and the Confederation of Health Service 
Employees, 

The council will deal, among other things, with domestic 
workers in hospitals for whose recruitment the Ministry of 
_ Health is appealing.2 Since in many hospitals there are 
difficulties about providing quarters for resident staff, publicity 
will chiefly be designed to attract non-resident and part-time 
staff; and the campaign will be linked closely with that for 
part-time nurses and midwives. Many hospitals have already 
eased their staffing difficulties by employing part-timers, and 
those which have not, the Ministry of Health is confident, 
should find little difficulty about arranging ‘to fit part-time 
domestics into the work of the institution. Employing 
authorities are urged to make adequate arrangements for 
receiving and interviewing all who come forward : prospective 
workers may be discouraged and their services lost if they are 
not put quickly into touch with some responsible officer who 
can tell them about vacancies. 

' National minimum rates of pay and standard conditions of 
service, as agreed by the National Joint Council in March, 
1946, have already been commended to hospital authorities 
by the Minister; and he now advises all those concerned to 


adopt the new rates agreed nationally for mental hospitals | 


and mental-deficiency institutions, and by the London 
Provincial Council for other hospitals and institutions. He 
also draws attention to the report 3 of King Edward’s Hospital 
Fund for London on the employment of domestic staff in 
hospitals. 


REABLEMENT OF THE LIMBLESS 


OccUPATIONAL therapy is primarily mental treatment, 
and it owes its success to its twofold action, first through 
stimulation of interest in any desired activity, automatically 
producing wholesome muscular processes, and secondly 
through coérdinated muscular movements which affect the 
patient’s mind and personality. Miss Lyttleton, in an excellent 
booklet,4 shows that the amputee’s greatest need is to be 
enabled to feel sure of himself and of his use in the world. 
The occupational therapist who can convince him that he can 
carry out successfully even a small accomplishment has begun 
to build up his confidence; and she can do this only if she 
feels that her first duty is to make friends with each patient 


1. Ministry of Labour Circular No. 11, Feb. 3, 1947. 

2. Circular 67/47. 

3. See Lancet, 1946, ii, 95. 

4. Occupational Therapy for the Limbless. By Phyllis Lyttleton, 
O.8.P., M.A.O.T., late occupational therapist, Ministry of Pensions 


Hospital, Leeds. London: H. K. Lewis. Pp. 40. 3s. 
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and understand him as an individual. From this Miss 
Lyttleton turns to the occupations that her patients need, 
beginning with his ability to feed himself. As early as possible 
he is taught how to use a simple plaster “ peg ” that can be 
strapped to his amputation stump so that he can write his 
letters home. He soon learns to use a pencil similarly strapped 
on, and all these activities keep his muscles in close touch 
with his brain. Recovery can always be best accomplished 
by an occupation that the patient recognises as worth while. 
Occupational therapy has too often been regarded as a means 
of relieving boredom by means of crafts and other handwork, 
but Miss Lyttleton once more makes it clear that though 
these are needed they are only part of a larger treatment 
aiming at full reablement. 


A THRIVING INFANT 


WHEN the Institute of Child Health, which is housed at the 
Hospital for Sick Children, Great Ormond Street, and closely 
associated with the department of obstetrics at the British 
Postgraduate Medical School at Hammersmith Hospital,- 
began work on Jan. 1, 1946, it found at these schools ready- 
made arrangements for the teaching of the diseases of children. 
The care of the child in health was less well covered, and it is 
here that the first annual report of the instjtute has interesting 


` developments to record. A department of genetics has been 


set up at Great Ormond Street, under Dr. J. A. Fraser Roberts, 
to which parents can come with problems of familial and 
hereditary disease. A regular teaching round at Hammer- 
smith lays emphasis on the care of the normal newborn baby, 
and during visits to welfare clinics and nurseries in St. Pancras 
and Holborn students are taught the care of the pre-school 
child. By the end of its first year the institute already had 
57 full-time and 37 part-time students, and the help of the 
Queen Elizabeth Hospital for Children had to be sought in 
providing clinical material for teaching. The institute also 
collaborates with the London School of Hygiene and members 
of the D.P.H. courses attend its lectures on the administra- 
tion of children’s hospitals. Dr. Alan. Moncrieff, Nuffield 
professor of child health in the University of London, is 
director of the institute, and since the death of Lord 
Southwood Sir Archibald Gray, F.R.C.P., has acted as chairman 
of the committee of management. 


THE WAITING-LIST 


THE hospital waiting-list is a cosmopolitan problem, and 
though Dr. Olaf Rémcke! has no panacea to offer he 
has several suggestions for speeding up the circulation of 
patients. On the medical side of his hospital at Drammen, 
in Norway, the average stay in 1945-46 was about 18 days, 
and he thinks this figure might be reduced to 15. He recom- 
mends, first, that more accommodation should be provided 
for convalescents, and, secondly, that hospital staffs should 
recognise that hospitals exist not only for resident patients 
but also for those on the waiting-list. Time can be saved 
by examining a patient, and planning his treatment, on the 
day he is admitted, and by arranging for necessary investiga- 
tions to be made as far as possible concurrently instead of 
giving a day or more to each. Rémcke refers with exaspera- 
tion to the waste of time and wage-earning capacity of 
patients who have to wait perhaps six months before 
admission. 


MALE NURSES 


In June, 1945, the Ministry of Health suggested to hospitals’ 
employing authorities that they should make full use of male 
nurses in all fields of nursing, and asked that those able to offer 
training to male nurses should do so: The result has been 
a steady increase in the number of male nurses being trained 
and employed. At the tenth anniversary ? of the Society of 
Registered Male Nurses on Jan. 29, Alderman Charles Key, 
M.P., noted that the number of training schools rose from 
24 complete and 6 affiliated schools in 1945 to 73 complete 
and 12 affiliated schools by the beginning of this year; and 
whereas male nurses were formerly used in mental hospitals, 
nowadays general and other types of hospital are beginning 
to value them. In 1945 16,200 men were employed in nursing 
in all types of hospitals, 3470 of them in general hospitals. 
In 1946 the number had increased to 22,170, some 6000 of 
whom were employed in fields of nursing other than mental. 
This gives a proportion of 1 man to every 8 women engaged 


1. Tidsskr. norske Ldgeforen. Oct. 15, 
2. Male Nurses Journal, April, 1947. 


1946. 
From the society at 41, 
Wanstead Place, London, E.11. S ey 
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in nursing. There are now some 4800 places, not all of which 
are filled, for men who wish to train as nurses, and the 
Rushcliffe scales of pay make reasonable provision for those 
undertaking this career. 


PHARMACY AND THE ACT 


ADDRESSING the West Kent branch of the Pharmaceutical 
Society on April 14, Mr. H. N. Linstead, M.P., secretary of 
the society, said that in the 5-10 years before health centres 
could be established in large numbers pharmacists would have 
a chance to prove to the authorities and to the public that the 


. existing pharmaceutical service can provide what the patient 


needs. He believed that the pharmacy, properly equipped, 
need not fear the competition of the health centre. Under 
the National Health Service Act, broadly speaking, the 
dispensing doctor would disappear. Pharmacists might 
expect their private dispensing to go down by three-quarters 
and their N.H.I. dispensing to double. For very many 
pharmacists this would mean an overall increase, and if 
pharmacists were prepared to provide staff, accommodation, 
and service he thought remuneration would keep pace. 
Believing that a first-class pharmaceutical service could be 
given in the shops, the council of the Pharmaceutical Society 
was contemplating “‘some rather revolutionary changes” in 
educational policy. It had decided that a three-year course 
of training would be necessary, and that eventually the 
pharmacist would have to go through a university and get 
a degree. A proposal was under discussion that a two-year 
final course should be introduced as soon as possible, and from 
1952 onwards a three-year course for everybody. “We 
believe, because of the new pool of people we can draw on 
in the new secondary schools, we are justified in putting our 
standards up. The pharmacist in charge of the business is 
going to be more and more wanted in an advisory capacity, 
and what you need is the skilled technician working under 
him.” 
MEDICINE IN PALESTINE 

THE report of the Hadassah Medical Organisation for 
1942-44 brings a little light into the present darkness of 
Palestine. For thirty years Hadassah has been the medical 
arm of the World Zionist Organisation, and its preventive 
and curative work has continued despite the difficulties 
created by war. Its preventive successes may be illustrated 
by the figures given for the incidence of active trachoma 
among school-children : this was 34°, in 1918, 7-3°% in 1930, 
and 2-29% in 1943-44. In these last years money was 
granted for the inoculation of all school-children against 
typhoid, typhus, smallpox, and diphtheria, for waging war 
against rats and mice, and for propaganda by broadcasts 
and leaflets. Tuberculosis increased because of the influx 
of active cases from Europe, and because of high food prices 
and poor housing. In addition, routine examination detected 
more early or “silent ” cases. But despite heavy strain on 
the centres of treatment, more active (53°, ) than conservative 
(47°%,) therapy was undertaken—the term “‘ active ” including 
such operations as pneumothorax, phrenic avulsion, and 
thoracoplasty. A reduction in puerperal morbidity in the 
Rothschild-Hadassah-University Hospital, Jerusalem, fol- 
lowed the use of “a new disinfectant ’’ originally introduced 
because of the shortage of rubber gloves. A small neuro- 
surgical centre at the hospital has been kept busy with cases 
from all over the Near East. l 

It is well known that in the recent past Arabs and Jews 
have coöperated on the basis of some common interest. In 
the Arab town of Samakh a Jewish health centre has been 
opened which works together with the local municipality, 
and has done much to raise the standard of health of the 
townspeople. 


University of Cambridge 

Gwynaeth Pretty Studentship.—Applications are invited 
this month for this studentship, which is of an annual valuo 
of £250 and tenable for three years. The holder must devote 
himself, or herself, to research in the ætiology, pathology, or 
treatment of disease, with particular but not exclusive 
reference to those diseases which cripple or disable in child- 
hood. The studentship may be held with the Nita King 
echolarship. Further particulars may be had from Prof. H. R. 
Dean, department of pathology, University of Cambridge. 


St. George’s Hospital, London 

On Thursdays, from May | to July 31, at 4.30 P.M., a series of 
lecture demonstrations in neurology and psychiatry, open to 
doctors and senior students, will be held at the medical school. 


Royal College of Physicians of London 


At a comitia of the college held on April 24, with Lord 
Moran, the president, in the chair, the following were elected 
to the fellowship : 


Surgeon Vice-Admiral H. ST. C. COLSON, ¢.B.E., London: G. B. 
FLEMING, M.B.E., Glasgow; WILLIAM GILLIATT, C.V.O., P.R.C.0.G., 
London ; GEOFFREY JEFFERSON, C.B.E., F.R.S., Manchester; W. A. 
BOURNE, Hove; C. S. D. Don, Manchester: H. V. Dicks, Leeds : 
J. M. Twiac, p.s.0., Wellington, New Zealand; Una C. 
LEDINGHAM, London; A. A. McI. Nicox, Sunderland: W. E. 
CHIESMAN, Edenbridge; L. W. HALE, Camborne ; W. Hurst 
BROWN, Toronto; P. Bropy, Sheffield; G. A. RANSOME, 
Singapore; M. I. A. HUNTER, R.A.M.c., Malaya; G. E. GODBER, 
Epsom ; N. C. OSWALD, London; K. M. ROBERTSON, Winchester ; 
R. H. DosBsBs, London; J. W. LITCHFIELD, London; L.C. MARTIN, 
Cambridge; G. D. HADLEY, London; W. N. MANN, London: 
CHRISTOPHER HARDWICK, London; R. S. ILLINGWORTH, Sheffield : 
ISABEL WILSON, London; J. H. HUTCHISON, 0.B.E., Glasgow ; 
S. R. F. WHITTAKER, Leamington: J. F. STOKES, Watford: C. M. 
FLETCHER. Penarth; H. L. SHEEHAN, Liverpool; H. S. BANES, 
London ; ROBERT MARSHALL, Belfast. 


Dr. R. A. Young was appointed to represent the college 
at the Health and Tuberculosis Conference on July 8, 9, 
and 10. Mr. M. L. Formby was elected an examiner for 
the diploma in laryngology and otology and Dr. G. E. S. 
Ward an external examiner for the Faculty of Radiologists. 
Reports were received from the committee on cardiology 
and from the rheumatic fever committee. ; 

The following having satisfied the censors’ board were 
admitted to the membership : 


George Ansell, M.B. Lpool, W. Melville Arnott. M.D. Edin., D. C. 
Beatty, M.B. Lond., J. R. Bignall, M.B. Camb., J. J. Billings, 
M.D. Melb., James Black, M.D. Glasg., D. C. Brown,:M.B. Wales, 
E. D. Burnard, M.B. N.Z., J. N. M. Chalmers, M.D. Glasg., C. F. 
Cooper, M.B. Lond., J. G. K. Dean, M.B. Lpool. J. P. Donaghy, 
M.B. Belf., S. B. Finlay, M.B. Sydney, John Foley, M.B. Camb., 
H. A. W. Forbes, B.M. Oxfd, D. M. I. Freeman, M.B. Lpool, J. S. 
Frew, M.B. Glasg., S. C. Gold, M.B: Camb., J. L. Greaves, M.B. Lond., 
M. H. K. Haggie, M.C., M.B. Camb., B. J. Hilton, M.B. Lond., J. C. W. 
Hopkyns, B.M. Oxfd, L. H. Horwitz, M.B. Witw’rsrand, R. T. Jenkins, 
M.B. Wales, H. B. Kay, M.D. Melb., A. C. Kirby, M.B. Lpool, J. M. S. 
Knott. M.B. Camb.. David Landsborough, M.D. Lond., J. R. 
Lauckner, M.B. Edin., R. R. H. Lovell, M.B. Lond., B. S. Lush, 
M.B. Lond., I. P. McL. MacDougall, M.B. Lond.. R. I. . Mackay, 
M.B. Manc., R. L. Macmillan. M.D. Toronto, P. R. A. May, M.B.Camb., 
J. H. D. Milar, M.D. Belf., M. D. Milne, M.B. Manc., E. S. Monteiro, 
L.M.8. Singapore, A. J. Moon, M.B. Lond., B. B. Mukheji, M.B. 
Calcutta, Thomas Partington, M.B. Lond., T. M. L. Price, M.B. Lond., 
R. A. Pyper, M.D. Belf., C. E. Quin, M.B. Lond., George Read, 
M.B. Sydney, W. Mel, Rose, M.D. Melb., G. M. S. Ryan, M.B. Lpool. 
Thomas Semple, M.D. Glasg., A. G. Spencer, G.M., M.B. Lond., J. S. 
Stead, M.B. Lond., C. J. Stevenson, M.B. Lond., Peter Stradling, 
M.B. Lond., Christopher Strang, M.B. Durh., C. V. Talwalkar, 
M.D. Bombay, Viviun M. N. Usborne, M.B. Lond., R. H, Vasey, 
M.D. Durh., E. G, Wade, M.B. Manc., O. H. Warwick, M.D. McGill. 
S. D. V. Weller, M.B. Lond., F. A. Whitlock, M.B. Camb., J. T. 
Wright, B.M. Oxfd. 


Licences to practise were conferred upon the following 
136 candidates (110 men and 26 women) who have passed 
the final examination of the conjoint board : 


Elizabeth J. Acton Davis, Unity R. Allen, Patricia M. Appleton, 
J. H. Apted. A. G. Atkinson, Arie Bagon, Anthony Bell, Elizabeth 
A. Bevan John, J. L. Bleakley, H. J. G. Bloom, J. F. Bolton Carter, 
P. H. Brasher, Jean F. C. Brown, J. H. S. Buchanan, N. G. P. 
Butler, Pamela H. Canham, M. T. F. Carpendale, D. L. Chadwick, 
K. B. Chambers. D. J. Chapman, Arjan Chopra, Jill C. Clark, 
J. G. W. Clarke, M. H. V. Coigley, P. D. Collingwood, M. B. Conran, 
H. G. W. Cooke, J. B. Cowie, J. T. Crean, E. G. W. Cross, M. E. S. 
Cutts, O. W. Davies, K. R. H. Deane, J. E. R. Dixon, N. H. Dray, 
J. B. Eades, R. L. Edwards, Angela I. Emerson, Emrys Evans, 


L.J. Evered, Sheila Fairclough, Margaret L. Fallon, K. M. Fergusson, 


J. J. Fingard, Harold Forman, R. M. Forrester, A. L. Forster, M. J. 
Forth, H.-J. B. Galbraith, D. J. Gardner, B. A. Gavourin, Wilhelmina 
N. Gaye, T. W. A. Glenister, N. G. O. Gourlay, J. C. Graves, J. M. 
Hall. D. A. Hanson, J. G. Harrison, R. A. Harrison, H. H. Hayes, 
Daphne M. Haynes, D. G. H. Hollis, Mary C. Holt, John Hope, 
P. J. Horsey, Frances S. Huxley, R. N. Jackson, Henry Jarvis, 
Elwynne Jones, R. K. Jones, H. B. Juby, H. M. Kershaw, R. C. 
King, C. D. Korn, J. B. Lyn-Jones, A. M. McCall, J. M. S. McCoy, 
Janct L. McKenzie. Jocelyn P. Mandelstam, C. A. Martin, J. Q. 
Matthias, B. W. Meade, P. H. Merory, I. F. Michie, Rhiannon 
Morris, J. P. Mostyn, R. J. Moylan-Jones, Josephine C. Mulcahy, 
D. H. Musselwhite, Jack Nagington, H. J. V. M. Ormerod, Alexander 
Paton, F. A. Pearson, M. H. Pettigrew, T. A. J. Prankerd, R. M. McK. 
Pratt, J. S. Prior, R. R. L. Pryer, Sonia A. Purdie, Mary M. Rayner, 
Peter Read, R. T. Rennie, Alan Rezler, Harry Rezler, D. H. Richards, 
A. H. Rinsler, J. M. D. Roberts, Ebben Roderic-Evans, C. J. Roux, 
G. C. Ryan, A. H. Sader, E. K. Scott, Mari R. Simpson, Sidney 
Slovick, Esther Smith, G. D. R. Smith, C. J. Snell, John Stephenson, 
Winifred A. Sterndale-Bennett, Harold Stewart, A. R. Swanton. 
Cyril Taylor, J. T. L. Unsworth, Henryk Urich, Helen B. Walker, 
N. A. Walker, J. R. Watson, Mary B.. Watson, J. L. C. Whiteombe, 
H. M. White, Rose A. J. Whitelaw, Eirian Wiliams, K. M. Wiliams, 
T. A. Williamson, N. E. Winstone, J. R. R. Wray. 


Diplomas in child health, tropical medicine and hygiene, 
physical medicine, and ophthalmic medicine and surgery were 
conferred on those named in reports of meetings of the Royal 
College of Surgeons in our issues of March 22 and April 19. 
(The name of Dr. Nan-Gan Yu was mis-spelt in the 
list of those obtaining the D.T.M. & H.) The D.C.H. was 
also conferred on V. D. Arora and the p.L.o. on R. T. 
Raymond-Jones. 
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Royal College of Surgeons of England 


Applications are invited for the post of lecturer in physiology 
at a salary of £800 per annum. The lecturer will assist in the 
courses of applied physiology held twice a year, and research 
facilities are provided. Applications should be sent before 
May 165 to the. assistant secretary of the colege, 3 Lincoln’s Inn 
Fields, London, W.C.2. 


The widow of Mr. E. Laming Evans, F.B.c.s., has left the 
residue of her £30,000 estate to the college for research in 
orthopedic surgery. 


. A course of lectures in anatomy, applied physiology, and 
pathology will be given at the college from July 1 to 31 and 
from Sept. 1 to 30. Further information may be had from 
the assistant secretary of the college, Lincoln’s Inn Fields, 
London, W.C.2. 


A Manx Spa > 


The Isle of Man legislature is preparing a scheme to turn 
Ramsey, the northern Manx holiday resort, into a brine spa 
at an initial cost of £100,000. 


Royal Institute of Public Health and Hygiene 


~ 


Prof. E. D. Adrian, 0.M., F.R.S., has been appointed Harben 


lecturer for 1947. His subject will be the Organisation of the 
Nervous System, and he will deliver the lectures on Dec. S, 9, 
and 10. 


Indian Medical Service Dinner Club 


The annual dinner of the club will be held at the Connaught 
.Rooms, Great Queen Street, London, on Thursday, June 12, 
at 7.30 P.M., when Lieut.-General Sir Bennett Hance will 
preside. Further particulars may be had from Mr. A. W. 
Brown, Grindlay’s Bank, 54, Parliament Street, S.W.1. 


Lectures on Rheumatism 
A course of lectures on Recent Advances in the Chronic 


Rheumatic Diseases will be held at the rheumatic unit of . 


St. Stephen’s Hospital, Fulham, daily from June 2 to 13 at 
5 P.M. Further information may be had from the secretary 


ae the Fellowship of Medicine, 1, Wimpole Street, London, 
als 


Edinburgh University Club of London 


The first dinner of the club since the war will be held at the 
Café Royal on June 5 when Sir John Fraser, F.R.C.S.E., 
the principal of the university, will be the guest of honour. 
Any member who has not received his official notice by May 
29 is asked to write to Dr. Bruce Williamson, the hon. 
secretary, 12, Wimpole Street, W.1. 


Society of Public Analysts 


At a meeting of the society to be held at 6 P.M. on 
Wednesday, May 7, at Burlington House, Piccadilly, London, 
W.1, Mr. F. A. Robinson, F.R.1.C., will give a brief account of 
the Chemical Nature of the Penicillins, and Mr. R. R. Goodall, 
PH.D., and Mr. A. A. Levi, PH.D., will read a paper on a 
Microchromatographic Method for the Detection and 
ee Determination of the Different Penicillins in a 

ixture, ; 


International Society of Medical Hydrology 


The first session of the annual meeting of this society will 
be held at Rheinfelden on Sept. 10. Other sessions will 
take place at Schinznach Bad, Baden, and Basle, and the 
meeting will end with an excursion through the Engadine 
and Bernese Oberland. The subjects for discussion will 
include spa and climatic treatment for children, peripheral 
vascular disorders, balneotherapy in non-rheumatic diseases, 
and spa treatment in rehabilitation after accidents and war 
injuries. Further information may be had from the hon. 
secretary, Dr. Donald Wilson, 28, The Circus, Bath. 


Royal Hampshire County Hospital, Winchester 

A new maternity unit has been opened at this hospital in 
response to the county council’s request to provide extra 
beds for mothers. The main accommodation consists of two 
large wards which can be divided into smaller units. The 
nursery for premature babies is air-conditioned. Bed micro- 
phones have been provided for patient-nurse communication, 
- and patients will receive instructions for their daily exercises 
through another system of loudspeakers. Electric washing 
machines for clothes and for china will lighten the work of the 
staff, and bed-pans will be steam-sterilised at the same time 
as they are emptied. 


' ROYAL Cores? OF SURGEONS 


Congress of Military Medicine i ; 

An international congress, organised by the Comité Inter- 
national de Médecine et de Pharmacie Militaire, will be held 
at Basle from June 2 to 7. Further information may be had 


from the secretariat of the committee, C. C. P. 600. 94, Liége, 
Belgium. l 


- Dr. Frederick Reiss, who formerly held the chair of dne? 
logy at the National Medical College and St. John’s University 

Medical College, Shanghai, China, has been appointed associate 

clinical professor in the department of dermatology and 

syphilology of the New York University college of medicine. 


= Messrs. Parke, Davis and Co. inform us that oxidised 
cellulose, under the name ‘ Oxycel,’ can now be supplied in 
limited quantities for clinical trial, and they hope to make it 
generally available within the next few weeks. 


Diary of the Week 


MAY 4 To 10 


Monday, 5th 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
6.15 P.M. Mr. F. C. Ormerod: Tuberculosis of the Nose and 
Throat. -o 
WESTMINSTER HOSPITAL, Horseferry Road, S.W.1 
5 P.M. (Meyerstein Theatre.) Clinicopathological jenieastention 
on Hesmochromatosis. 
UNIVERSITY OF LEEDS 
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BACKACHE * 
B. H, Burns R. H. Youna 
M.B. Camb., F.R.C.S. M.B. Camb., F.R.C.S. 
ORTHOPÆDIC ASSISTANT ORTHOPÆDIC 
SURGEON SURGEON 


ST. GEORGE’S HOSPITAL, LONDON 


THERE used to be no more unwelcome patients in 
orthopedic departments than those with backache. Now 
they are much more satisfactory to treat because we know, 
or think we know, the pathology. . Treatment without 
knowing the pathology is a depressing business. 

In our opinion very many of these cases—perhaps the 
majority—are due to a lesion of the intervertebral disk ; 
in fact, we hold the view that nearly all recurrent attacks 
of backache, and many cases of chronic backache, are 
due to disk lesions. 

It is impossible to separate backache entirely from 
sciatica, because both are often manifestations of the same 
underlying condition. Indeed, it is through the clarifica- 
tion of knowledge of the cause of sciatica that light has 
been thrown on the cause of backache. 

There are two common types of low backache associated 


with a disk lesion : lumbago and “ lame back.” Lumbago. 


implies the sudden onset of acute pain in the low back with 
localised tenderness over the lumbar muscles, or in the 
mid-line over the interspinous ligaments. The attack may 
last a few hours or some days. If it lasts more than a 
fortnight it often passes into sciatica. Examination of 
movements of the spine reveals restriction of forward 
bending, whereas sideways bending is free. Between 
attacks the back may be normal, but there may be some 
restriction of forward flexion. The patient with ‘“‘ lame 
back ” is often all right if he is lying down, but the pain 
returns on exercise or even on sitting or standing. It may 
follow an attack of lumbago, or may be a persistent 
complaint without acute exacerbations. It sometimes 
follows a severe and protracted attack of sciatica, in 
which case, after many months, the severe sciatica 
subsides, leaving the patient with a chronic backache and 
occasional pain down the leg. 

Both of these types will at some time have restriction 
of movements, however slight. This will be most notable 
when the pain is bad. 

There is also a type of backache in which there is never 
any restriction of movement and the only physical sign 
is tenderness. When the tenderness is localised and 
constant it may be referred from a visceral lesion ; 
when it is diffuse and variable it may be due to a neurosis. 

We shall not discuss those who have discomfort in the 
back after maintaining an uncomfortable position, such 
as bending forwards or sitting in an uncomfortable seat. 
This backache is transient and disappears on altering 
position. Nor shall we consider the stiffness which follows 
unwonted activity, for this occurs in all muscles. 

We shall try to explain our reasons for thinking that 
many cases of backache are due to disk lesions. We were 
slow in coming to this conclusion, for until comparatively 
recently we had not operated on patients with backache 
alone, but only when it was accompanied by sciatica. 
Latterly, however, we have operated in 37 cases for 
backache alone and found a disk-lesion in 34 of them. 
This number is small, relative to the number of operations 
for sciatica, because patients with backache alone are 
seldom bad enough to require operation, and they tend 
either to get better, or, if they get worse, they usually 
develop sciatica. Further,.most patients with sciatica 


due to protrusion of a disk have, in their early stages, 


symptoms of backache only. Of the patients who had 
their disks removed for sciatica, 68% had pain in the back 
alone as their earliest symptoms, and the pain was 
limited to the back for months, or even years, before the 
sciatica developed. 
* Read to the Chelsea Clinical Society on Nov. 12, 1946. 
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DIFFERENTIAL DIAGNOSIS 


Most of the chronic cases of low back pain not due to 
disk lesions can be diagnosed by routine radiography, 
which may show spondylolisthesis, spondylitis (except in 
the early stages), osteo-arthritis, Paget’s disease, old 
fractures, osteomyelitis, or, growths. 

Spondylolzsthesis is much more commonly recognised than it 
used to be, largely because of improvements in radiography. 
Minor degrees with merely a laminar defect require good 
radiograms and close scrutiny. We have several times operated 
in such cases, thinking that the patient had a disk lesion. 
A small apparent slipping may cause a palpable ledge, which © 
may give rise to backache or sciatica, or both. 

Spondylitis can be readily detected, for, like any form of 
Aktrice in these joints and elsewhere, it causes restriction of 
movements in all directions, and is therefore easy to distin- 
guish from a disk lesion, in which sideways movement is free. 
Except sometimes in the earliest stages it can be confirmed by 
radiography. 

Osteo-arthritis is also revealed by radiography. If it is 
localised to two adjacent vertebræ it is almost certainly due to 
an old disk injury. Some patients with severe compression 
fracture may have persistent pain. The pain is usually felt 
in the dorsolumbar region—D 11/12 or I, 1—and may arise 
from disalignment of the lateral vertebral joints resulting from : 
the deformity. . 

Sacro-iliac arthritis is also a rare cause of backache, and in 
the early stages, before radiological changes have developed, 
it is difficult to diagnose, but there is often pain on compressing 
the iliac crests and a positive Trendelenburg sign. 

The frequency of neoplasms as the cause of low back pain 
and sciatica has been exaggerated; in the record of 1000: 
cases of backache kept by one of us (R. H.Y.) some years ago 
only 6 were due to secondary carcinoma. 

Patients with referred pain from the visceral organs of the | 
pelvis or the kidneys will have no restriction of movement, 
though there may be some local tenderness. Gynacologists 
agree that intrapelvic conditions are much less often the cause 
of backache than was formerly suspected; for instance, a 
retroverted uterus, if otherwise normal, is not now considered 
to be a cause of backache. Moreover, those intrapelvic 
conditions which give rise to backache can be readily 
discovered on examination by a gynecologist. 


In our opinion the incidence of many other conditions 
which have been accused of causing backache has been 
unduly emphasised.. More than one authority has given ' 
support to some of these. True, like us, they regard most 
conditions as having mechanical, as opposed to infective, 
causes, but the mechanical causes they give are somewhat 
different from ours. They make their diagnosis according 
to the site of the tenderness. When it is over the sacro- 
iliac joint they call it sacro-iliac strain and recommend 
manipulation ; when it is over the lumbosacral articu- 
lation in the mid-line they call it lumbosacral strain 
and recommend removal of the spinous process. When the 
patient indicates the site of the pain as being over the — 
lumbar part of the erector spin, with muscle spasm, 
they say it may often be a disk lesion, and that it may 
improve with pliysical treatment. Another site of the 
pain is over the sciatic notch, and they say this’ may 
ultimately give rise to a full-blown sciatica, which, in — 
their opinion, is most often due to a narrowing of the 
lateral vertebral foramen. We hold that the pathology . 
cannot be defined from the site of the tenderness, since 
patients with proved. disk lesions cured by operation have 
shown tenderness in any or all of these areas. 

The explanation of the fact that tenderness is some- 
times at a higher level than the affected disk is that, in a 
disk lesion, the pain in the early stages is, we think, due 
to tension of the posterior longitudinal ligament, which 
is stretched over the posterior surface of the disk. It has 
been shown that the posterior surface of the disk may be 
innervated by small nerves coming from two or three 
segments higher, and the pain and tenderness are due to 


localised muscle spasm induced by irritation of the 


segmental nerve. We have had many patients who have 
started with pain, say, over the erector spine opposite the 
R 


4 
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third lumbar vertebra, but they subsequently developed 
sciatica from a disk lesion at the L4—L5 or the L5-S1 space. 

The tenderness at all these various sites may be 
temporarily relieved by injection of procaine, as was 
shown by Kelgren some years ago, but one is not 
implying, 


as he did, that the pain 


justified -in 
l - originates at .these 


sites. The tender 
areas, as has been 
shown by Eliott 


(1944) and con- 
firmed by Weddell 
et al. (1944) using 
electromyography, 
are due to localised 
muscle spasm 
arising from an 


ie i irritation of the 
Fi I—A small protrusion of the nucleus : 
Suloosus through a horizontal tear of the nerve root before 
annulus, This gives rise to backache only. it leaves the spinal 
‘ column. 


A friend of ours illustrates these points very well. 


Many years ago, for pain in her back, she had her sacro- iliac 
joint fused, but the pain persisted and she was kept on her 
back for six months. Some time after this, probably because 
of the rest, she was free from pain. Then we saw her with a 
tender spot on the upper and outer side of the calf, and we 
rather EE diagnosed this as tennis leg, becuuse it 
came on during a game of tennis. Later, however, she 
developed a full-blown sciatica. At laminectomy a large disk 
lesion was found, the removal of which cured her. 


The moral of this case is that it is misleading to make 
„a diagnosis merely from the site of the tenderness, which 
is often referred from an intràspinal cause. 


ÆTIOLOGY 


Persistent backache sometimes follows an injury to 
the bone or soft parts of the back, as with a chronic sprain 
elsewhere, but one must not exaggerate the frequency of 
this condition. Other sites in the body, say in the thigh 
or arm, which should be equally exposed tp strain, are 
only rarely accused of being the cause of the trouble. 
We used to diagnose a sprain of the wrist much more 
often before we learnt to recognise the fractured scaphoid. 
Once a torn muscle or a flake fracture has become painless 
elsewhere in the body it remains painless and is not the 
cause of recurrent attacks. An example of this type of 
fracture is a fracture of the transverse process of a lumbar 
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Fig. 2—A larger protrusion pressing on the nerve-roo 
sciatica. 
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vertebra. This will be rapidly and permanently cured if 
free movement is restored by exercise. 

Postural strain may be a factor in some cases of back- 
ache. Much emphasis was laid on it some years ago, but 
we very rarely see this, except in a patient with lordosis | 
below a kyphosis, or perhaps where there is a gross cause 
for it, as sometimes in the later stages of pregnancy. It 
should be, and in our experience is, relieved by lying 
down. ` Certainly it is very rarely a factor in the young 
adult, in whom it causes only transient trouble.: 

Postpregnancy backache is said to follow relaxation 
of the ligaments at parturition, but in a large number of 
radiograms observed by Roberts (1938-39) the separation 
of the symphyses was rarely more than 2mm. Thus it is 
difficult to see how the sacro-iliac joint could be strained. 
Postpregnancy backache usually clears up, but where 
it persists we should expect it to be due to an injury to 
the disk. In fact, we have had many cases in which 
a disk protrusion was found and the original injury 
undoubtedly occurred at parturition. 

Sacro-iliac strain from any cause is rare, in our opinion, l 
if indeed it occurs at all. 

We regard neurosis as a much less common cause of 
pain in the back than we formerly: did. There is nearly 
always an organic basis, and it is striking how many 
patients -have 
been accused of 
having a neuro- ` 
gis in whom we 
have found a 
prolapsed disk. 
Many cases of 
what used to be 
called “ railway 
spine” fall in 
this category. 

Infective or 
metabolic causes 
of backache, 
such as are attri- 
buted to rheu- 


matism or fibro- Fig. 3—A condition sometimes found in old- 

di £ they standing cases where the patient no longer 
S1lis, 1l ey complains of sciatica but has persistent 
exist at all, are | 


backache. 

not now diag- 
nosed by us. Yet some patients seem to, prefer.that their 
recurrent attacks of backache should be ascribed to these 
causes, rather than to a more precise and accurate 
mechanical cause. For instance, a patient seems more 
ready to believe that his attacks of lumbago are con- 
sequent on a mild debauch, such as drinking too much 
champagne or port, than that it should be due to a simple 
thing like a disk. This is surprising, because it implies, 
we should have thought, a considerable constitutional 
upset, with a breakdown of the normal metabolism. 

We see little evidence of rheumatism, which is supposed - 
to be associated with, or made worse by, cold and damp, 
as a cause of painful backaches. The importance attached 
to cold and damp as factors in backache or so-called 
rheumatic complaints has rapidly decreased with increas- 
ing knowledge. In the Army the symptoms were often 
ascribed to these conditions, whereas the truth was that 
the soldier was at the same time doing strenuous work 
in which he was likely to damage his disk. 

An investigation into “ tank back ” at a tank- testing 
uilit near Botley revealed that 20% of tank drivers there 
had backache which came on after they had been driving 
tanks at speed over rough ‘ground. Those whose age 
was over 28 or 29 showed a much higher incidence even 
than this. These patients showed a typical picture of a 
protruded disk. 

_ In fact, it is becoming increasingly probable that most 
cases of pain in the limbs have a mechanical cause, and 
when the pain is referred down the limb-it is due to 
pressure on the nerve-root. This apphes not only to pain 
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in the lower limb but also to brachialgia or brachial 
neuritis, many cases of which are due to cervical disk or 
costoclavicular compression. 


PATHOLOGY - 


We believe it is possible to correlate the symptoms 
with the pathology we have observed. 


Hf Ly ; 


Fig. 1 indi- 
cates how. a 
small protru- 
sion of nuclear 
material, not 
large enough to 
irritate the 
nerve-root and 
cause sciatica 
(fig. 2), can, by 
causing tension 
of the posterior 
longitudinal 
ligament, give 
rise to backache 
alone. These protrusions may pop in and out almost as 
easily as a hernia does. We have, at operation, often 
pushed them back ; and, if the patient is under light enough 
anæsthesia to cough or heave, the protrusion reappears. 

A similar effect is produced by another type of tear— 
3 lesion of the annulus fibrosus (figs. 4 and 5). Here the 


Fig. 4—A tear of the annulis with a bulge. 


torn piece of annulus can swing in and out, mimicking a 


torn cartilage of the knee. Both these types of lesion, 
when the protrusion is reduced, give rise to no symptoms, 
but bending or lifting may force the disk material back- 
wards, producing tension on the posterior longitudinal 
ligament, thereby causing backache. This, in our opinion, 
is the explanation of recurrent attacks of backache. 

Fig. 3 illustrates an occasional finding in old-standing 
cases of persistent backache. - 


TREATMENT AND RESULTS 


If these observations on the pathology are accepted, 
a rational treatment is possible. Needless to say, we do 
not find it necessary to operate on a high proportion of 
patients with-backache alone. As previously mentioned, 
‘most of them get sciatica when they get worse. Never- 
theless, operation offers the best chance of permanent 
cure. None of our patients has been made worse by 
operation ; in fact the operation is without danger—but 
not withoyt difficulty. The amount of pain and disability 
have to be balanced against the inconvenience of, and 
the time spent recovering from, the operation. 

The alternatives are rest in bed, or modified rest by 
wearing a corset. We see little advantage in wearing a 
plaster cast, since it is more cumbersome and less com- 
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Fig. S—The sanulart tear being Panay. “te is asa necessary to 
l pernove the whole of the nucleus pulposus, (To remove the 
charge from the shell, as it were.) 
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fortable than a corset, which is as efficient in restricting 
movements at the lumbosacral junction. 

A patient who has an occasional attack of lumbago or 
a mild chronic backache will prefer to put up with it 
than submit to operation. Even with sciatica, in the 
first attack we try the effect of three weeks in bed ; then, | 
if the pain goes, we let them off with a caution and a 
corset. Other types of treatment in our hands have a 
limited effect, at best only transient. Most of them are 
efficient in temporarily relieving spasm; but, when the 
treatment is over, the pain is likely to return. Local 
injections act in this way, and their effect lasts only a 
few hours. We have had’ an extensive experience of - 
epidural injections; they may have been occasionally 
helpful, probably by anesthetising the posterior longi- 
tudinal ligament or the nerve sheath, but the results are 
often disappointing and impermanent. 

Other forms of physical treatment, such as radiant 
heat, diathermy, and infra-red rays, do give temporary 
ease by diminishing the muscle spasm, but their effect is 
not lasting. 

We used to practise manipulation for low backache. 
Here also the effect was disappointing in our hands, and 


PATIENTS WITH SCIATICA 


: Total Still in pain or Symptom- 
Treatment casos | having attacks less 
Not operated on: 
First seen 1939-42. 

Followed up 1945 248 79% 21% 
f on F ll 1 I 111% l 

5 ollowec mprovec 
up 1946 310 (im better 9420% 80 % 


we rarely do it now. Sometimes it was dramatically 
effective, probably because it allowed the protruded part 
to return to its proper place, or shifted tho root off the 
protruded disk. But not infrequently the patient was 
made worse, and sometimes the pati@nt with sciatica will — 
say that he only had backache before the manipulation, . 
but after it he developed sciatica. 

‘At one time we used to give all these treatments, and 
their lack of lasting effect in backache and sciatica is 
indicated by the accompanying table. Admittedly, this 
refers to the more severe cases, but the same should apply 
to less severe cases when the cause is the same. 

The figures in the table are from cases of backache and 
sciatica treated by all the methods in vogue before we 
operated on them ; 248 of these were available for follow- © 
up last year. It will be seen that 79% were still having 
attacks. Since we began operating in such cases in 1941 
the position has been reversed : 80% are now symptom- 
less, and 20% have some pain, 11% being improved but 
not cured, and 9% no better.. All but 9 patients with 
severe sciatica have been operated on. 

The commonest cause of failure, in our opinion, is 
protrusion of another disk. This occurs less often since 
we realised that about 12% of the patients operated on 
have a protrusion of two disks—a double lesion. Another 
cause of failure, also less common now, is a further 
protrusion of the same disk, due to incomplete removal of 
the nucleus pulposus. Re- exploration will remedy both 
these errors. 

A less common cause of failure i is a persistently adherent 
nerve-root. This is benefited by a spinal graft, as are 
some other uncommon conditions. In fact it is difficult 
to think of many conditions causing severe low back pain 
where the pain cannot as a rule be relieved by operation 
of some description—in a disk lesion removal of the 
protrusion, in some other conditions by spinal graft, or 
when there is pressure on the dura or nerve-roots (as some- 
times in osteoarthritis or Paget’s disease) by laminectomy 
and uncapping the nerve-roots. Even the pain from a 
malignant growth of the spine may often be relieved by 
removing the pressure. 
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SUMMARY a 

Persistent or recurrent low backache commonly arises 
from a lesion of an intervertebral disk or the annulus 
fibrosus. The other‘causes can nearly always be diagnosed 
by straight radiography. 


When disk lesions get worse the patient usually develops ~ 


sciatica. | , 

Operation is the rgtional treatment for all cases of severe 
backache due to disk lesions and will cure nearly every 
case. The operation is free from danger, so the incon- 
veniences of operation must be balanced against those 
of the backache. a 

In. cases not severe enough to justify operation, all 


other treatments have a limited effect, except rest and - 


time, which will cure some of them. 

Of 310 cases of sciatica due to disk ‘lesions operated on 
in 1941-45, a follow-up has shown that 80% are still 
symptomless. . a 
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STREPTOMYCIN IN EXPERIMENTAL 
PLAGUE 


Denis HERBERT * 
M.A., Ph.D. Camb. 
From the Microbiological Research Department, Experimental 
‘Station, Porton, Wilts. i 
STREPTOMYCIN is an antibacterial substance produced 
by the mould Actinomyces griseus.?? It has been isolated 
in a pure state,‘ 21 26 and its chemical constitution partly 
elucidated ; it appears to be the meso-1, 3-diguanidino- 


2, 3, 4, 6-tetrahydroxycyclohexane glycoside of an as © 


yet incompletely identified disaccharide, one hexose 
component of which is N-methyl-l(-) glucosamine. 5 22 27 

In the test-tube streptomycin shows strong anti- 
bacterial activity a%ainst many species of gram-positive, 
gram-negative, and acid-fast bacteria.2® 2° 8937 It is com- 
paratively non-toxic to experimental animals 1? 28 and 
humans.!3 18 39 These facts suggest that streptomycin may 
_ prove a valuable chemo-therapeutic agent, and it has been 
used to treat various experimental infections in animals with 
in most cases considerable success.? 6781415 16 20 28 28 32 38 
Preliminary results in small-scale trials on human patients 
have been rather encouraging.® 11 17 19 

In particular, streptomycin has given exceedingly good 
results in the treatment of tularzemia, both experimentally 
in animals and in man.!! 14 In view of the close biological 
relationship between Brucella tularensis and Pasteurella 
pestis it was decided to test the effect of streptomycin in 
experimental plague infections in mice and guineapigs. 

| ; METHODS | 

Media.—The medium used for broth cultures was a 2% 
tryptic digest of casein, pH 7-6, containing 1% sodium glycero- 
phosphate as buffer, and 0-2% glucose (“ Tc-glucose broth ’’). 
For solid media, a tryptic digest of beef muscle, pH 7-6, con- 
taining 1:5% agar and 5% of a peptic digest of sheep’s blood 1° 
was used (‘‘TM-PSB agar °). 

Viable counts were made by delivering from a calibrated 
dropping-pipette 7 drops (0-2 ml.) of a suitably diluted bacterial 
suspension on to the surface of Tm-PsB agar plates, and spread- 
ing the drops by rotation.?4 Colonjes were counted after 
40 hr. at 37°C. If desired, 1/500,000 crystal violet may be 
added to the agar to reduce contaminants. The presence of 
the peptic blood is essential to obtain full development 
of isolated colonies under aerobic conditions.*! 

Dilutions were made ‘in 0:9% NaCl or 1% phosphate buffer 
pH 7-6; broth is not superior to these simple diluents. 

Opacities of bacterial suspensions were measured’ in a 
Hilger Spekker photo-electric absorptiometer and are expressed 
as optical densities (log I, /I per cm. depth). 

Strains.—The three virulent strains used (nos. 327, 336, 
and 337) were isolated from human cases in North’ Africa in 


* Now working in the Medical Research Council’s Unit for Bacterial 
Chemistry, at the Lister Institute, London. l 


1942. Two. avirulent strains—Soemedang and Tjiwidej 


(Otten’s vaccine strains ?5)—were also used in in-vitro experi- 
ments. Stocks were preserved by drying in gelatin-ascorbie- 
acid broth,*5 by which means virulence has been fully preserved 
since 1942 ; cultures in current use were grown in TM-PSB agar 
stabs and kept at 0°C, subcultures being made monthly for 
not more than 6 months. | cae | 

_ Test Animals.—White mice (18-20. g.) and guineapigs 
(225-250 g.) were used. To prevent cross-Infection, mice 
were kept in metal boxes with separate compartments for 
each animal, and guineapigs in separate cages with cloth 
covers. .Animals were examined daily for a minimum of 
3 weeks, some for as long as 6 weeks. Most of those dying 
were examined post mortem, and the spleen and heart blood 
examined microscopically and culturally for the plague 


\ 


bacillus. A proportion of survivors was also killed at the © 


end of the experiment and examined post mortem. 
Infecting Dose.—Cultures grown for 16 hours at 37°C, either 
in TO-glucose broth or on TM-PSB agar slopes, were used ; 


contrary to Sokhey’s *3 findings, they were equally virulent. - 


The standard infecting dose was 0:2 ml. of a 1/10 © dilution 


in broth, buffer, or saline. ` This contained on the average 
about 500 viable organisms; the exact number was 


' determined in each experiment by viable counts. - 


Streptomycin.—Two batches of ‘streptomycin hydrochloride 
(Merck) were used ; their potencies were 130 and 280 units/mg. 
—i.e., 16% and 35°, pure. (The material was received in. 


January, 1945; much purer preparations are now ‘available.) 


Solutions of the desired strength were made in normal saline 
and sterilised by seitz filtration. Doses of 0-2 ml. were injected 


- subcutaneously or intraperitoneaHy ; care was taken to keep 


the site of injection of the drug as far as possible from the 
site of injection of the organisms.. In most experiments. the 
streptomycin was injected twice daily, in two equal doses 
morning and evening. | 

i RESULTS ` a 


In-vitro Experiments : 


Streptomycin inhibits the growth of Past. pestis in 
TC-glucose broth (table 1). The minimum concentration 


. required for complete inhibition of growth increases 


somewhat with increasing size of inoculum, but the effect 


TABLE I—INHIBITORY EFFECT OF STREPTOMYCIN ON GROWTH 
‘OF STRAIN 337 IN BROTH, SHOWING EFFECT OF SIZE OF 
INOCULUM . 


| a E eee Pe nee pn eee E ee 


Inoculum Streptomycin concentration (untts/ml.) ? 
(viable : 

cells/ml.) 0. 05 ‘| 10 2-0 | 40 | 6-0 
125x107 |++4+4+/++++/++++/+4+4+4/ 44+] 0 
125x108 [++++]/+++4+/+4++4+4+) + 190 | 0 
1-25x10° +++ +444) +44 0 o | o 
1:25 x10! jt+++/++4++) ++ 0 0 0 
1:25 x10° |++++|++++ + o j 0 0. 
1:225 x10? |++++/4+++4| 0 | 0 aa “0 


Growth from 16-hour TMA-PSB slope washed off, diluted, and 
inoculated into 10 ml. tubes of Tc-glucose broth containing indicated 
amounts of streptomycin; inoculum size determined by viable 
count. ++++, 
48 hours’ incubation at 37°C. 


` of a suspension of optical density 0-2; dilutions may be made ` 


++ eae indicates extent of growth after 


is small, except with very heavy inocula. The apparently 


diminished efficacy in this case may be due to the more 
rapid onset of fermentation and consequent fall of pH, 
since streptomycin is less effective at an acid pH.! Tests 


were made in glucose broth as being a better approxi- | 


mation to in-vivo conditions than plain broth, and 
because Past. pestis grows poorly in plain broth. 

For comparison, the growth-inhibiting effects of 
sulphanilamide, sulphathiazole, and penicillin were 
tested under the same conditions (table m). From these 
results, Past. pestis appears considerably more sensitive 
to all three drugs in vitro than most gram-negative 
bacteria are reported to be. . 

The minimum inhibitory concentration of each of these 
drugs, and of streptomycin, was the same for all the plague 
strains tested ;- no difference was observed between the 
virulent and avirulent strains. seas Sa oe one 
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TABLE Il—IN-VITRO ANTIBACTERIAL EFFECT OF PENICILLIN AND SULPHONAMIDES 
Penicillin F i Conc. (units/ml.) 0 0-5 | 1-0 1-5 | 2-0 3-0 4:0 
Growth (48 hr.) +++ +++ +++ ++ + 0 0 
Sulphanflamide .. Cone. (M) 0 2-5 x 10° 5 x10-¢ 107? 210-8 5 x10-* 10°? 
Growth (48 hr.) +++4+ +++ +++ + 0 0 0 
Sulphathiazole .. Conc. (M) 0 10-5 3 x10-5 10-74 3 «10-4 10-° 3 «10-8 
Growth (48 hr.) ++++ + + + 0 0 0 0 
Sulphathiazole and Cone. (M) 0 10-6 10-4 10-4 10- 10-4 107 
p-aminobenzoic acid Conc. (M) | 0 1075 3 x10- 10-* 3x107? 10-7 0 
Growth (48 hr.) | ++++ ++++ ++t+ | ++ + 0 0 


Methods exactly as in table I. Strain 337 used in last experiment, and Tjiwidej in first three; inoculum in all cases 6 x 107® cells/ml, 


Streptomycin appears to have a direct killing action 
on bacteria, as table m1 shows. With a concentration of 
10 units/ml., an inoculum of 2 x 10 ê viable cells/ml. was 
reduced to 1520/ml. in 2 hours and completely sterilised 
in &/, hours. With 3 units/ml. the bactericidal action 
was somewhat slower, but effectively complete in 24 
hours, and with 1 unit/ml. no fall in viable count was 
observed, but growth was delayed compared with the 
control. 

Streptomycin therefore appears to have a bactericidal 
rather than a bacteriostatic action, in this respect 
resembling penicillin rather than the sulphonamides. 


TABLE III—BACTERICIDAL EFFECT OF STREPTOMYCIN 


Viable count (cells/ml.) after incubation for: 


0 hour | 0-5 hour | 2-0 hours | 5-5 hours | 24 hours 


1,900,000 ! 2,600,000 | 6,500,000 35,000,000 | 290,000,000 


1-0 1,900,000 ; 2.400.000 | 5,500,000 | 17,000,000 | 130,000,000 
{ 
3-0 1,900,000 | 2,100,000 | 2,300,000 , 970 45 
10-0 1,900,000 | 2,050,000 1520 0 0 
! 


10 mil. tubes of Tc-glucnse broth, containing different concen- 
trations of streptomycin, inoculated with 0-05 mi. of a 16-hour broth 
culture of strain 337. Samples withdrawn for viable counts 
immediately and after different periods of incubation at 37°C. 


Experiments on Mice 

In chemotherapeutic experiments it is important to 
use a susceptible test animal and a highly virulent 
infecting organism in sufficient dosage to ensure an 
almost certain 100% kill in control animals. Strain 337 
was used for all the animal experiments reported here. 
In a typical titration of this strain, subcutaneous doses 
of 5, 50, and 504 viable organisms killed respectively 
19/20, 20/20, and 20/20 mice (mean death times 6-1, 
4-8, and 3-7 days). The standard infecting dose was 
600 viable organisms; in these and other experiments, 
in which over 300 control mice were infected with this 
dose, none survived. 

Fig. 1 shows an experiment in which groups of 20 mice, 
infected subcutaneously with the standard infecting dose, 
were treated with streptomycin at three different dosage 
levels. Five doses were given over a 48-hour period, the 
first dose immediately after infection. At dosage levels 


TABLE IV—MICE INFECTED SUBCUTANEOUSLY AND TREATED 
WITH STREPTOMYCIN 800 UNITS/DAY, STARTED 0, 1, 2, AND 
3 DAYS AFTER INFECTION 


Streptomycin treatment Survivors | Mean death 

started : (21 days) | time (days) 
Immediately after infection 17/20 (85%) | 6-8 
24 br. after infection .. 12/20 (60%) 8-1 
48 hr. after infection 1/20 (5%) 5-8 
72 hr. after infection .. 0/20 b 6-0 
Controls (no treatment) .. 0/20 3-8 


Mice 16-18 g. Infecting doso 349 viable organisme subcutancous 
(a back). Streptomycin doses of 400 units in 0:2 mi. saline 
eoted intrapcritoneally twice daily for 2'/,; days (5 doses = 2000 


of 800 and 400 units/day, the survival-rates were 85% 
and 45%; all the control mice died. A dosage of 200 
units/day saved only 5%, though survival-time 2 was 
significantly prolonged. i | 

These results show that streptomycin in doses of 800 
units/day gives very good protection when used semi- 
prophylactically—i.e., treatment starting at the same 
time as infection. A more realistic and more stringent 
test of the efficacy of a drug is provided by therapeutic 
treatment. Table rv shows the results of an experiment 
in which the administration of streptomycin was delayed 
for 1, 2, and 3 days after infection ; in all cases the dosage 
was 800 units/day (given in two equal doses) continued for 
21/, days. When treatment was begun at the time of 
infection 85% survived (cf. the previous experiment) ; 
when it was delayed for 24, 48, and 72 hours the survival- 
rates were 60%, 5%, and 0%. In the last two groups 
survival-time was significantly prolonged. 

Fig. 2 shows a similar experiment in which twice the 
above dosage of streptomycin was used (1600 units/day) 
and treatment continued for 3!/, days. In this case the 
survival-rates for 
treatments 


and 48 hours 800 units per day 


started 0, 

after infection 
were 90%, 95%, 
and 35%, com- ° 
pared with 85%, 
60%, and 5% 
in the previous 
experiment. The | 
combination of 
higher dosage 
and longer treat- 
ment is therefore 
definitely more 
effective. There 
were again no 
survivors in the 
group where 
treatment was 
delayed for 3 
days after infec- 3 

tion, though survival was significantly prolonged ; it 
should be pointed out, however, that in this group 30% 
of the animals were already dead and most of the rest 
extremely ill before treatment started. 

At the end of this experiment the survivors were 
reinfected with the same dose of virulent plague 
organisms, to test for immunity (table v). In the group 
whose treatment had been started at the time of infection 
there was no detectable immunity. In the groups whose 
treatment started 1 and 2 days after infection there was 
respectively moderate immunity (26% survivors) and 
good immunity (86% survivors). The longer the organism 
is allowed to develop in the body before treatment begins, 
therefore, the greater the subsequent immunity in 
surviving animals. | | 

In the experiments so far described the streptomycin 
was administered in relatively small doses over several 

R2 


= 


400 units 
per day 


N? OF MICE SURVIVING 


200 units per day 


10 12 14 16 18 20 22 


0246 8 
DAYS AFTER INFECTION 


Fig. l—Effect of different dosages of strepto- 
mycin on survival of mice weighing 18-20 g. 
infected subcutaneously with 592 viable 
organisms ; streptomycin given In doses of 
400, 200, or 100 units intraperitoneally twice 
daily for 2!/, days (5 doses in all), starting 
immediately after infection. 


. were 80%, 10%, and 0%. 
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days. In view of the bactericidal action of streptomycin 
in vitro, which is greater the higher the concentration 
(table 11), it was thought that a single massive dose would 
possibly be more effective than the same total amount of 
drug given in several small doses over a longer period. 
Table vi records an experiment in which groups of mice 
were given a single dose of 2000 units at 0, 24, and 48 
hours after infection. The corresponding survival-rates 
In the experiment recorded 
in table Iv the same amount of streptomycin was given 
in & doses of 400 units during 2'/, days, and here the 
corresponding survival-rates were 85%, 60%, and 5%; 
this treatment therefore seems more effective than 
es administration of all the drug in a single large 
ose. 

In the next experiment streptomycin was compared 
with penicillin and sulphathiazole, both of which inhibit 
the growth of the plague bacillus in vitro (table I1). 
Sulphathiazole has already been found to give quite 
good results in plague infections of mice and men 34 36; 


TABLE V—MICE INFECTED SUBCUTANEOUSLY AND TREATED 

-~ WITH STREPTOMYCIN 1600 UNITS/DAY, STARTED 0, 1, 2, AND 
3 DAYS AFTER INFECTION; SURVIVORS TESTED FOR 
INMUNITY 


3 


| First infecting dose— | Second infecting dose 
—24th day (726 viable 


= lst day (590 viable 
organisms) organisms) 


| e 
Streptomycin ; survivors | death | (21 da 
ys death 
treatment | (24 days) | time | after 2nd | time 
| (days) infection) (days) 
Immediately after 118/20 (90 %) 14 0/18 3°8 


infection | | 
24 hr. after infection 19/20 (95%) 3 | 
48 hr. after infection | 7/20 (35%)| 9-8 
72 br. after infection ! 0/20 5-0 š 
Controls (no treat- 0/20 3°5 ae os 
ment) 


-+ 


p» ee ee 0/20 3-1 


3/19 (26%) 5:0 
6/7 (86%) 12-0 


Streptomycin doses of 800 units in 0-2 ml. saline injected intra- 

peritoneally twice daily for 3°/ days; 7 doses = 5600 units (of. fig. 2). 

r 24 days, survivors given second infecting dose (but no further 
streptomycin treatment) to test for immunity. 


so far as I am aware, no reports on penicillin treatment 
of plague have yet appeared. 

The minimal amounts of these three drugs required to 
inhibit the growth of strain 337 in vitro are about 2 units 
of streptomycin, 3 units of penicillin, and 5 ug. of sulpha- 
thiazole per ml. of broth. Groups of infected mice were 
therefore given each day two doses each sufficient to 
produce ten times these concentrations in the bodies of 
20 g. mice—i.e., total daily doses of 800 units of strepto- 
mycin, 1200 units of penicillin, and 20 mg. of sulpha- 
thiazole. Two more groups were given 5000 units/day 
of penicillin and 10 mg./day of sulphathiazole. Treatment 
was started immediately after infection and continued 
21/, days with streptomycin and 6 days with the other 
two drugs. The results are shown in fig. 3 

In the streptomycin-treated group there were 90% 
survivors, whereas in the penicillin-treated group receiving 
1200 units/day there were no survivors (though life 
was significantly prolonged). Since the doses of the two 
drugs were in the ratio of their respective in-vitro 
activities, it is evident that penicillin is relatively much 
less effective in vivo than streptomycin. One reason for 
this may be that penicillin is more rapidly excreted. 
That penicillin has some in-vivo activity is shown by the 
fate of the group receiving 5000 units/day, in which there 
were 30% survivors ; in view of the relatively enormous 


dosage, however, this result cannot be considered very 


impressive. 
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TABLE VI—MICE INFECTED SUBCUTANEOUSLY AND TREATED á . 


WITH SINGLE LARGE DOSE OF STREPTOMYCIN 


pe daa AS (2009 units) Survivors aris Mean death 


a (21 days) timo (days) 
Immediately after infection 8/10 6-0 
24 hr. after infection Ef im 1/10 53 
48 hr. after infection 0/10 . 55 
Controls (no treatment) om0 | 36 


Infecting dose 592 viable organisms, subcutaneous, in right 
flank. pirerromycin dose 2000 unite in 0-2 ml. saline, subcutaneous, 
in left fi 

With sulphathiazole (20 mg./day) there were no deaths 
during the treatment period, but animals began to die 
after the drug was discontinued, and on the 24th day 
only 55% survived. This is in contrast to the results 
obtained with streptomycin, where very late-deaths are 
uncommon, and is in agreement with the view that the 
action of sulphathiazole is bacteriostatic only, whereas 
that of streptomycin is mainly bactericidal. Sulphathia- 
zole in smaller dosage (10mg./day) was far less effective, 
giving only 5% survival, though again most of the deaths 
were late. 

These and other results I have obtained with sulpha- 
thiazole are less impressive than those of Sokhey and 
Dikshit,?4 who used a less severe infecting dose and 
sulphathiazole doses of 40 mg. and even 80 mg./day, 
continued for 10 days. In common with other workers, 
I have found such doses definitely toxic, causing 
significant death-rates in control mice; 20 mg./day 
appeared to be the highest safe dose for continued 
administration. 

Better results might have been obtained with sulpha- 
thiazole if treatment had been continued longer than 
6 days. Even so, streptomycin was considerably more 
effective with a still shorter treatment period (2!/, days) 
and a dosage well below the toxic level. From these 
comparative tests streptomycin appears to be definitely 
superior to sulphathiazole and greatly superior to 
penicillin. 


Experiments with Guineapigs 

Guineapigs are as susceptible as mice to plague, though 
rather less regular in their response; occasional 
“ escapes ” may occur with high infecting doses. In a 
titration of strain 337 in guineapigs doses of 360, 36, and 4 
viable organisms killed respectively 7/8, 8/8, and 8/8 
animals in 3 weeks (mean death times 6-9, 7-8, and 9-0 


TABLE VII—GUINEAPIGS INFECTED SUBCUTANEOUSLY AND 
STREPTOMYCIN TREATMENT STARTED 0, 1, AND 2 DAYS 
AFTER INFECTION ; SURVIVORS TESTED FOR IMMUNITY 


First infecting 
— dose—ist day 
(456 viable 


Second infecting 
dose—22nd day 
(693 viable 


organisms) organisms) 
| 
Mean Survivors; Mean 
Streptomycin treatment oe ‘ death (21 he death 
(22 days)| time after 2nd time 
(days) |infection)! ! (days) 
Immediately after infec- 8/8 cod 0/8 | 6-1 
tion. : 
24 hr. after infection .. 8/8 oa 1/8 | 7:5 
48 hr. after infection .. 8/8 es 2/8 : 93 
Controls (no treatment) 0/8 71 ey | sa 
99 ; . ee ee 0/8 i | 6-5 


First infecting dose injected subcutaneously into right flank. 
Streptomycin doses of 5000 units in 0-5 ml. saline injected sub- 
cutancously into left flank, twice daily for 3'/, days (7 doses = 35,000 
units in all), starting at the times indicated. After 22 days, survivors 
given a second infecting dose (but no streptomycin), to test for 
immunity. 


. infection, 


a 
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days). The standard infecting dose of about 500 
organisms, however, almost invariably produced 100% 
deaths. = 

Owing to the scarcity of streptomycin and the larger 
doses required, it was possible to perform only one 
experiment with guineapigs, the results of which are 
shown in table vrr.. The streptomycin dosage was 10,000 
units/day, given in two equal doses; this is the same 
dosage on a body-weight basis (40,000 units/kg./day) as 
was used in most of the mouse experiments. Dosage was 
started 0, 1, and 2 days after infection and continued 
for 31/, days. The results were spectacular; all the 
treated animals survived 3 weeks, whereas all controls 
died in.10 days. The treated animals remained healthy 
and put on weight. | 

On the 22nd day all survivors and a fresh group of 
controls were reinfected to test for immunity. The group 
whose streptomycin treatment had started immediately 
after infection showed no immunity; all died in about 
the same time as the controls. ln the groups whose 
treatment had started 1 and 2 days after infection there 
was some slight evidence of immunity; 1/8 and 2/8 
respectively survived, and death times were prolonged. 
The immunity, however, was much less than in the 
corresponding experiment with mice (table v). 


DISCUSSION 


Owing to the scarcity of streptomycin in April-August, 
1945, when this work was carried out, many desirable 


experiments 

' had to be 

20 left undone. 

18 Incomplete as 
NET: the results 
Sa are, they. 
S | nevertheless 
% 12 show that 
S 10 strep tomycin 
=, is strikingly 
$ effective in 
. © the treatment 
34 of plague 
2 infections in 


guineapigs 
and mice. 

Infection 
subcuta- 
neous inocu- 
lation pro- 
duces in 
| | | these animals 
a reasonably close replica of natural bubonic plague 
in man. Intraperitoneal inoculation leads to a more 
acute type of infection, corresponding rather to pure 
septicemic plague. In both types of infection 
streptomycin appears to be equally effective (cf. figs. 
2 and 3). l 

It has also been possible to produce in animals, by 
inhalation, lung infections closely corresponding to 
pneumonic plague in man. (This was done by exposing 
animals to aerosols of virulent plague organisms produced 
in an apparatus designed at the Microbiological Research 
Department, Porton, by Dr. D. W. Henderson, a descrip- 
tion of which is shortly to be published.) In this type of 
also, streptomycin is highly effective—a 
striking finding, since pneumonic plague is a more 
severe disease than the bubonic form, with a 
case-mortality under natural conditions usually close 
to 100%. | 
- A remarkable feature of streptomycin therapy is the 
success achieved with comparatively short periods of 
treatment, or even with a single dose. This is in sharp 
contrast to sulphathiazole, which has to be given over a 
long period to produce good results, and suggests that 


10 12 14 16 18 20 22 24 


O 24 6 8 
DAYS AFTER INFECTION 


fig. 2—Effect of streptomycin, 800 units intraperi- by 


toneally twice daily for 3'/; days, on survival of 
mice weighing 18-20 g. infected subcutaneously 
with 590 organisms ; treatment started at times 
after infection indicated on curves. 


streptomycin has a direct bactericidal action in vivo as 
in vitro. 7 ‘ . pa 
The short treatments and moderate doses necessitated 
in these experiments by lack of material were almost 
certainly not optimal. For example, mice dying late 
after short-period streptomycin treatment usually showed. 
local necrotic . 
lesions at — 
the site of 20 


infection 18 a 
J K 800units/day 
which were 2 j¢ 
much larger & 
than in con- & '4 SULPHATHIAZ. 
trol mice 4% 12 20mg./day 
(presuma bly x 10 | 
because §& PENICILLIN 5000 units 
these died x $ 
sooner), It |. & 
seems prob- 3 4 ao? 
able that the SULPHATHIAZOLE | > 
: 2 10mg. per day 
streptomycin 
was pre- 0 2 4 6 8 10 12 14 16 18 20 22 24 
venting any DAYS AFTER INFECTION 
gen eralised Fig. 3—Comparison of effects of streptomycin, 
infection sulphathiazole, and penicillin on survival of mice 
: weighing 18-20 g. infected intraperitoneally with 
but did not 599 organisms; drugs injected subcutaneously 


twice daily, streptomycin being continued for 2'/4 


succeed m days, and penicillin and sulphathiazole for 6 days. 


sterilising 
these necro- | 
tic areas owing to inefficient penetration or less effective 
action at the lowered pH in such lesions.! Better results 
in such cases might well be obtained with larger doses, 
giving higher tissue concentrations, and with longer 
periods of treatment. The doses used in these experi- 
ments were well below the toxic level. 

The guineapigs and mice used in this work are animals 
with little or no natural resistance to plague. In a 
species, like man, with a fair degree of natural resistance, 
even better results might be expected. Now that 
streptomycin is beginning to be obtainable in reasonable 
quantity it seems desirable that it shduld soon be tried 
in human plague. 

SUMMARY : 


Streptomycin inhibits the growth of the plague bacillus 
in vitro and, in concentrations of 3 units/ml. or over, 
brings about rapid sterilisation of plague cultures. 

In mice infected subcutaneously with a highly virulent 
plague strain, in dosage sufficient to kill 100% of control 
animals, 2!/,-day courses of streptomycin injections 
(800 units/day) started 0, 24, and 48 hours after 
infection gave 85%, 60%, and 5% survival. A dosage 
of 1600 units/day for 3!/, days gave 90%, 95%, and 
35% survival when started 0, 24, and 48 hours after 
infection. | ; 

In guineapigs infected by subcutaneous injection, 
$1/,-day courses of streptomycin injections (40,000 
units/kg./day) gave 100% survival, even when dosage 
was delayed for 48 hours after infection. | 

Streptomycin is equally effective in the treatment of 
artificially induced pneumonic plague in both mice and 
guineapigs. / 

Penicillin and sulphathiazole also inhibit the growth 
of Past. pestis, which in vitro appears more sensitive than | 
most gram-negative organisms to these drugs. In 
comparative tests in infected mice, however, streptomycin 
was considerably more effective than sulphathiazole, 
and penicillin was only slightly effective, even in very 
high dosage. : 

This work was done at the Microbiological Research Depart- 
ment, Experimental Station, Porton, where I was seconded. 
by the Medical Research Council. I wish to thank the Chief 
Superintendent and staff of the department for the help and, 
facilities afforded; the Director, Camp Detrick, U.S.A., for 
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@ generous supply of streptomycin; and the Chief Scientist, 
Ministry of Supply, and the Medical Research Council, for 
permission to publish. 
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CLICKING PNEUMOTHORAX 


A. P. THOMSON 
M.C., M.D. Birm., F.R.C.P. 
PHYSICIAN, UNITED HOSPITALS, BIRMINGHAM 


For several years it has been known that a patient 
with a smal) pneumothorax on the left side may be 
conscious of a curious clicking sound synchronous with 
the heart beat, and occasionally this is the only clinical 
evidence of the condition. Physical examination may 
reveal nothing of significance, though with the stethoscope 
the sound is generally to be heard on the left side of the 
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chest in various situations and most often near the . 


apex-beat. Sometimes the *“‘ click ” is so loud that it is 


audible at some distance from the chest. Careful radio- 


graphy may show the small pneumothorax, but its 
demonstration is not easy. 

Scadding and Wood ! discussed the causation of these 
systolic clicks due to left-sided pneumothorax. The 
lesion in the lung is presumably small—e.g., a minute 
perforation of an emphysematous bulla—and the escape 
of air into the pleural cavity limited, so that a bubble 
forms, at the periphery of which there will be viscous 
adhesion between the visceral and parietal layers of 
pleura. Should this occur on the left side, each beat 
of the heart causes a slight separation of the viscous 
adhesion, with a clicking sound audible to the patient, 
either because the heart changes its position in systole 
and diastole, and so alters the shape of the bubble, or 
as the result of a slight change in intrapleural tension 
induced by the sudden expulsion of about 100 c.cm. of 


1. Scadding, J. G., Wood, P. Lancet, 1939, ii, 1208. 


‘tennis, when he suddenly gave a cry and fell to 


blood from the thorax in systole. However that may be, | 
there is no doubt that the sound is always synchronous 


with the heart beat and that it immediately disappears 


if the pneumothorax increases in size. Scadding and 
Wood produced the sound experimentally by inducing 
& very small pneumothorax in a case of tuberculosis ; 
it ceased as soon as a larger quantity of air was injected. 

I have records of two patients in whom the smal 
bubble was demonstrated radiographically in the axillary 
region; neither suffered any pain. Within a few days 
both developed a total pneumothorax, and the clicking 
sound ceased. Both of these patients recovered com- 
pletely ; they were under 30 years of age. 

All the patients agree that the sound varies in intensity 
with their position, and that it may in certain postures 
entirely disappear—possibly because the Eau changes 


its situation. 
CASE-RECORDS 


Case 1.—On July 17, 1937, a man, aged 72, was playing 
the ground ; 
his breathing became distressed, and he quickly died. 

His previous health had been. good; he had just returned 
from a holiday, and his friends had been pleased by his 
apparent recovery from his wife’s death in March of the same 
year. He had not consulted his doctor, and his sudden end 
was attributed to coronary occlusion ; no necropsy was made. 

In 1945, eight years after his death, a journal of his was 
discovered which contained an admirable description of the 
essential symptom of limited spontaneous left-sided pneumo- 
thorax : 
~ “ June 11, 1937 : this strange ticking is getting rather more 
frequent. I cannot locate it except to say that it is not in 
the heart, nor apparently in the brain. The throat seems the 
nearest spot that I can.suggest—or perhaps over the back 
of the roof of my mouth. It resembles the tick of a grand- 
father clock more than any other sound I can identify. It 
seems to be constantly with me; but, though it seems almost. 
incessant when I am quiet, occasionally it ceases. 

“ T can give no explanation whatever for its appearance or 
disappearance. I am in perfect health so far as I know. 
I suffer from no headaches, no unusual shortness of breath, 
nor any form of pain or inconvenience, neither is there any 
thumping or palpitation. It seems better when I am lying 
on my back in bed; but when I lie on my side it seems much 
as when I am sitting or standing. 

“The first occasion I noticed it was about a week ago. 
I was alone in the library, and the noise was so loud that I 
thought it was the kitchen clock ticking, and I went to the 
door of the kitchen to see if it was open. 

“June 20 (Scilly): up to yesterday there seemed to be 
little change, but I do not think the noise lasted so tong. 
But last night and today I think it is decidedly better. If, 
as I imagine, it is nerves, no doubt the perfect rest and 
holiday are doing it good.” 

Four weeks later he died suddenly as I have described— 
almost certainly because the pneumothorax recurred and 
overwhelmed him. 

An important feature of this condition which has 
not received adequate attention is an occasional severe . 
pain persisting for several days and suggesting on 
superficial analysis the pain of coronary occlusion. l 


Case 2.—In 1939 a young man consulted me. Six months 
previously, while playing tennis, he had been seized with 
severe pain in the left pectoral region, radiating to the shoulder 
and down the left arm. ` The pain persisted for several days 
and gradually disappeared. 

His doctor told him that he had probably had.“ a clot in the 
blood-vessel of his heart.” He rested for four months and then, 
as he felt quite well, began to play tennis again without his 
doctor’s knowledge. 

A week before I saw him, in the middle of a game, he was 
seized with similar pain. His doctor rebuked him and referred 
him to a cardiologist, who confirmed the tentative diagnosis 
of coronary occlusion and advised complete rest for a year. 

The electrocardiogram and radiogram of the heart were . 
normal. Physical examination revealed nothing of importance, — 
and the blood-pressure was 120-80. When I asked him if he 
had had any other symptom but the pain, he said that he ` 
hardly liked to mention it, but on each occasion he had been 
conscious of a clicking sound, which ceased in the first attack 
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just before the pain disappeared. The sound varied in 
intensity, and he could make it go by lying on his left side 
with the trunk slightly raised. I asked why he was diffident 
about describing so remarkable an experience, and he replied 
that, when he had done so previously, he had been considered 
fanciful, and one doctor asked if he had seen anything as well, 
as if he had been drinking. 

The same day Dr. James Brailsford demonstrated radio- 
graphically a small bubble of air in the upper mediastinal area 
of the left pleural cavity, and later published the picture.? 
Ordinary anteroposterior and lateral radiograms did not show 
this bubble, and it took much careful positioning to obtain 
the radiographic evidence. The man recovered quickly and has 
led a full and active life since. 

Case 3.—In October, 1936, a doctor, aged 32, developed a 
severe cold; he had no fever, but some rales were found at 
the right base, and his sputum was a little bloodstained. No 
tubercle bacilli were found in it, and cultures showed pneu- 
mococci. He appeared to recover and went for a holiday. 

Six weeks later, soon after returning to work, a sudden pain 
came on in the left side of the chest and shot down the left 
arm, The pain in the arm seemed to throb with the heart beat 
and was worse on effort. He had no cough, no fever, and no 
dyspnea. He remained in bed and, while lying on his back, 
was conscious of a strange rhythmical sound—“ like fish falling 
on.a slab ’”’—but he had not noticed, until I pointed it out, 
that it was synchronous with the heart beat. At the left 
lateral border of the manubrium in the first intercostal space 
a sound suggesting pericardial friction was audible with the 
stethoscope. A radiogram of the chest three weeks after the 
onset was normal. 

The patient has been well since, but in 1938 there was 
another slight hemoptysis when he had a cold. Further 
radiography and several examinations of the sputum revealed 
nothing. 


He probably has a small bron chiectasis associated with 
an emphysematous bulla which ruptured. In view of the 
situation of the friction sound the limited pneumothorax 
was probably in the mediastinal area, as in case 2. An 
air bubble in this situation might cause pain suggesting 
angina by its distribution but not by its character, 
whereas an air bubble elsewhere is painless. 


DISCUSSION 


Attogethiey: including the cases described above, I 
have notes of 8 patients with. “ clicking ° spontaneous 
pneumothorax; in 2 the condition was associated with 
pain suggesting angina (1 of these had two distinct attacks 
in six months); in 6 the sound was detectable with a 
stethoscope, but in 2 I could hear nothing abnormal, 
though the patients complained of the clicking, and 
radiography showed the small pneumothorax. One 
patient (case 1) was not examined, but his diary leaves 
no doubt of the diagnosis; 3 patients developed total 


. pneumothorax within a short time of the first appearance 
of the sound, which then ceased immediately. One man, ` 


aged 72, died suddenly abont six weeks after the clicks 
first appeared; total pneumothorax in the elderly is 
often rapidly fatal. 

I agree with Scadding and Wood? that the clicking 
sound in limited left-sided pneumothorax is quite distinct 
from the crackling to be heard in mediastinal emphysema. 
In the only case of spontaneous mediastinal emphysema 
that I have seen—associated with asthma, as it generally 
is—the sounds were quite different in quality from that 
of the clicks, and they also varied more with the respira- 
tion than with uae heart beat. 


SUMMARY 
A description is given of 3 cases of clicking spontaneous 


. pneumothorax, and 5 others are briefly reviewed. 


The clicking is usually heard on the left side, near the 
ppex-beat. It is probably due to an air bubble in contact 
with a pleural adhesion. Such a bubble can sometimes 
be demonstrated radiographically. 


2. Brailsford, J. F. Med. Annu. 1940, plate lx (wrongly labelled 


‘“ mediastinal emphysema’’ 


. lymphocytes, 164 monocytes, and. 41 erythroblasts. 


test and levulose-tolerance curve, appeared normal. 
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THE rôle of the pituitary in hemopoiesis is well recog- 
nised, polycythemia being associated with basophilism, 
and anemia with hypopituitarism. In 1937 Snapper 
and colleagues first described pituitary deficiency com- 
plicated by anemia, usually macrocytic but in some 
cases microcytic and hypochromic. Most of the patients 
had achlorhydria and signs of hypogonadism, and 3 
developed subacute degeneration of the spinal cord. All 
responded well to iron or liver. Witts (1942) reported 
2 more cases in which the macrocytic anemia 
responded well to liver. 

The 2 cases of hypopituitarism and hypogonadism 
described here are unusual in that the associated anemia 
was resistant to treatment with liver, thyroid, or iron 
but responded crameneeny to injections of testosterone 
propionate. 


Case 1.—An engineer’s assistant, aged 20, was admitted 
to the Worcester Royal Infirmary on March 8, 1943, under the 
care of Dr. H. C. Rook, for increasing lassitude and weakness. 
At the age of 16 he had had a macrocytic anæmia which re- 
sponded to liver. Treatment was discontinued at the age of 18. 

The most notable feature was his extremely youthful 
appearance, for he resembled a boy of 13. He was well 
proportioned but of small stature, with a smooth skin and 
fine hair. Weight 84 lb. Moderate pallor, with symmetrical 
pigmentation over the “ butterfly area ” of the face. He had 
no axillary hair and had never shaved. Pubic hair scanty but 
of male distribution. Penis and testicles rather small. He 
spoke quietly with the voice of an adolescent. Tongue 
smooth, but had never been sore. Fingers tended to be 
clubbed ; no koilonychia; nails not brittle. Spleen and 
lymph-nodes impalpable, but liver enlarged to three finger- 
breadths below costal margin. 

He ran an irregular fever, which reached on occasions 102°F, 
but produced no subjective symptoms; and in spite of his 
lassitude and weakness it was with difficultv that he could 
be persuaded to leave his work and enter hospital for 
investigation. Thyroid not enlarged. Pulse-rate 80 per min., 
blood-pressure 120/70 mm. Hg. No signs of disease of central 
nervous system. Breasts not enlarged. Blood-count showed 
moderate macrocytic anemia, with slight or moderate aniso- 
cytosis and poikilocytosis; ‘Hb 44% (Haldane), red cells 
1,750,000 per c.mm., colour-index 1-25, mean corpuscular 
diameter 8-6 u ; leucocytes 4100 per c.mm. of which 2173 were 
neutrophils (myelocytes 41, young forms 41, band forms 41, 
and segmented 2050), no eosinophils, 41 basophils, 1681 
There 
was an associated thrombocytopenia, the platelet count being 
45,000 per c.mm. 

Sternal puncture showed slightly reduced cellularity, with 
a decrease in the myeloid-erythroid ratio due to an absolute 
reduction of the more mature neutrophil leucocytes. Earlier 
myeloid cells were present in normal proportions. A slight 
excess of eosinophils was noted and attributed to the liver 
therapy. A study of the erythroid cells showed a decided 
erythroblastic transformation, the defect in maturation of the 
nucleus being more notable than the premature hmemo- 
globinisation. Megakaryocytes not seen. The findings there- 
fore were those of a dyshemopoietic macrocytic anemia 
not inconsistent with a diagnosis of addisonian anemia. 

Erythrocyte fragility : hemolysis began at 0:-45% and was 
complete at 0:3%. Test-meal showed achlorhydria, but 
histamine was not administered. Glucose-tolerance was 
increased, blood-sugar levels being 54, 55, 58, 64, and 65 mg. 
per 100 c.cm. Liver function, as assessed by Takata-Ara 
Micro- 
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scopical examination of the stool showed no abnormality, and 
no evidence of steatorrhcea was present on chemical analysis 
of a stool (total fat 35-9%, of which 97% was split). Wasser- 
mann and Meinicke reactions negative, and radiograms of 
pituitary fossa normal. Basal metabolic rate + 32%. 

Plasma-bilirubin level 0:2 mg. per 100 c.cm., blood-chlorides 
453 mg. per 100 c.cm., serum-potassium 23 mg. per 100 c.cm., 
- and serum-sodium 326: mg. per 100c.cm. No urinary abnormali- 
ties. Urinary androgen output 3 mg. a day. This estimation 
was performed by the method of Callow et al. (1938), slightly 
modified by Mr. H. S. Salt. By this method the normal 
androgen output estimated as 17-ketosterone is 3-5-15 mg. 
. & day in men and 1-7-12:6 mg. in women. 
therefore was below normal and was additional evidence of 
hypogonadism. 

During the next six weeks various parenteral and oral liver 
preparations were administered with no improvement. Three 


blood-transfusions gave only transient benefit. In fact, the . 


hæmoglobin had fallen as low as 28% and red cells to 1,200,000 
per c.mm. some four weeks after admission. In this period 
he lost 5 lb. in weight. ` 

At the end of six weeks, on the advice of Prof. L. J. Witts, 
the liver therapy was suspended for four days and then 
started again. In this period testosterone propionate 5 mg. 
daily was given for two days, and thereafter in doses of 25 mg. 
twice weekly. The drug produced a rapid improvement in 
the blood condition. The reticulocyte count rose to 16:5% 
on the ninth day. The Hb value and red-cell count rose 
steadily in the next five weeks, Hb reaching 100% and red 
cells 4,500,000. During the same period his weight increased 
by 35 lb., and he developed a ruddy complexion reminiscent 
of the ‘‘ brewers’ drayman ” facies. The tongue was thought 
to be less smooth than previously, and the liver was no longer 

palpable. 

He was discharged after some eleven weeks in hospital and 
has been seen several times since. Though he has received 
neither testosterone nor liver, he has remained well and at 
work, and his blood-count is still satisfactory. "He has, how- 
ever, Yost his ruddy complexion, and the vigour and alertness 
which he possessed while in hospital. 

After recovery several of the tests were repeated. A glucose- 
tolerance test now gave figures of 89, 106, 119, 94, 92, and 
90 mg. per 100 c.cm., suggesting that pituitary function had 
improved. This was further confirmed by the reappearance 
of free acid in the gastric juice. Mr. Salt investigated the 
blood-sugar response following the injection of three minims 
of adrenaline. The result indicated substantially normal 
glycogenolytic activity : 


Mg. per Mg. per 

100 c.cm. 100 c.cm 
Fasting .. es 97 25 min 116 
5 Imin. .. .. 88 ; 30 , 104 
10 , 88 40 ,, 96 
99 ee ee 96 50 99 101 
20 ,, we one 95 i 60 ,, 106 


The relevant features of the case are summarised in fig. 1. 


Case 2.—A male clerk, aged 52, was admitted to hospital 
under the care of Dr. Geoffrey Evans on Feb. 11, 1944, for 
undue fatigue and impotence. He said that he had never felt 
well since the last war, when he was discharged from the Army 
because he was “ pale and lifeless.” He suffered from severe 
recurrent colds which completely incapacitated him for several 
weeks at a time. He was admitted to hospital in 1924 with 
severe pyorrhoea requiring the removal of several teeth. This 
was followed by septicemia, from which he made “ a miracu- 
lous recovery.” After this illness his previous lassitude 
increased. 

He married in 1931 and, though libido was present, he 
failed to have sexual intercourse on several occasions. He 
noted that his testicles were becoming smaller, and during the 
next ten years he experienced no sexual desire. In 1934 he 
was told he was anemic and was treated with iron and thyroid. 
He had been under constant medical treatment since then, 
and his doctor had found it impossible to raise the Hb level 
above 70% despite various iron and liver preparations. 

For the past year he had noted that the hair on his head 
was being shed. The hair on his body had almost disappeared. 
For the past five years he had needed to shave only every 
third day. There had been no glossitis, dysphagia, or sore 
corners of the mouth, and no paræsthesiæ had been felt in the 
extremities. 

His height was 6 ft. 2 in. and his weight 13 st. 7 lb. He was 
coéperative, with a happy disposition, and spoke in a high- 
pitched rather feminine voice. His skin was pale and sallow, 


The figure 


resembling parchment. There was a tendency to prognathism.. 
Hair scanty on the chin and upper lip, thin and fine on 
scalp. His fat was of the female distribution, as was also his 
scanty pubic hair. No axillary or pectoral hair was present. 
There was no gynecomastia. Mucosæ pale and nails ridged 
and brittle. Tongue rough, thyroid normal, Heart showed 
no abnormality ; blood-pressure 136/74 mm. Hg; pulse- 
rate 64 per min. Penis normal in size, but both testicles 
atrophic, being the size of peas. 

He had a moderate microcytic hypochromic anemia : 
Hb 62%, red cells 3,250,000 per c.mm., colour-index 0-9; 
anisocytosis and moderate poikilocytosis present ; white 
cells 8600 per c.mm. (differential count normal). 

Test-meal showed histamine-fast achlorhydria. Glucose- 
tolerance curve showed a moderately increased tolerance 
(70, 100, 95, 90, and 80 mg. per 100 c.cm.). Basal metabolic 
rate — 10%. 

Sternal puncture (Dr. George Discombe) revealed some 
marrow hypoplasia, but normoblastic erythropoiesis was 
present. Gastroscopy (G. W.) showed some atrophy of mucosa 
in upper half of stomach. Pituitary fossa of normal size on 
radiography. 

Hypopituitarism and anemia were diagnosed, and treatment 
attempted with dilute hydrochloric acid and iron. There was 
no improvement in the blood picture, and the addition of liver 
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Fig. l—Macrocytic anzmia, hypogonadism, and hypopituitarism in a 
man (case |), showing lack of response to liver therapy alone but 
good response to testosterone and liver therapy. 
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injections and adequate doses of thyroid also failed to induce 
any improvement. 

Testosterone propionate was then prescribed in addition to 
the i iron, liver, and thyroid to combat the impotence. To our 
surprise the drug caused a striking improvement in the blood 
picture, producing a reticulocytosis of 8%, on the second day, 
followed by a steady rise in the Hb concentration in the next 
month to 80% and a month later to 98%. For the next four 
months he remained well, the Hb level fluctuating between 
90° and 98%. 

It was thought desirable to decide which of the four drugs 
he was taking was causing the improvement in the blood. 
Accordingly all therapy was stopped and the patient allowed 
to relapse. In the next two and a half months his Hb level 
fell to 70°, and he was then readmitted to hospital. 

Daily reticulocyte counts were made and the drugs given 
singly in turn. Iron was given for two weeks with no improve- 
ment; several liver preparations for a further three weeks ; 


and thyroid for two weeks without producing any reticulo- . 


cytosis. No success was met by giving testosterone alone in 
doses of 10 mg. daily for a week. Iron, liver, and testosterone 
were then given together, producing a reticulocytosis of 
6% in the first week and a stoedy rise in the Hb level to 90% 


in the next two months. 


When last seen the patient was well, Hb 98%. He was still 
taking 5 mg. of testosterone in linguets by mouth daily and was 
considerably stronger and more vigorous than previously. 

The relevant features of this case are summarised in fig. 2 


DISCUSSION 

These cases conform to the syndrome described by 
Snapper et al. (1937) and Witts (1942). Both patients 
were men, their ages 20 and 52, and their symptoms 
could be related to dysfunction of the anterior lobe of 
the pituitary, one showing infantilism, and the other 
feminisation. Pituitary deficiency was shown by the 
increased glucose tolerance. There was demonstrable 
improvement in pituitary function after treatment in the 
first case. Gonadal insufficiency was shown by small 
testicles and deficiency of secondary sexual characteris- 
tics in both patients, and lack of libido in the second. In 
the first case there was a reduction in excretion of urinary 
androgens, and the hypogonadism appeared to be of the 
secondary or pituitary type. Thyroid deficiency, as 
assessed by the basal metabolic rate, was present in the 
second case. Both patients had achlorhydria, the acid 
returning in case l after treatment. 

The 8 published cases of this syndrome—hypo- 


pituitarism, hypogonadism, and anemia—all responded 


to iron and liver. The present 2 cases, however, were 
resistant until testosterone was added to the treatment. 
It seems, therefore, that the hypogonadism was an 
important factor in the production of the anzmia, in the 
one case macrocytic and in the other microcytic. 

Snapper et al. (1937) comment on the hypogonadism 
but think that the associated anemia is pituitary in 
origin. They believe that the relation of the pituitary 
to the bone-marrow may be complex, and postulate that 
the polycythemia and anemia associated with hyper- 
pituitarism and hypopituitarism may be apparent only, 
by reason of alteration in the water-balance mechanism 
of the body, which is controlled by neighbouring hypo- 
thalamic centres. They conclude that the anemia is 


probably secondary to changes in gastric secretion, which ` 


are under pituitary control (Spence and Witts 1939). 

Our cases suggest that gonadal deficiency is sometimes 
associated with impairment of er ythropoiesis. Eunuchs 
commonly have an anemia, usually of the hypochromic 
type. Burger and Witts (1934) noted that men with 
hypochromic anemia were often of asthenic build and 
looked younger than their years. 

The lower hemoglobin level and erythrocyte count in 
women was at one time thought to be due to menstrual 


` loss, but the work of Steinglass et al. (1941) on the effect of 


castration and the sex hormones on the blood of the rat 
seems to cast doubt on this theory. ‘These workers have 
found that normal male rats have a higher red-cell count 
and Hb level than have female rats. Castration of male 
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Fig. 2—Microcytic anemia, hypogonadism, and hypopituitarism in a 
man (case 2), showing response to iron, liver, and testosterone 
therapy. 


rats causes a fall in the red-cell count and a reduction in 
the percentage of reticulocytes, and examination. of the 
marrow after a time shows it to be considerably less 
cellular than previously, with a reduction in the erythroid 
tissue. Testosterone brings about a brisk reticulocy tosis, 
with a rapid rise in Hb and red-cell count to normal. 
Castration of a female rat causes an immediate increase 
in reticulocytes, followed by a steady rise in the Hb 
concentration and erythrocyte count to a level equal to 
that of the male rat. Examination of the marrow after 
a time shows it to contain more erythroid tissue than 
previously. If cestrogens are administered to such a 
castrated female rat, the regenerating marrow reverts 
to its previously hypoplastic state. They conclude that 
the male hormone has a stimulating action on blood 


. formation, whereas the female hormone inhibits it. It is 


unlikely that the male hormone exerts its stimulating 
action through the pituitary, for the changes are greater 
in the hypophysectomised animal (Vollmer et al. 1939). 
Steinglass and his associates conclude that there is 
probably a direct action on the marrow produced by the 
general stimulating action of the male hormones on 
metabolism and somatic growth. 

More recently, in a study of the action of the sex hor- 
mones on post-hemorrhagic anwmia in rats, Finkelstein 
et al. (1944) have found that normal male rats, after 
bleeding, show a greater rate of regeneration than do 
normal-bled female rats. The administration of male sex 
hormone hastens, and a female sex hormone delays, the 
return of the count to normal. Blood regeneration is 
more rapid in the castrated female than in the bled 
castrated male. Male sex hormones accelerate erythro- 
poiesis in both types... A similar effect is observed in the 
bled hypophysectomised animal. Combination with 
cobalt is more effective in castrated rats than cither 
agent alone. Bone-marrow studies confirm the observa- 
tions. These facts show the importance of the male 
hormone in erythropoiesis in the normal animal. 

Our cases seem to conform well to the experimental 
findings. In both an anemia had developed, probably 
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initiated by pituitary deficiency and aggravated by long- 
continued hypogonadism. The deficiency of the sex 


hormone probably caused the reduction in cellularity of 
the marrow which was noted in both cases; it must . 


be remarked, however, that assessment of cellularity 
by sternal puncture is unreliable. 

The resistance of the anzmia to simple methods of 
therapy confirms this view. The administration of the 
male hormone corrected a long-standing deficiency and 
apparently enabled the marrow to utilise hzematinic 
principles which it had previously been unable to do. The 
hormone alone in case 1 caused a small response in the 
marrow, which with the addition of liver became more 
pronounced. In case 2 the hormone alone failed to induce 
any improvement but with the other hematinic principles 
became effective. 

In the belief that testosterone might benefit other 
refractory anzemias it was administered to 2 other patients, 
whose anzemia had proved resistant to treatment but in 
whom no evidence of pituitary or gonadal deficiency was 
present. The drug failed in these patients to have any 
persistent beneficial effect, confirming that it would only 
be effective in cases with gonadal deficiency. The drug 
induced a temporary remission in one case, suggesting 
that it is worth a trial in refractory anæmias, especially 
if associated with a hypocellular marrow. 

Case 3.—A woman, aged 55, had an idiopathic aplastic 
anemia resistant to all therapy. Medication with various 
liver preparations, iron, and thyroid failed to induce any 
improvement, and finally monthly transfusions became neces- 
sary. Testosterone 25 mg. twice weekly induced a temporary 
remission, with a reticulocytosis of 8% two days after the drug 
was administered. Three months elapsed before the next 
transfusion was necessary. 

In view of the relapse of the patient splenectomy was done 
. but had only a temporary effect. The patient died some 
fifteen months after the onset of the disease. Necropsy 
revealed extramedullary hemopoiesis, and sections of the 
marrow showed the changes of primary focal myelofibrosis 
(Dr. Discombe). 

Erf and Herbut (1944), in a survey of 13 cases of 
myelofibrosis of various types, used testosterone in 4 or 5 
cases of primary myelofibrosis. They noted a temporary 
remission in 3 of them. They remark that this effect is 
hard to assess, because such cases may undergo temporary 
spontaneous remission, but they think the drug worthy 
of further trial in these cases. 

Case 4.—A man, aged 68, had a severe macrocytic anzemia, 
with atypical megaloblastic transformation of the marrow. 
Free acid was present in the stomach, and the anemia proved 
resistant to intensive parenteral and oral liver therapy. The 
anemia seemed to conform to the descriptions given of 
achrestic ansemia (Israéls and Wilkinson 1940). Testosterone 
was administered here in full dosage for several weeks but 
failed to produce any improvement. 


CONCLUSION 

There | seems to be little doubt that testosterone exerts 
a stimulating effect on the bone-marrow, and that it 
is indicated in the anemia complicating long-standing 
hypogonadism or hypopituitarism which has proved 
resistant to treatment. It may be also worth a trial in 
other refractory anzemias, particularly those associated 
with hypocellular marrows. 

Long-standing gonadal deficiency appears to reduce the 
cellularity of the marrow, which testosterone improves, 
either by restoring the cellularity to normal or by enabling 
the marrow to utilise hematinic principles which it had 
previously been unable to. 

SUMMARY | 

Two cases of anzmia, one microcytic and one macro- 
cytic, complicating pituitary and gonadal deficiency, 
conform to previous descriptions but are unusual in their 
lack of response to simple therapy with iron, liver, or 
thyroid, and in their dramatic response to testosterone 
propionate. 


The relation of the gonads to erythropoiesis is reviewed, 
and a hypothesis is advanced of their mode of action. 

Two further cases of refractory anemia were also given 
testosterone ; in one, a case of primary focal myelo- 
fibrosis, testosterone induced a temporary remission, a8 


has been reported by other workers ; in the second case, 


one of achrestic anemia, it did not exert any beneficial 
effect. 

The evidence produced shows that hypogonadism may 
be important in the production of anemia, and testo- 
sterone may have a good effect in cases of this type. 

Our thanks are due to Dr. H. C. Rook for allowing us 
facilities for studying case 1, and to Dr. George Discombe 
for his help in cases 2, 3, and 4. 
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THE USE OF CURARE IN ELECTRIC 
CONVULSION THERAPY 


J. F. DONOVAN 
M.R.C.S., D.P.M. l 


SENIOR ASSISTANT MEDICAL OFFICER, BRIGHTON COUNTY 
BOROUGH MENTAL HOSPITAL, HAYWARDS HEATH 


PREMEDICATION with curare is a promising method of 
eliminating the risk of fracture in electric convulsion 
therapy (E.C.T.) (Bennett 1940, 1941, 1943). 

During one year 29 patients having E.C.T. at -the 
Brighton County Borough Mental Hospital were given 
premedication with curare, a total of 178 injections 
being administered. Two preparations of curare were 
used, d-tubocurarine chloride (Burroughs Wellcome) and 
‘ Intocostrin ’ (Squibb). From the doses of the two drugs 
needed to obtain similar degrees of relaxation in the same 
patient d-tubocurarine chloride seems to be about five 
times as potent weight for weight as intocostrin. Prescott 
et al. (1946) state that 1 unit of intocostrin is equivalent 
in potency to 0-3 mg. of d-tubocurarine chloride, whereas 
the Council of Pharmacy and Chemistry (1945) reported 


_ that, by assay on rabbits, the provisional unit of into- 


costrin was equivalent to 0-15 mg. of d-tubocurarine 
chloride. The anesthetics committee jointly appointed 
by the Medical Research Council and the Royal Society 
of Medicine are considering the standardisation of 
curare, and in the meantime think it inadvisable to rely 
on any dose-weight ratio. | 


DOSAGE 
The manufacturers of intocostrin state that an average 


dose for E.c.T. is 0:5 mg. or units per lb. of body-weight, 


but the accompanying table shows that the dosage 
needed to obtain relaxation has only a rough relationship 
to body-weight. However, the dose needed to produce 
the same clinical effects at each treatment in the same 
patient is fairly constant, and no evidence of acquired 
tolerance was found. 

A calculated dose sometimes produces too deep a paraly- 
sis or insufficient relaxation with the risk of fracture still 
present. It is therefore better to find the dose for each 
patient by observing the response to the curare. Thus, at — 
the first treatment the curare is injected slowly and, as 
signs of curarisation appear, even more slowly, and the 
injection is stopped before the desired degree of paralysis 
has been fully attained, allowance being made for further 
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DOSAGES OF OURARE WHICH GAVE ABOUT THE SAME DEPTH 
OF RELAXATION IN DIFFERENT PATIENTS IN RELATION TO 
THEIR BODY-WEIGHT 


Into- d-tubo- 
costrin curarine 
(mg.) (mg.) 
80 — 
— 20 fas 
— — 16-5 
— — 15:5 
14- — 14 
-s 60 14 
porn 70 Parae 
TENA 70 es 
10 80 — 
ee 70 ae 
a 72 sees 
— — 15 
— 100 17 
— 80 16 


Female. 
4 


action of the curare for about 2 min. after the end 
of the injection. | 

The time taken for the first injection of curare has 
generally been about 4-5 min. At subsequent treatments 
the same dose can be given in 2 min. without altering 
greatly the depth of curarisation attained. 


STAGES OF PARALYSIS 


The patient’s response can give accurate guidance in 
determining when sufficient curare has been injected only 
if the overall rate of the injection is kept fairly constant 
from patient to patient, and if one is well acquainted 
with the stages of development of curare paralysis. This 
follows a moderately clear-cut pattern. 

At first there is mistiness of vision due to paralysis of the 
muscles of accommodation, associated with nystagmus and 
later with ptosis. The weakness of the ocular muscles spreads 
to the muscles of the face, and facial expression is lost. Speech 
becomes slow, hesitant, and dysarthric. At this point the 
main skeletal musculature becomes affected, the muscles of 
the spine and neck before the limb muscles. The head when 
raised from the pillow is moved jerkily, and contraction of the 
platysma is more evident than norma]. At the next stage the 
head cannot be raised voluntarily and the patient cannot 
keep his arm held up from his side. The last muscles to be 
affected are the muscles of respiration. 


A degree of relaxation just sufficient to make head- 
raising difficult or impossible seems to be all that. is 
required for the effective control of the convulsions in 
E.C.T. Beyond the dose of curare necessary for this effect 
there still remains in most patients a reasonable margin 
of safety before the respiratory apparatus is paralysed. 


APPARATUS 


Before treatment is started all equipment necessary 
to deal with an emergency—e.g., mouth-gag, tongue- 
forceps, and airways—should be at hand. Sterile syringes 
already assembled should be available, including a 5 ¢.cm. 
syringe fitted with an intravenous needle for giving 
neostigmine. A resuscitation apparatus, consisting of 
an anesthetic facepiece attached to a large rebreathing 
bag with an expiratory valve, which can be closed 
instantaneously, is used for the administration of CO, and 
O, during the first few inspirations after the convulsion. 
In the event of respiratory paralysis after the injection 
of curare the lungs can be inflated by closure of the valve 
and compression of the rebreathing bag. 


RESULTS 


It is important that the effect of curare should have 
reached its peak before the electric shock is given. This 
peak is reached about 2-3 min. after the end of an 
injection if the time taken to give the injection is about 
2min. Recovery after the convulsion does not appear to 
be delayed in the curarised patient. Slight weakness and 
unsteadiness of gait may persist for a time after treat- 


combination of curare and pentothal. 
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ment but were so slight that 4 patients, who attended as 
outpatients, returned home accompanied by a relation 
in less than an hour after receiving treatment. The 
lassitude produced by the drug may not be altogether 
undesirable. One patient, who passed through a perfectly 
quiet recovery phase after convulsions controlled with 
curare, displayed such extreme restlessness after treat- 
ment without curare that he had to be given intravenous 
‘ Pentothal.’ l 


Complications.—No injuries occurred, and there were 
no serious complications. Curare does not normally 
embarrass respiration to any serious extent in the dosage 
required for E.c.T. Any tendency to alarm on the part 
of the patient because of mild respiratory difficulty was 
easily relieved by reassurance. As is well known, over- 
dosage paralyses the respiratory muscles. If this happens 
artificial respiration should be given and 1-2 c.cm. of 
neostigmine (0-5-1-0 mg.) injected intravenously. 


One patient, subject to bronchial asthma, developed 
bronchospasm after the injection of 15 mg. d-tubocurarine, 
and his respiration became strident and weak and almost 
ceased. Fortunately resuscitation overcame this condition. 
After a few more treatments on a reduced dose of curare 
with only mild symptoms the original dose was resumed 
without a repetition of the complication. 

Another complication arose in a very asthenic patient to 
whom 60 units of intocostrin, calculated from body-weight; was 
given. At 5 min. from the start of the injection shock treat- 
ment was begun. The first two shocks were subconvulsive, 
but the third produced a major fit, at the end of which the 
patient’s cyanosis faded into a grey pallor. He was pulseless, 
and his respiratory movements were feeble and ineffective. 
After the insertion of an airway and artificial respiration, 
pulse and breathing began again. On recovery he felt no 


.ill effects apart from vomiting. Two days later, to determine 


his correct dose of curare, he was given 20 units of intocostrin. 
This produced almost complete abolition of head-raising for 
a short period. It seems possible that this patient may have 
belonged to a rare class who show undue sensitivity to small 
doses of curare (Cash and Hoekstra 1943). 
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Changes in systolic blood-pressure during and after injection of curare. 


The only patient who showed signs of residual effects of 
curare was one in whom the first six treatments were with a 
After the fifth treat- 
ment he developed a temporary and partial ptosis of the right 
eye. This reappeared and persisted longer after each subse- 
quent treatment. At the end of the course of sixteen treat- 
ments the condition slowly improved, but remained to some 
extent for about two months. There was also some impair- 
ment of vision; but, because of his former mental state, 
it could not be determined if this had developed during 
treatment. 

PHYSIOLOGICAL EFFECTS OF OURARE 


Blood-pressure 

During the treatments observations on blood-pressure 
changes were made on 5 patients by means of recordings 
at one-minute intervals. In 3 cases the systolic pressure | 
was found on repeated occasions to be considerably 
raised and to fluctuate apparently with the degree of 
emotional tension experienced at the time. In another 
case the resting blood-pressure was 190/130, but. during 
the injection of curare it ranged about 200/140 and rose 
to 220/140 with the onset of curarisation. One patient 
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showed complete emotional indifference; his systolic 
pressure is recorded in the accompanying figure.. 


7 "P RESPIRATION 

Recordings of respiratory movements of patients having 
treatment both with and without curare were made. 
Where curare was used these tracings showed no change 
in either the rhythm or range of respiratory excursion up 
to the point of development of paralysis of the neck 
muscles. Where deeper curarisation was attained respira- 
tion became shallower and faster. In 2 patients these 
changes were preceded by slowing of respiration. Even 
where there were some changes in the respiratory 
recordings there was no delay in the re-establishment of 
respiration after the convulsion. 

. S SUMMARY 

Premedication with curare is a promising method of 
eliminating the risk of fracture in electric convulsion 
therapy. This paper describes its use in the treatment 
of 29 patients receiving a total of 178 injections. 

The disadvantages of calculating the dose of curare 
from the patient’s weight are indicated. It was found 
better to inject the drug slowly, observing the stages of 
curarisation and allowing for the continued action for 
some two minutes after stopping the injection. The 
stage of curarisation to be aimed at is that in which the 
patient just cannot raise his head or can do so only 
with difficulty. : | 

Curare has little effect on the recovery time after the 
convulsion. The few complications - experienced are 
described and observations on- blood-pressure and 
respiration are summarised. 

I am indebted to Dr. W. McCartan, medical superintendent, 


for his help, Dr. R. Binning, of the honorary staff of the Royal 
Sussex County Hospital, for advice when treatment with 


curare was first undertaken, and Mr. J. Hughes, departmental | 


nurse, for his technical assistance in recording observations 
and for his skilled direction of the nursing arrangements. 
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TREATMENT OF TROPICAL SPRUE WITH 
FOLIC ACID ~ 


R. J. G. Morrison C. R. St. JOHNSTON 
M.D. Lond., M.R.C.P. M.D. Birm., M.R.C.P. 
LIEUT.-COLONELS R.A.M.C. 


From the Queen Alexandra Military Hospital 
THE use of folic acid in the treatment of sprue has been 


described by Darby and Jones (1945), Darby et al. (1946), 
Spies (1946) and Spies et al. (1946a and b), but the only 


accounts of sprue treated in this country with folic acid. 


are those of Manson-Bahr and Clarke (1946), Davidson 
et al. (1947), and Davidson and Girdwood (1947). Four 
cases of tropical sprue treated with synthetic folic acid 
are described here. l : 

RECORDS 


Case 1.—A soldier, aged 25, had served between April, 


1943, and August, 1946, in India, Burma, and Malaya. In 
March, 1945, he complained of abdominal swelling, persistent 
diarrhoea, sore mouth, and loss of weight. In August, 1945; 
he improved after treatment with sulphaguanidine, but early 
. in 1946 the symptoms returned and were again relieved with 
sulphaguanidine. He returned to England in August, 1946, 
and soon afterwards the diarrhea recurred with general 
weakness and a sore mouth. In October he was admitted to 
a military hospital, where his fecal fat was 70% by weight 
of the dried fæces, and a hyperchromic anemia with achlor- 
hydria was noted. Tropical sprue was diagnosed, and he was 
transferred to us for treatment, having had no specific therapy. 


+ 
X 


Investigation.—He was pale and sallow; weight 131 Ib. 
Tongue red, shiny, and fissured; papille small. Abdomen 
distended and doughy. Red-cell count 2,470,000 per. c.mm.,_ 


Hb 60% (Sahli), colour index 1:2, mean corpusctilar Hb 38%, 


hematocrit 32, reticulocytes 0-25%, white cells 5400 per c.mm. 
Sternal-marrow biopsy showed normoblasts 31%, megalo- 
blasts 7:5%. The oral glucose-tolerance test produced a rather 
flat curve (fasting 125 mg., 1/, hour 150 mg. per 100 c.cm., 
l hour 131 mg., 11/, hours 130 mg., 2 hours 126 mg., 21/, hours 
111 mg.). 

Stools numbered 2-6 daily; they resembled soft putty 
and were offensive, the weight of 24-hour specimen being 
28-60 oz. Radiography of gastro-intestinal tract showed 
that the stomach was distorted by the colon, which was much 
distended with pas. The descending and fourth parts of the 
duodenum and upper jejunum appeared somewhat distended, 
with loss of the normal feathery pattern. - | | 

Treatment.—After thirteen days on an ordinary ward: diet 
there was no change in symptoms. On the third day of 
treatment with folic acid (20 mg. by mouth daily) he found 
he had more energy ; the abdominal distension and discomfort 
were less, and the stools not‘so offensive. By the sixth day 


the number of stools had fallen to 1 or 2 daily, and the weight 


of the 24-hour specimen to 5-8 0z.; the stools have since this 
time remained between 1 and 3 daily, and of. the same 
daily weight. ° 

- A daily reticulocyte count showed a rise to 2-5% on the 
third day of treatment, and reached a peak of 5% on the ninth. 
On the fifteenth day a blood-count gave Hb 76%, red’ cells — 
3,800,000 per c.mm.; sternal-marrow biopsy showed normo- 
blasts 30%, megaloblasts 4:5°%. The fecal fat was 26% by 
weight of dried feces, and he had gained 11!/, Ib. He said 
his appetite had ‘‘ changed from indifferent to keen’ and 
that he could tolerate fats well. The dose of folic acid was 
reduced to 10 mg. daily. _ | 
= On the thirty-fifth day of treatment he weighed 152 1b., 
and a blood-count gave Hb 92°, with red cells 3,910,000 
per c.mm. The dose of folic acid was maintained at this levél 
for a further four weeks and then discontinued. He now 
weighed 156 lb. ; fecal fat was 18°, by weight of dried feces ; 
and blood-count gave Hb 78%, with red cells 4,400,000 
per c.mm. Four weeks later, after being on leave and leading 
an active life without any treatment and on an ordinary diet, 
he felt well and weighed 154 lb.; his blood-count gave 
Hb 74%, with red cells 4,300,000 per c.mm., and mean 
corpuscular Hb 27°%. Free acid had returned to his gastric 
Juice, and there were no intestinal or other symptoms. 


Case 2.—A colonel, aged 46, had served for over 20 years 
in India. In 1935 he contracted pulmonary tuberculosis, 
but made a good recovery. In October, 1944, he began to 
have dyspepsia, and lost more than a stone, but by July, 
1945, he had regained his weight. In May, 1946, a month 
after an operation for transplantation of the right ulnar nerve, 
he complained of sore tongue and of ulcers in the mouth. He 
felt very weak, and had diarrheea, loss of appetite, abdominal 
rumblings, and vague epigastric discomfort associated with 
a sensation of food sticking in his throat. He was sent into 
hospital on Oct. 18, 1946, with a diagnosis of pernicious 
anzemia. — : ` 

Investigation.—He was thin and wasted, with a dry inelastic 
skin ; the effort of walking about his room produced fatigue. 
Tongue smooth and fissured, with a small ulcer on the frenum. 
Abdomen distended and tympanitic; abdominal muscles 
poorly developed and atonic. : 

Stools numbered 4-6 daily, of the consistence of gruel, 
biscuit-coloured, bulky, and offensive : on standing in a glass 
jar yellow liquid pools of fat separated out. | | 

A blood-count showed Hb 57%, red cells 3,300,000 per 
c.mm., reticulocytes 0-25°9,. The sternal marrow contained 
normoblasts 11-59%, megaloblasts 7-5%. A glucose-tolerance 
curve after 50 g. of glucose by mouth gave the following 
figures: fasting 88 mg. per 100 c.cm., 1/2 hour 150 mg., 
1 hour 130 mg., 11/, hours 124 mg., 2 hours 118 mg., 23/, hours 
90 mg. No free hydrochloric acid was present after a fractional 
test-meal, and a fat analysis of stools gave 41% of the dried 
feeces. Radiography did not reveal any abnormal. gastro- 
intestinal pattern. ny A 

Treatment.—On an ordinary ward diet, for three weeks, 
with rest in bed, the patient got steadily worse. On Nov. 7 
treatment with folic acid 20 mg. daily by mouth was begun. 
Within 48 hours appetite had returned, dyspepsia had ceased, 
physical weakness had much diminished, diarrhea had 
stopped, and stools had decreased to 2 daily, with the consis- 


— e ergy. 
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- transfusions and liver injections. 


‘abdominal discomfort was less. 
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tence of clay. The daily weight of the fæces fell from about 
50 oz. to 10 oz., though subsequently it rose temporarily, 
probably owing to a dietetic indiscretion (a pound of grapes) 
due to a voracious appetite. At the end of the first week 
patient had gained over 13 lb. 

A daily reticulocyte count showed a maximal rise of 7°% 
on the seventh day of treatment. Sternal-marrow biopsy on 
twenty-fifth day showed normoblasts 21-5°., megaloblasts 
1-5°5. Fecal fat had fallen to 35°, after a month, and to 
25°, a week later. Fractional test-meal after treatment still 
showed achlorhydria. 

The general condition and weight continued to improve, 
and on the thirty-seventh day of treatment his Hb was 95°, 
and the red cells 4,200,000. The dose of folic acid was then 
reduced to 10 mg., and finally on the sixtieth day to 5 mg. 
The patient is now living at home, and feels perfectly fit. In 
spite of walking eight miles a day his weight had increased to 
152 lb. by the end of March, but his blood picture was still 
short of normal—red cells 4,100,000 per c.mm. 


Case 3.—A major, now aged 59, had sore tongue, anemia, 
and pale bulky frothy stools in 1936, and was treated for 
tropical sprue. A relapse in 1940 was treated with blood- 
He recovered, but lately 
had been feeling easily tired and had been passing bulky pale 
stools. In spite of liver injections his blood-counts had not 
been satisfactory. He was admitted to hospital on Sept. 4, 1946. 

Investigatton.— General condition fair; skin pale and 
parchment-like: tongue normal; abdomen distended ; 
stools typical of sprue. Blood-count: Hb 73%, red cells 
3,750,000 per c.mm., white cells 4950 per c.mm. An oral 
glucose-tolerance test did not reveal any flattening of the 
curve. Barium follow-through showed abdominal distension, 
with gas and pools of barium in small intestine. Fecal fat 
27° of dried stool. Fractional test-meal: achlorhydria. 
Sternal marrow: normoblasts 11°;, megaloblasts 5-5%. 

Treatment.—With no treatment beyond a full hospital 
diet, the reticulocyte count on Oct. 1 was 0:6°¢. Folic acid 
(20 mg. daily by mouth) was then given, but the reticulocyte 
count did not rise appreciably, and the blood picture did not 
improve. After sixteen days’ treatment the hemoglobin 
was 77°, and red cells 3,140,000, and after fifty-three days’ 


treatment the hemoglobin was 64° and red cells 3,300,000. 


Folic acid was then stopped. 

Though the bone-marrow cid not respond, patient felt 
better. Stools were darker and less bulky and offensive, and 
fat-content had dropped from 27°, before treatment to 12° 
afterwards. There was no gain in weight. 


Case 4.—A nursing sister, aged 32, invalided home from 
India, was admitted in September, 1945. She had lost 36 lb. 
and complained of pale loose frequent stools, lassitude, sore 
lips and tongue, and abdominal! distension. 

Investigaton.—General condition poor; weight 88 Ib.; 
angular stomatitis. Blood-count : Hb 80%, red cells 3,000,000 
per cmm. Fecal fat 26% by weight of dried feces. No 
entamcebe or parasites seen in stools. 

Treatment.—Patient was given a high-protein diet, vitamins, 
and liver extract, and made slow progress. In February, 
1946, she weighed 96 lb., had a red indented tongue, and was 
still passing loose stools with a fat content of 40% by weight : 


“Hb 85% and red cells 4,100,000. In June, 1946, her weight 


was 97 lb., and as she was not improving all previous treat- 
ment was stopped and she was put on a low protein and high 
carbohydrate diet, with folic acid 15 mg. daily. The hæma- 
tological response was negligible: reticulocytes reached a maxi- 
mum of 2-5% on the eighth day; on the fifteenth day the 
hemoglobin was 88% and red cells 3,700,000. There was, 


‘however, improvement subjectively and in the diarrhea ; 


stools decreased from 6 daily to 1-3 by the seventh day, and 
A large dose of 100 mg. folic 
acid on the sixteenth day, followed by 20 mg. daily, with an 
ordinary diet, produced no reticulocyte peak and no change in 
hæmoglobin or total red-cell count. For another three weeks 
she had 30 mg. daily, after which folic acid was withdrawn. 

On returning to the sprue diet, vitamins, and proteolysed 
liver by mouth, she continued reasonably well for four months. 
Folic acid (20 mg. daily) was again tried, with no effect on the 
reticulocyte or red-cell count, but with some improvement 
in her abdominal discomfort. 


DISCUSSION 


Cases 1 and 2, previously untreated, showed the 
expected dramatic response to folic acid; but in cases 
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3 and 4, which had both been treated for some time 
previously, there was no significant hematological 
response or gain in weight, though the gastro-intestinal 
syinptoms diminished slightly. | 

Darby et al. (1946) described 3 cases of non-tropical 
sprue treated with folic acid, all of which showed a 
good hematological response ; one of the patients had 
previously had liver therapy, and the response to folic 
acid was greater than with liver. In the case reported by 
Manson-Bahr and Clarke (1946) the patient had also had 
liver therapy for a long period and yet responded to 
folic acid. 

The lack of hiematological response in cases 3 and 4 
is at present unexplained. 


SUMMARY 


The progress of four cases of tropical sprue treated 
with synthetic folic acid is described. 

Two cases, previously untreated, showed a dramatic 
improvement both im the blood and in intestinal 
absorption. 

The two other cases, which were of long standing and 
had long been treated with liver, were improved subjec- 
tively, but little or no effect on the blood was observed. | 


Our thanks are due to Lieut.-Colonel W. H. Hargreaves, 
O.B.E., R.A.M.C. ; Messrs. Lederle Laboratories Inc. for supplies 
of ‘Folvite’ (synthetic folic acid); Major-General Sir 
Alexander Biggam, K.B.E., for his help and encouragement ; 
Major W. R. Ashby, R.A.M.C., for the pathological work ; and 
the Director General, Army Medical Services, for permission 
to publish. 
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g Medical Societies 


SOCIETY OF BRITISH NEUROLOGICAL 
SURGEONS 


Tns society held its spring meeting in Lisbon on 
April 10 and 11 under the presidency of Sir Hugh Cairns.. 
The meeting was arranged to pay tribute to Prof. Egas 
Moniz for his pioneer work. It was he who in 1927 
introduced arteriography, which was used at first in 
cerebral work. The leucotomy operation for certain 
mental disorders was:a later conception and was first 
performed by Professor Lima in 1935. The visitors, 
including members from several European countries, 
were welcomed by Professor Flores, of the Lisbon faculty 
of medicine, Professor Moniz’s successor in the chair of 
neurology. | 

Professor Moniz spoke on thrombosis of the internal 
carotid and its branches, and on the interpretation of 
cerebral angiograms, especially the striking difference in 
circwlation-rate through the internal and external 
carotid systems. Professor Lima described the diagnosis 
of subdural hematomas by arteriography. Professor 
Furtado and Dr. Marques spoke about the Arnold-Chiari 
malformation, Professor da Costa on the neuroblastomas, 
and Professor Fernandes on leucotomy. The technique 
of carotid arteriography was demonstrated by Dr. 
Imaginário and of aortic arteriography by Dr. dos Santos. 
An excellent exhibition of cerebral angiograms included 
the carly experimental procedures and instruments used 
for them, now of interest historically. Several communi- 
cations, mostly relating to Professor Moniz’s work, were 
given by the visitors, including Mr. Norman Dott on 
intracranial aneurysms, and Prof. Geoffrey Jefferson, 
F.R.S., on frontal lobectomy. | l 
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Reviews of Books 


The Rhesus Factor 
G. FULTON ROBERTS, M.B. Camb. London : W. Heinemann 
Medical Books, 1947. Pp. 47. 3s. 6d. 


THE rhesus factor was identified in 1940 by Landsteiner 
and Wiener, and not in 1939 by Levine and Stetson as 
` suggested in this booklet. Most of the subsequent 
advances have been on the academic side and concern 
the geneticist; but the clinicians are responsible for 
blood-transfusion and obstetric practice, and they have 
been somewhat confused by rapid development of 
academic work and the many changes in terminology. 
Dr. Fulton Roberts has reviewed the subject, in 47 pages, 
for the average clinical reader ; all the relevant informa- 
tion is briefly and clearly set out, and helpful case- 
reports illustrate the points raised. While the dangers of 
transfusing the Rh-negative person with Rh-positive 
blood are properly stressed, the potential dangers of 
transfusing the Rh-positive person with Rh-negative 
blood are somewhat overemphasised. Hæmolytic disease 
of the foetus and newborn (erythroblastosis fcetalis) is 
often referred to as rhesus disease, which is an ugly term 
and not sufficiently comprehensive. But this good little 
book should help to clear up confusion for many. 


Care of the Neurosurgical Patient 
Ernest Sacus, M.D., professor of clinical neurological 
surgery, Washington University, St. Louis. London: 
H. Kimpton, 1945. Pp. 268. 30s. 


NEUROSURGERY more than other specialised branches 
of medicine depends on the integrated activity of a team. 
The efficiency of the team naturally depends on the 
acceptance and constant repetition of technical proce- 
dures, whose merits are sometimes less important than 
the standard of their performance by the team. This 
tendency has had two results: first, that the neuro- 
surgeon passes on his rigid technique to others ; secondly, 
that schools of method, rather than thought, have arisen 
—schools in which practical minutize have an important 
place. In this book Prof. Ernest Sachs has laid down the 
methods which he has perfected in his unit in St. Louis, 
with the principles and beliefs on which they are based. 
It is really a day-to-day account of his work, written in 
the first person and dedicated by name to the 28 neuro- 
surgical fellows who have worked with him, and who 
will find in it a pleasing résumé of their training. Other 
neurosurgeons will find the technical descriptions too 
brief to be of great value to them, but general surgeons 
will get much guidance for their simpler adventures in 
brain surgery. The book cannot be regarded as a critical 
survey of the wealth of thought and activity which has 
in a few years produced modern neurosurgery. Such 
statements as ‘‘ I have always felt that, irrespective of 
the sxtiological factor, all headaches are due to positive 
or negative tension in the dura,” and ‘‘ Today, with the 
full use of ventriculography, over 97 per cent. of all 
` tumours are located and removed,” are scarcely accept- 
able. It would not be fair, however, to make too much 
of such shortcomings in the book, important as they 
are; for each chapter deals with action, and the develop- 
ment of technical perfection naturally limits theoretical 
consideration. Professor Sachs expresses his views clearly, 
and presents his techniques in short vivid descriptions, 
with plenty of case-abstracts and good illustrations. 


Differential Diagnosis of Jaundice 
Leon ScHIFF, M.D., associate professor of medicine, 
department of internal medicine, University of Cincin- 
nati; director, gastric laboratory, Cincinnati General 
Hospital. Chicago: Year Book Publishers. London: 
H. K. Lewis, 1946. Pp. 313. 30s. 


ANY monograph which makes for clear thinking on 


the subject of jaundice is welcome. By combining clinical, 
pathological, and biochemical data on the diseases causing 
jaundice, Professor Schiff hopes to expedite diagnosis 
and save patients from being ‘‘ studied to death ” ; and 
he gives a complete review of published work on most 
aspects of jaundice. No short cut to diagnosis is offered, 
but each aspect of the causation of jaundice is fully 
presented. He attempts no synthesis of these into a plan 
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of clinical and laboratory investigation suitable for any 
case. Close reading and close reasoning are necessary to 
follow him, but the reader is helped by plenty of first- 
hand case-histories and a good typographical layout. 
A summary of homologous serum hepatitis is included, 
though he recognises that advances in knowledge of the 
condition are proceeding rapidly. The chapters on clinical 
and laboratory aids to diagnosis are mercifully clear, 
and those on liver biopsy and X-ray examination well 
illustrated. He gives full instructions for the carrying 
out of laboratory tests, with references to the original 
papers; but a number of reagents mentioned are 
American proprietary preparations. This detailed book. 
of reference is likely to be much used on. both sides of 
the Atlantic. ; 3 


Diseases of Children 
(4th ed.) Editors: Donaup PATERSON, M.D. Edin., - 
F.R.C.P., physician, Hospital for Sick Children, Great 
Ormond Street; ALAN MONCRIEFF, M.D. Lond., F.R.C.P., 
Nuffield professor of child health, University of London. 
London: E. Arnold. Vol. i. 1947. Pp. 771. 308. 


THE 4th edition of this standard work, originally 
produced by Sir Archibald Garrod, F. E. Batten, and 
Hugh Thursfield, has been almost entirely rewritten 
and has changed its format from one large volume to 
two of more manageable size. The death of Dr. Thursfield 
in 1944 has removed the last of its originators ; but the 
present editors have achieved, under considerable 
difficulties, a worthy successor to the previous three 
editions. By a pleasant innovation the list of contri- 
butors includes three American authors, who by reason 
of their Service duties had come into close association 
with their British colleagues. As before, the staff of the 
Hospital for Sick Children, Great Ormond Street, is 
widely represented in the list, and the editors have 
wisely included a number of relatively junior contributors. 
New material includes sections on growth and develop- 
ment, the use of sulphonamides and penicillin, clinical 
pathology, anesthesia, and lung surgery, to mention 
only a few subjects in which great advances have been 
made since the last edition appeared. Each chapter, 
is followed by a useful selection of references. The 
illustrations are perhaps a little unequally distributed, 
but for the most part are well. chosen. If the second 
volume maintains the high standard of the first, this 
work will keep its popularity. » 


Textbook of Biochemistry (London and Philadelphia : 
W. B. Saunders, 1946. Pp. 592. 22s.).—The 4th edition of Prof. 
Benjamin Harrow’s useful book covers more ground than is 
needed for most examinations in biochemistry in this country 
but can be recommended to students, though there are one 
or two errors in structural formule. The emphasis on the 
cyclic structure of the sugars is welcome, and it might have 
been carried even further. The field of biochemistry is well 
covered : there are chapters on immunochemistry and chemo- 
therapy, and evidence from the use of isotopes is freely cited. 
The illustrations, too, are good. i 


An Introduction to the Prescribing and Fitting of 
Contact Lenses (London: Hammond, 1946. Pp. 168. 42s.). 
—This book by two practising opticians, Mr. Frank Dickinson 
and Mr. K. G. Clifford Hall, covers the historica] background 
of these lenses and their optical properties, and then relates 
how they are prescribed and fitted. A large trial set of lenses 
is used to find an approximate fit for the eye, and the lens 
selected is then ground until it makes a perfect fit. (The 
process of altering these lenses by grinding is not described, 
nor do the authors make clear whether this is done on the - 
spot by themsel¥es or sent away to a factory.) If the eye 
to be fitted is of such unusual shape that no stock lens is an 
approximate fit, a mould of the eye is taken with ‘ Zelex,’ a 
dental impression compound, and a positive case of this is 
made from dental stone. From this cast the contact lens is 
pressed. The process of taking a mould is clearly explained, 
but no account is given of the making of a lens from this 
mould. Not much is said of plastic lenses, which need elaborate 
machinery for their manufacture; but they seem likely, 
because of their lightness and smaller cost, to replace glass - 
lenses entirely in time. Some first-class photographs make 
the process of fitting the lenses, and of detecting misfits, 
perfectly clear. ) À 
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Infections and the Developing Embryo 


SrncE 1941, when MCALISTER GREGG in Australia 
first drew attention to the connexion between rubella 
during pregnancy and congenital cataract, upwards 
of fifty papers confirming and extending his findings 
have been published in Australia, Europe, and the 
United States. There can now be no doubt that 
rubella during early pregnancy interferes with foetal 
development and so produces congenital malforma- 
tions, of which cataract, deaf-mutism, and heart 
disease are the most important. But there are 
indications that we have so far only touched the 
fringe of a larger problem. The knowledge gained 
in the last few years has opened up two lines of 
inquiry, one clinical and one experimental, which 
may substantially reduce the loss of life from prenatal 
causes and improve the quality of our infant popula- 
tion. Accurate clinical observations during pregnancy, 
with special attention to some details hitherto ignored, 
and the application of the experimental methods of 
the older amphibian embryologists to mammals 
should together lead to a new concept of the nature of 
sporadic congenital anomalies and so-called somatic 
mutations. 7 

We know from the experiments of such pioneer 
embryologists as SPEMANN and Ross Harrison that 
a sublethal noxious influence acting on a developing 
embryo will, if it has any demonstrable effect at all, 
produce an anomaly of structure. This anomaly will 
be the direct result of interference with cells which 
are rapidly dividing at the time of application of the 
noxa; so its extent and nature will depend on the 
stage of development of the embryo at the time of 
the experiment. At a given stage of development the 
degree of protoplasmic activity varies in different 
parts of the body, and regions of high activity are 
electro-negative to those of low activity. These 
variations are directly related to susceptibility to 
poisons ; curves of susceptibility can be drawn which 
will run parallel with the curves of electronegative 
potential and of metabolic and cellular activity for the 
same regions. The region of highest activity succumbs 
first to poisons in high concentration, but with low 
concentrations the most active region may be the 
quickest to become acclimatised. The experimental 
evidence has been almost entirely based on the 
behaviour of amphibian embryos, under the impact 
of such diverse agents as cyanides, alcohol, heat, 
cold, ultraviolet light, and alkaloids. Knowledge 
of mammalian reactions is scantier, but the action of 
X rays in permanently altering the layering of the 
developing retina in rats and in man suggests that 
similar experiments would give similar results. In 
all cases the resultant anomaly is specific for the stage 
of development at the time of the experiment rather 
than for the noxious agent used. 


More work is needed on the placenta-passing pro- 


perties of organic and inorganic, living and non- 
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living, noxa; the data already obtained indicate a 
species variability. Many viruses as well as bacteria 
and their toxins are known to pass the placenta in 
man, and the earlier in development that a sublethal 
toxin acts the more likely it is to produce a congenital 
anomaly. When viruses, toxins, &c., attack the 
foetus after the organogenetic period they reproduce 
more or less faithfully the disease seen in adults, 


‘modified by environment and the peculiarities of the 


foetal circulation ; they do not lead to developmental 
anomalies, except of structures not fully differentiated 
at the time. Good examples of the effects of virus 
infection after foetal differentiation is well established 
are the cases of intrauterine smallpox, where placental 
transmission of the disease after the 4th month 
of foetal life leaves the scars of modified pocks. 
When congenital defects follow maternal rubella, 
on the other hand, the mother’s illness has usually 
occurred in the first 3 months of pregnancy. The 
periods of maximum cellular activity, and therefore 
of maximum susceptibility to attack, are for the 
developing lens the 4th to 8th week and for 
the internal ear the 7th to 10th week; and in the 
Australian series the average stage of pregnancy 
when the rubella occurred was for cataract 1-5 months 
and for deafness 2:1 months. So far, therefore, the 
evidence supports a time specificity, and it is 
strengthened by the case-report t of congenital buph- 
thalmos where the mother had rubella in the 6th 
month of pregnancy, for that date coincides with 
early differentiation of the iridocorneal angle and of 
Schlemm’s canal. Is there any evidence that infections 
other than rubella can produce similar results? So 
far the reports are scanty. Swan et al.” in Australia 
have collected 18 cases of measles in pregnancy, 10 
of them in the first four months, and 4 of the babies 
were born with defects ; for mumps their figures were 
small but suggestive—6 cases, 5 with defects and 1 
with a nevus; for varicella 2 cases, 1 with heart 
disease and 1 with a nevus ; for herpes zoster 2 cases, 
both with defects; for scarlet fever 2 cases, 1 with 
obliteration of bile-ducts. Laroret and Lyncn* 
report an example of extensive congenital defects 
following maternal varicella. Congenital defects have 
also followed maternal influenza,* hepatitis, and 
poliomyelitis.4 In some of these the association was 
no doubt accidental, but the suggestive feature is 
the frequency of maternal infection at a stage of 
pregnancy which matches the defects in the child. 
Further inquiries, then, should not be confined to 
rubella, nor to one period of pregnancy, nor to one type 
of anomaly, but should be planned on a broad basis. 
On the clinical side, antenatal supervision must 
begin earlier than has been the custom. As soon as 
pregnancy is diagnosed, all febrile illnesses, upsets, 
accidents, or shocks occurring since just before the 
mother realised she was pregnant should be noted. 
This detailed history should be correlated later with a 
thorough examination of all the infants, and with a 
study of the family history, to avoid misinterpreting 
genetic defects fortuitously associated with maternal 
illness. Teams of investigators working through the 


1. Dupont, G. Amer. J. Ophthal, 1946, 29, 190. | 


2. Swan, C., Tostevin, A. L., Black, G. H. B. Med. J. Aust. 
1946, ii, 889. 


3. Laforet, E. G., Lynch, C. L. New Engl. J. Med. 1947, 236, 534. 
4. Dogramaci,I., Green, H. J. Pediat. 1947, 30, 295. 
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antenatal clinics might well tackle such inquiries, and 
at least one such team is already at work in this 
country. Next, all infectious diseases arising in 
pregnancy might be made notifiable; it would not be 
sufficient merely to ask for particulars of pregnancy on 


the present notification forms, because the “trivial ” 


fevers, which are not notifiable, are important in 
this inquiry. The need is for all cases of infectious 
disease in pregnancy 
through the medical officers of health or infant-welfare 
clinics or otherwise. Experimental work on placenta- 
passing viruses in mammals may tell us when and how 
developmental anomalies originate. Rubella, it seems, 
cannot be transmitted to animals (with the possible 
exception of chimpanzees) but there are other viruses 
which attack some of the ordinary laboratory stock. 
Lymphocytic choriomeningitis of mice will infect 
the embryo in utero, and canine distemper of dogs 
is worth considering as an experimental instrument. 
It might be helpful: to extend the experiments with 
X rays and chemical poisons to pregnant mammals, 
and to investigate their effect on the whole embryo 
at term and at different stages after exposure. 


Meanwhile steps should be taken to protect women 
in early pregnancy against infection. The proved 
danger from rubella and the possible danger from other 
infections should be widely known, so that pregnant 
women will do what they can to avoid contact with 
exanthemata to which they are susceptible. An 
instance of intelligent propaganda is the recent notice 
sent to parents of boys at a big public school during a 
rubella epidemic, explaining the risks to sisters or 
other relatives who are pregnant. Protection by 
means of convalescent serum is already under trial,® 
and if this is successful gamma-globulin prepared 
from such sérum will no doubt become obtainable. 
But in prophylaxis, as in future research, the accent 
on rubella should not be so heavy that other infections, 
and perhaps trauma and malnutrition too, are excluded 
from consideration. 


Hospital Admissions 


THE cry is often heard that the general practitioner 
spends too much time on the telephone trying to get 
patients admitted to hospital. : When doctors are 
being worked off their feet, this weakness of voluntary- 
hospital organisation merits attention. 


Most hospitals do not know how long it takes a 
doctor to find out whether they will admit his case. 
However infuriated he may be, he seldom reports 
‘the matter, and he does not keep any note of the 
delays. The Emergency Bed Service, however, has 
kept a record of the times taken to admit patients 
to a group of large London voluntary hospitals in 
January. Some hundreds of calls were timed from 
the telephonist lifting her receiver to the receipt of a 
definite reply. The results are revealing. For a 
hospital with an efficient admission office, which 
keeps an up-to-date bed state and has the power to 
admit all types of cases, the average time taken was 
4-8 minutes. (This includes dialling the number and 
being given the right extension by the switchboard.) 
Allowing for the fact that the extension is sometimes 
engaged, this average could hardly be reduced. 


ő.. Gunn, W. See Lancet, 1946, ii, 870. 
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Another hospital which has no admitting officer but 
relies on the various housemen to admit emergencies 
took an average of 15 minutes to give a decision.. 
In the group as a whole it was clear that only those 
hospitals with a permanently-staffed admission office 
were consistently quick in replying. | 

The methods of admission differ considerably from 
hospital to hospital. Some are of an antiquated 
type dating from the days before the telephone, 
when the doctor sent a polite note to the honorary 
asking for his patient to be taken in. There are 
still hospitals which work on an admitting-ward 
system by which the wards take turns to admit 
urgent cases for a week, and in consequence patients 
may be turned away though there are some vacant 
beds in other wards. With the present shortage of 
beds this system may inflict gross hardship. The 
modern methods vary according to the size and layout 
of the hospital. Broadly speaking, they hinge either 
on an admission office, where someone with power to 
admit—not necessarily a doctor—is always on call, 
or on a resident medical officer who can be found 
rapidly by some kind of signals throughout the 
hospital. The former is the more certain, and has 
the advantage that all admissions, whether from 
waiting-lists, the outpatient department, or other 
sources, and all discharges, go through the one office; 
which thereby knows the exact state of occupancy of 
the hospital and can answer the practitioner from 
information immediately at hand. An admission 
office, however, is probably. warranted only in large 
hospitals. The alternative system, by which all 
admissions are made by a constantly moving R.M.O., 
will succeed only if satisfactory machinery is devised | 
for finding the R.M.o. without delay and putting him 
in direct touch with the doctor. This is easy in a 
small hospital and difficult in a big one: but it is 
always simpler than attempting to link up the outside 
doctor with the right houseman, when there are 
perhaps a dozen to choose from. . 2 8 

How far it is desirable for the admitting officer 
be a medical man is a debatable point., At least one 
major hospital in London uses laymen for this purpose 
and maintains that it is wasteful to employ a doctor 
to answer questions that can with few exceptions be 
answered equally well by an office with an experienced. 
staff. This view is supported by the fact that the 
doctors who admit patients are often the less experi- 
enced members of the profession, and do it for only a 
short time. Practitioners have been known to say hard 
words about young housemen who question their 
diagnoses without seeing the patient, and there is a 
lot to be said for permanent lay officers who cannot 
argue about a diagnosis but have learnt the right 
questions to ask. It seems hardly justifiable to keep 
a doctor permanently on duty merely to weed out 
the occasional case where the practitioner has drawn 
on his imagination for convenience’ sake. 

In the 750-1000-bed units of the future the admission 
system will be no less important. Since all types of 
case will be dealt with, the problems will resemble 
those of the present municipal hospitals rather than 
of the voluntary ones. But the practitioners’ time 
will be no less valuable, and the admission office 
will make or mar their relations with the hospital 
service. 


; 


_ventilation is needed in addition. 
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Dust in the Lungs 


THE conference arranged in London by the Institu- 
tions, of Mining Engineers and of Mining and 
Metallurgy provided an excellent opportunity for 
international discussions on the nature and prevention 
of pneumoconiosis in its various forms. The experience 
gained in the goldmines of South Africa was a fitting 
introduction, because they have had to face much 
the same man-power difficulties as those confronting 
the British coalmines today. Forty-five years ago 
fear of silicosis had made goldmining unattractive 
and there were few new recruits. By demonstrating 
that dust suppression could be effective and by 
assiduous training of new entrants the industry again 
won favour. Similar aims are in the forefront of the 
programme to attract young men to coalmining. 

‘Prof. SUTHERLAND STRACHAN recalled that in the 
earliest days of goldmining on the Rand there were 
no regulatfons governing the work and it was not 
uncommon for a miner to die within two or three 
years as a result of exposure to dust. Today the first 
signs of silicosis rarely appear in less than 18-20 
years, and even then the disease seldom produces 
functional disability, unless complicated by tuber- 
culosis. The annual incidence of silicosis on the Rand 
is now less than a tenth of what it was in 1916, when 
systematic measures of prevention, detection, and 
compensation were introduced. The reduction in 
incidence has been attained principally by dust 


suppression but also by initial medical examination, — 


whereby unsuitable recruits are debarred from 
working in the mines, and by periodical examinations 
for the detection and exclusion of cases of tuber- 
culosis. Dust suppression has been a story of ingenuity 
and perseverance by mining engineers and ventilation 
experts. The measures employed in South Africa 
are. water suppression of dust made in drilling and 
other operations, improved ventilation, arrangements 
of the times of blasting, and filtration of dusty air. 
Success has not been complete, because increased 
mechanisation has intensified the difficulties. The 
more powerful impact of modern machinery on rock 
has produced more and smaller particles, especially 
from the harder rocks. It is impossible to prevent 
the formation of these small particles, so the aim 
must be to deal with them at their source. Water 
will do much but not all, for some of the finer particles 
escape into the atmosphere even with the most 
efficient water-suppression methods; so adequate 
A new form of 
drill, now in the experimental stage, extracts all the 
dust it forms, none reaching the miner’s atmosphere. 
This is of especial importance in deep mining, where, 
on account of the heat, the use of water would so 
increase the humidity as to make working conditions 


impossible. Such conditions exist in the Kolar gold-. 


mines in India and may arise in the deeper mines 
projected in South Africa. 

The results of dust suppression and medical super- 
vision in the hematite mines in north-west England 


illustrate the great improvement that can be obtained. 


Dr. Jonn Craw claimed that because of the control 
of dust, the selection of employees, and periodical 
medical examinations silicosis’ will probably cease 
to be a danger in these mines, though tuberculosis 
has still to be controlled. The main dust-suppression 
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measure is the use of water-oil mist which rapidly 
brings down the dust generated during shot firing. 
In British coalmines the use of water and improved 
ventilation to' control dust has been most actively 
studied in South Wales, where the incidence of 
pneumoconiosis is highest. Mr. J. Ivon GRAHAM 
and Prof. T. D. JoNEs explained that the aim is to 
suppress dust whatever its source, whether it be from 
the coal seams or the rock strata. Where the coal is 
cut by machinery, water is brought to the site of 
cutting, and the dust at loading points is laid by 
water sprays. Wetting agents and foam are also used. 
Another method, not applicable to metalliferous mines, 
is to infuse water into the coal seam before cutting, 
by boring holes and injecting it under pressure. 
The water seeps through the clefts so that when the 
coal is subsequently cut little or no dust forms. 
The amount of water introduced must obviously 
be regulated, for a wet working place can be uncom- 
fortable and unhealthy. Most workers approve of 
this infusion method. A measure which has been 
reintroduced is the consolidation of dust along the 
roadways into a hard surface by applying calcium 
chloride. Supplies of the chemical are limited, but 
many miles of roadway in South Wales mines have 
already been treated. The attempts to suppress all 
forms of dust in coalmines are justified, since the — 
pneumoconiosis of coal-workers is not a pure silicosis 
but due to the action of mixed dust. Dr. J. Goucu 
compared the changes in coal-workers’ lungs with 
those of goldminers and others showing classical 
silicosis. The few coalminers engaged principally on 
rock-drilling show classical silicosis, but those engaged 
on the coal face and in other operations in the mines 
and trimmers loading coal into ships show a different 
condition. Like classical silicosis, the disease in coal- 
workers is focal but the collections of dust show much 
less fibrosis. These changes correspond with the 
X-ray appearance now described as reticulation. The 
collections of dust are often accompanied by a 
characteristic focal emphysema, which appears to be 
more severe than that developing around silicotic 
nodules. The coal-workers’ disease may be a modified 
silicosis, for coal always contains silica. It is now 
recognised that dust of relatively low silica content, 
such as commercial coal, can cause disability and 
fatal lung disease. ‘Tuberculosis plays an important 
part in coal-workers’ pneumoconiosis. The massive 
forms of fibrosis seem to be due to the combined 
action of dust and infection, usually tuberculosis. 
But open tuberculosis only occurs in a ‘small 
percentage of cases, so the infection can rarely be 
diagnosed clinically. The fibrous type of tuberculosis 
is. now more common in goldmincrs than the 
destructive form in which tubercle bacilli were readily 
identified. | 

The reactions which take place on the surface of 
silica particles are of great importance, because 
alterations of the surface can neutralise the toxicity. 
These surface effects form the basis'of the use of 
aluminium in the prevention and treatment of silicosis. 
Aluminium forms a coating on the silica which 
reduces its solubility, and this seems a likely 
explanation of its antidotal effect. After aluminium 
treatment in Canada and the United States a high 
proportion of the men treated claimed to be benefited, 
but there was little objective evidence of improvement. 

| 'R3 
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Further research is necessary, and the method will be i 


tried out in Britain. 

Mining engineers and medical men have worked too 
independently on the problems of dust disease, but 
better integration of effort and more consultation 
with each other is likely to be one outcome of the 
conference. An interdepartmental committee is to 
consider what more can be done in this way. 


Almroth Wright | 

DIscovERY is a process, not an event; and if we 
_are not concerned with “ what porridge had John 
Keats ” we must be interested in the steps by which 


man climbs out of ignorance into knowledge. ALMROTH 
WRIGHT graduated in medicine in 1883, two years 


__ after PASTEUR had made the crucial test of the 


attenuated. anthrax vaccine, and a year before 
METCHNIKOV described phagocytosis. The stage was 
set for applying the facts of practical immunology to 
man, and WricuHT’s real life-work began with anti- 
typhoid vaccine. HAFFKINE and PFEIFFER having 
paved the way, he followed with all the vigour of an 
inspired personality. From successful prophylactic 
inoculation he turned to the therapeutic use of 
bacterial vaccines; but here success proved doubtful, 
and. bacteriologists found themselves ranged in a battle 
` whose sound still echoes. Then came his work on the 
opsonic index, done with the late S. R. Doveras and 
~ based on MrETCHNIKov’s studies in phagocytosis. The 
test they devised is now almost a thing of the past. But 
the modern theory and practice of absolute rest in 
tuberculosis owes it more than is generally supposed. 


_ The first world war inspired his last great research, 


on the immunology of wound infection. The old 
drastic rule-of-thumb antiseptic treatment was uncon- 
scionably long a-dying, and WRIGuT gave it its quietus 
with hypertonic salt solution. Granted the right 
conditions, he believed, the protective mechanism 
of the body could deal with infection without antisep- 
tics; and if today, thirty years later, polemics about 
this have ceased, and the stage is held by the 
sulphonamides and penicillin, it remains true that his 
courageous thinking and acting in the years 1914-18 
pointed the way to a new conception of the infected 
wound. Dovetailed into all these fundamental 
researches was the practical bench-work which has 
influenced technique all over the world. He showed 
laboratory workers what can be done with a rubber 
teat and a piece of drawn-out glass tubing. 


Always an uncompromising individualist, Wricut 


seemed to take little notice of what other people 
found out. Nor did he make much attempt to fit his 
observations into the corpus of accumulated know- 
ledge. Nevertheless he took immense pains over 
exposition, and in his belief that language could 
be made a better vehicle of thought he invented 
a number of new words, some of which will survive. 
He had a great dislike of statistics, and was in many 
other ways wilful and wayward. Some thought of 
him as a hero; others as a grim lion, liable at any 
moment to turn and rend; others again as just a 
wrong-headed rebel. But none can now deny him the 
salutary influence of the original mind which invades 
the holy places of accepted dogma and sets up sign- 
posts in. deserts. Often these signs have led us 


otherwhere than he or we expected; but they have 


kept us on the march. 


Annotations 


VITAMIN NEEDS OF MALARIA PARASITES 
Ir has been generally believed that malaria is favoured 


by malnutrition and that when a population is suffering 


~ 


to neutralise one molecule of the drug. 


from famine it is correspondingly less able to resist an 
epidemic of malignant or benign tertian malaria.. In the 
main this is probably | correct, since many dietary 
deficiencies tend to impair the defence mechanisms 
involved. But evidence is also accumulating that under 
special circumstances the malaria parasite may suffer 
from lack of vitamins in the diet quite as much as its 
host does. Thus infections of Plasmodium lophure in 
chicks are diminished in intensity if the chicks are 
suffering from a riboflavine deficiency!; presumably the 


parasite does not get enough riboflavine for its own: 


metabolism. And it has recently been reported that 
P. knowlesi requires ascorbic acid, and that if the rhesus 
monkey suffers from even slight ‘deficiency, too. mild -to 
be recognised as scurvy, the usual well-known virulent 
infection is replaced by a low- grade parasitemia which 
does not end fatally.? 

The most recent development of this subject concerns 
P. gallinaceum and pantothenic acid. ° 
that pantothenate is necessary for the growth of many 
bacteria such as hemolytic streptococci. The multipli- 
cation of these organisms can be checked either by an 
actual deficiency of pantothenate or by the presence of 
some compound sufficiently like pantothenate to be 
taken up by the pantothenate-receptors of the germ, 
and sufficiently ‘indigestible to resist further changes ; 
such compounds block the receptors just as sulphanila- 
mide blocks the receptors for p-aminobenzoic. acid. 
the case of hzxmolytic streptococci blockage of the 
receptors can be produced in vitro and in vivo by 
pantoyltaurine.® 
just as much as streptococci do, and if chicks are subjected 


to severe deficiency of this vitamin (so that growth is- 


seriously stunted) the malaria parasite cannot develop 
properly in their red blood corpuscles and only very 
mild infections result. The forms of this parasite 
which grow in the tissues, such as those which develop 
from the sporozoites, are not handicapped in this way ; 
probably because the concentration of pantothenate in 


the tissues is always much higher than that in the blood. 
The results of pantothenate deficiency can be produced 
more conveniently by the administration of “‘ homologue. 
blockers ” than by keeping the chickens on a deficient, 


diet. The most active compound of this type so far 
discovered is pantoyltauramido-4-chlorobenzene, or, 
CH,OH-C(CH;),,;CHOH-CO-NH-CH,CH,-SO,N(C,H,)- 
C,H, Cl. When given to chicks in the diet, this com- 


pound is 4-16 times as active as quinine in controlling 


malaria due to P. gallinaceum. Since its antimalarial 
action is produced by blocking pantothenate-receptors, 
it can be neutralised by adding more pantothenate to 
the diet, but it requires 8 molecules of pantothenate 
(This is in great 
contrast to the sulphonamides, where one molecule of 
p-aminobenzoic acid neutralises over a thousand mole- 


cules of sulphanilamide.) The pantothenate utilisation of - 


the chicken host is not nearly so easily upset as that 


of the parasite, and toxic effects do not begin to appear 


until more than 60 times the therapeutic dose is given 
in the daily diet. The symptoms produced by overdosage 
consist essentially in loss of weight and eventual death 
of the chicks ; but in addition there is a striking increase 
in the proportion of immature erythrocytes. in the 


circulating blood, though the total NOCE count is 


not changed.. 


1. Seeler, A. O., Ott, W. H. 
McKee, R. -, Geiman, Q. M. Proc. Soc. exp. Biol., 


2 
63,313. 
3. Mcliwain, H., Hawking, r Lancet, 1943, i, 449. 
4. Brackett, S., Waletzky, E., Baker, M. J. Parasit. 1948,-32, 453. 
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These results, obtained with P. gallinaceum and chicks, 
aré not directly applicable to man, for the vitamin 
requirements of the different species of parasite and of 
host are different.. But they are of considerable scientific 
importance in teaching us to understand the metabolism 
of the malaria parasite; and it is heartening to learn 
that in these lean times even malaria parasites can be 
seriously inconvenienced by lack of their vitamins. 


ANASTHESIA FOR THORACOPLASTY 


OPINION is still divided on the best anesthetic for 
thoracoplasty. At a recent joint meeting of the Tuber- 
culosis Association and the anesthetics section of the 
Royal Society of Medicine the advocates of local 
anzsthesia pointed to the advantages of retention of the 
cough reflex, absence of explosion risk, and low toxicity 
of the anesthetic (though whether this holds true when 
large amounts are used may be doubted). Its opponents, 
on the other hand, spoke of the mental trauma suffered 
by the patient unless sedatives are given in doses large 
enough to produce virtually general anesthesia. 

The technique of local anxsthesia takes time and no 
little skill; the intercostal nerves must be blocked as 
well as the brachial plexus, while some operators block 
the cervical plexus and the vagi; and all this amounts 
to a searching anatomical exercise. General anesthesia 
is less spectacular, but the patient is quiet, and he has 
no memory of what is otherwise at best an uncomfortable 
experience. Paradoxical movements can be controlled, 
secretions can be removed by suction, and hemorrhage 
in the chest wall can be minimised by infiltration with 
adrenaline. It is evident that equally good results are 
obtained by local and general anesthesia, so long as the 
methods are well used. 


ELECTROCARDIOGRAM IN RHEUMATIC FEVER 


WirH their strong clinical bias, physicians in this 
country have never paid much attention to the electro- 
cardiogram in the investigation of rheumatic fever. 
Our American colleagues, though they have taken much 
more interest in the subject, are still undecided as to the 
incidence, and the significance, of the changes they have 
observed. 

Among 6000 patients with rheumatic fever, most 
of them aged between 17 and 25, who were. observed in 
a U.S. naval hospital, Filberbaum and his colleagues t 
found 898 with electrocardiographic changes. Arrhyth- 
mias.were present in 119, including 18 with nodal extra- 
systoles, 2 with nodal tachycardia, and 1 with nodal 
rhythm. This relatively high incidence of nodal disturb- 


ances is attributed to increased irritability of the A-v 


node as a result of the rheumatic infection—a suggestion 


which is possibly supported by the observation of © 


retrograde auricular contractions in a further 6 patients. 
The P-wave was altered in 98 patients; inversion of P, 
present in lead 1 on 9 occasions, in lead 11 on 10 occasions, 
and in lead Iiu on 20 occasions, is attributed to a shift 
in the site of the pacemaker. The P-R interval was 
prolonged in 325 patients; but as prolongation was often 
seen in patients without rheumatic activity, its signifi- 
cance is questioned. Abnormal displacement of the 
s-r segment was found in 74 patients, in most of whom 
the displacement was permanent; only rarely was it 
associated with clinical evidence of acute pericarditis, 
and in view of its not uncommon occurrence in normal 


adults its significance in rheumatic fever is considered 
doubtful, except where it is associated. with other electro- 


cardiographic abnormality. Excluding cases where only 
T, was involved, changes in the T-wave were noted in 
125 patients. These changes could not be correlated 
with variation in rheumatic activity, but the interesting 


‘1. Filberbaum, M. B., Griffith, G. O., Solley, R. F., Leake, W. H. 


Calif. West Med. 1946, 64, 340. 
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suggestion is made that in young adults, in whom 
arteriosclerotic heart disease can be excluded, such 
changes may indicate involvement of the coronary 
arteries. 

Another report ? comes from a U.S. Air Force hospital 
and is based upon an electrocardiographic study of 60 
successive cases of acute rheumatic fever. The most 
significant change was found to be in the P-wave, which 
was flattened or inverted, usually in leads 1 and Ur, 
in 8 patients. These changes are considered diagnostically 
significant, since in most the flattening or inversion 
coincided with periods of rheumatic activity. No correla- 
tion could be found between these changes and alterations 
in the P-R interval; so, unlike Filberbaum and his 
colleagues, these authors do not hold them to be due to 
alterations in the pacemaker. 

These two groups of cases are not directly comparable, 
since relatively few of the first series were seen during 
the early weeks of the illness. Their implication for the 
clinician is twofold: in the first place the electro- 
cardiogram must never be interpreted apart from the 
clinical picture; and secondly there is still need for 
a full and detailed study of the electrocardiographic | 
changes in rheumatic fever. 


THE INDIAN VILLAGER 


In 1944 the All-India Institute of Hygiene and Public 
Health carried out a sample survey of its ‘ district,” 
which is served by the Singur Health Centre. Apart 
from the standard vital statistics and the results of some 
special investigations, we have hardly any information, 
even approximate, on the extent and associations of ill 
health in India; so this survey is of more than local 
Its main findings have now been set out 
in a rather hurried preliminary report.® Mi 

Singur Health Centre is situated in the Ganges delta, 
21 miles from Calcutta, and serves an area of 33 square 
miles, including 68 villages with a population of 63,000 
in 12,000 families. The economy is agricultural; more 
than half the men till their own lands, and almost a 
quarter are agricultural labourers. Industry, trans- 
port, distribution, and the professions thus account for 
less than a quarter of the men, while nearly all the 
women are housewives. Three-quarters of the population 
spend less than £15 a year, and 40% of the families are 
in debt. About 42% of the males over fifteen and 
4% of the women are literate ; a third of the boys and 5% 
of the girls attend school. The vital statistics carefully 
collected during 1944 provide an interesting check to 


the official records : : 
Local registra- 


Survey findings tion data 
Birth-rate .. bs ea 42-6 da 30:5 
Death-rate .. 7.. es 22-8 19:5 
Natural increase a oe 19:8 ii 11-0 
Infant-mortality rate 137 oe — 


f 


Local hygiene is described in familiar terms: there is 
gross overcrowding ; most of the houses are badly lit 
and ventilated ; only 7% of them have washing facilities 
and latrines; fly ‘breeding is universal. Yet, despite 
this depressing environment, the majority of dwellings 
were judged “ clean ” or “ moderately clean.” a 

~ The most valuable part of the report is its account 
of morbidity at the time of the survey: 11-6% of the 
people were suffering from some illness—acute in 1:1%, 
chronic in 2-1%, and undifferentiated or undiagnosed 
in 8-4%, malaria and dysentery being the commonest 
recognised complaints. These figures were laboriously 
analysed in order to elucidate associations between ill 
health and economic status, occupation, marital state, 
Unfortunately 


2. Sampson, J. J., Kaplan, P. C. - Amer. J. med. Sci. 1946, 212, 321. 
3. All-India Institute of Hygiene and Public Health, General 

Health Survey, Singur Health Centre, Preliminary Report, 
1944. Simla, 1946. Obtainable from the institute. 
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_ the smallness of the numbers, and insufficient standardisa- 
tion for age and sex, detract from the significance of the 
results. But there is no gainsaying the main facts— 
this figure of ll- 6%, and the other crucial finding that 

“ wage-earners,” whether cultivating their own land 
or otherwise employed, lost on an average 24-5 days in 
the year, or a full working month, because of sickness ; 
which is well over twice the pre-war figure in this country. 
This appalling load of illness is a prime cause of the 
general poverty which in turn promotes ilness—the 
vicious circle so characteristic of Indian life today. 

The investigators also tried to analyse the “ general 
family outlook ”? on the cause, prevention, and’cure of 
disease ; and the assessments remain instructive when 
every reservation is made for their difficulty and sub- 
jective nature. Already, it seems, about 40% of the 
families have a ‘‘ rational” as opposed to a religious, 
fatalistic, or superstitious attitude. But the “ rational ” 
medical service provided does not suffice even for those 
families who are ready for it. During 1943 between 
£600 and £700 was spent on hospitals and dispensaries, 
which attended to only 3-4% of the estimated volume of 
“il health. By contrast the villagers themselves spent 
` £12,000 on private practitioners, more than four out of 
every five of whom are described as unqualified quacks. 
The preventive health services are in similar case: less 
than one in twenty patients with notified infectious 
disease were visited. General experience agrees with this 
finding that public opinion in India is already in advance 
of the available health organisation ; and here is still 
another reason for pressing vigorously ahead with the 
~- Government’s plans for reform. 

This pioneer survey was perhaps a little too ambitious 
,in scope ; 


' successors will be awaited with interest. The Calcutta 


school is to be congratulated on setting an example which 


others should quickly follow. 


CHRONIC TROPHGEDEMA 


LOCALISED oedema due to abnormal reactions of the 
subcutaneous tissue seems to have become more cammon 
since the war. The cases originally described by Nonne,} 
Milroy,? and Meige * were familial ; in 22 of the 24 cases 
in one family reported by Milroy the edema was present 
at birth, whereas in Meige’s cases it appeared between 
five and thirty years of age. Sporadic cases arise at any 
time between puberty and the age of thirty or over. 
Women are mainly affected. Usually a moderate swelling 
begins over one ankle and spreads very gradually until 
the lower part of one or both legs is involved in a hard 
pitting edema. This is originally pale, but the skin may 
become red and inflamed and cause a burning sensation. 
Patients ‘occasionally give a history of a preliminary 
swelling resembling angioneurotic edema. Many of them 
have neurotic traits. Histologically there is a thickening 
of the skin and subcutaneous tissue which may develop 
into a definite hyperplasia in the course of years. There 
is no evidence of venous or lymphatic obstruction or of 
cardiac and renal or myxcdematous origin. Parkes 
Weber and Schlüter $ saw two cases in sisters who had a 
moderate hypertension. Abnormal distributions of the 


cedema have been described. Sézary and Grenet ë described. 


a case in a boy of 14 months who had cedema of the fore- 
arms and left side of the face. Apart from the preliminary 
swelling, there may be attacks of low fever, with severe 
abdominal pain and even protracted vomiting, while the 
cedematous area becomes inflamed and irritating. € Some 


. Nonne, M. Virchows Arch. 1891, 125,189. 

Milroy, W. F. N.Y. med. J. 1892, 56, 505. 

Meige, H. Nouv. Iconogr. Salpét. 1899, 12, 453. 

. Parkes Weber, F., Schlüter, A.. Proc. R. Soe. Med. 1937, 30, 933. 
. Sézary, A., Grenet, P. Bull. Soc. franç. Derm. Syph. 1939, p. 49. 


Hope, W. B., French, H, Quart. J. Med, 1908, 1, 312; Guy’s 
Hosp. Rep. 1908, 62, 5. 
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patients say that the edema fluid oozes freely from any 
slight scratch of the skin. The fluid is thin, colourless, 
and tastes extremely salty. It seems that when a certain 
concentration of the chlorides is reached. the patient 
reacts with vomiting in order to get rid of the surplus. 
These localised æœdemas are at present grouped under 
the name chronic trophcdema, coined by Meige, which. 
seems preferable to Milroy’s disease, Meige’s disease, and — 
the like. Although the various factors mentioned 
influence the condition, its etiology is by no means clear. 
Bauer’s 7 view that it is a congenital localised tissue 
anomaly seems to be quite feasible. The mechanism is 
therefore related to, though not identical with, that 
of localised myxedema. The treatment is entirely 
symptomatic and accordingly not ‘very promising. 
Permanent bandaging i is sometimes useful. 


INVASIVENESS OF CANCER CELLS = 


Every student of pathology is familiar with the 
invasive character of cancer cells, infiltrating tissue 
spaces, permeating the lymphatics, and disseminating as 
lymphatic and vascular emboli. But what is the 
intimate mechanism of their invasiveness? Coman ® 
has tried to interpret this characteristic faculty in terms 
of three physical and chemical differences from normal 
and benign tumour cells—decreased adhesiveness, 
amoeboid movement, and the liberation of a spreading 
factor which acts on adjacent normal tissue. 

By micromanipulation Coman has shown that attached 
pairs of squamous cancer cells are separated by a third 


or a quarter of the force required for normal squamous 


cells or those from simple skin papillomata. As a result 
of similar experiments repeated in media with diminished 
amounts of calcium salts, and from the known fact that 
cancerous tissue is abnormally low in calcium content, 
he correlates the reduced adhesiveness with this finding 
rather than with relative rates of growth and, amounts of 
formed intercellular substance. Coman had previously °? 
confirmed the earlier work of Lewis and Gey,!® which 


' showed that in tissue-cultures of human carcinoma and 


sarcoma individual cells become detached and show active 
amoeboid movement ; this provides the second difference 
and aligns malignant cells with macrophages, leucocytes, 
and lymphocytes. Given detachment and amoeboid 
movement, infiltration of connective-tissué spaces would 
be facilitated if an enzyme were present to dissolve the 
cement substance of adjacent cells, and Coman has now 
extracted a spreading factor, a hyaluronidase, from 
several malignant tumours, though this is not identified 
as the specific product of the cancer cell. However, 
the invasiveness of transplantable sarcoma in mice was 
not increased either locally or distally by the injection of 
hyaluronidase ; neither did the virus-induced benign 
papilloma of rabbits show a greater tendency to become 
malignant. Coman therefore admits that the source of 
the hyaluronidase may be bacterial infection of the 
tumour and that anti-enzymes may be formed: He is 
forced by the negative results of his experiments to 
conclude that this factor is not essential to invasiveness. 
These are interesting preparatory studies in an all- 
important field in which the ability of a cancer growth 
to-evoke lymphocytic accumulation and stroma forma- 
tion, and to invade, may yet be correlated with some 


physicochemical property related to abnormal cell 


metabolism. 


The next session of the General Medical Council will 
open on Tuesday, June 3, at-2 P.M., when Sir Herbert | 


‘Eason, the president, will take the chair. 


7. Bauer, J. Die Konstitutionelle Disposition zu innern Krankheiten, 
Berlin, 1924, p. 202. 

8. Coman, D. R. Science, ae 105, 347. 

9. — Cancer Res. 1942, 2, 618. 
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HOSPITAL WARD PLANNING 


T. S. McInrosH H. R. CoALES 
M.D. Edin., F.R.C.P.E. A.R.I.B.A. 


OF THE MEDICAL AND ARCHITECTURAL STAFF, 
MINISTRY OF HEALTH 


A HOSPITAL, besides being the doctors’ and nurses’ 
workshop, is the patient’s dwelling for the time being, 
and ought, therefore, to be so designed as to © 
provide hygienic conditions of a high order. 

Good natural lighting and abundance of 
fresh air are well-recognised essentials of 
hygiene, which we should not be content 
to see neglected in hospital plans. Not only 
is the effect of good lighting on the patient’s 
spirits important, but direct light has a 
beneficial effect on the body and reduces 
the bacterial count of the air !—a matter of 
obvious importance in a hospital, where 
infections of various kinds are; always 
present and often abundant. žo 

The trend of opinion in recent years 
towards smaller wards has complicated the 
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Plans 1-3 illustrate three variants of the same general 
design. Each shows a ward-unit of 30 beds, composed 

_ of single-bed rooms and wards of from 4 to 8 beds. All 
the multiple-bed wards are cross-ventilated, and the 
single-bed rooms open off a very well lighted and 
ventilated corridor. The number of single-bed rooms is 
six in plan 1 and nine in the other two. Only plan 2 
includes a dayroom, but this could equally well have 
been included in the other plans, and other combinations 
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sides have at least the advantages of cross- 
ventilation and excellent natural lighting. Small 
wards of, say, 4 to 8 beds are less easily provided 
with cross-ventilation. On the Continent, where 
the small ward has been the vogue for a good 
many years, cross-ventilation has been almost 
entirely abandoned, and the usual plan consists ‘ 
in a series of small wards, mostly of 4 or 6 beds, 
ranged along.a corridor giving access to them on 
the one side and to service rooms on the other. 
The wards thus have windows on one side only, © 
aud the internal corridor is mainly or wholly 
dependent on borrowed or artificial light. This 
is no doubt a convenient and economical plan, 
but it falls below the high standard of natural 
lighting and ventilation which has been a feature 
of British practice. The purpose of this note is 
to report an attempt to combine small-ward - 
planning (including a liberal proportion of single- 
bed rooms) with good natural lighting and venti- 
lation. - It is a purely personal contribution to 
the study of hospital planning, made in the hope 
of promoting criticism and discussion. 


l. Garrod, L. P; Brit. med, J. 1944, i, 245. 
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doctor’s room and laboratory. Clin., clinical room, Sist. off., sister’s office, 


The constitution of the ward-unit (small 
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wards and numerous single-bed rooms) makes this form 
of planning eminently suitable for children. It is useful 
to be able to vary the use of parts of the hospital to meet 
varying demand. 

A southerly aspect is assumed; due south would 
probably be best, but anything between south-east and 
_ south-west would be satisfactory. In plans 2 and 3, 
three of the nine single rooms have been sited on the 
north side of the ward-block, to avoid undue lengthening 
of the block. This may be no disadvantage since there 
would probably always be some patients for whom a 
southern aspect was not specially desirable. 

Plans la and 16 (based on plan 1) and 3a and 3b 
(based on plan 3) show how the ward-blocks would be 
linked by a main corridor which would give access to 
the various central departments—offices, kitchen, labora- 
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tory, theatres, X- -ray department, outpatient deat 
ment, &c. Traffic in a hospital is mainly between the 
ward-units and the central departments, and little 
between one ward-unit and another. It would probably 
be unnecessary, therefore, to carry the main corridor 
above the ground floor; this would have the advantage 
that from the first floor upwards there would be no 
enclosed courts. The emergency doors which connect 
ward-units on the same level could be used by those 
members of the staff (e.g., doctors, matron, night-superin- 
tendent) who have occasion to pass directly from one 
ward-unit to another. 

A staircase is shown in one of the sanitary spurs of 
each detailed plan; this would provide an alternative 
means of escape in case of fire. It need only be provided 
at each end of a series of ward-blocks ; the intervening 
ward-blocks would have an alternative escape at each 
end by the emergency doors leading directly into the 
wards of the adjoining blocks. - 

The plan is more suitable for a high than a low building, 
except in the case of small hospitals. Three ward- 
blocks of three stories would give 270 beds, and of six 
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stories 540 beds. If a still larger hospital were required, 


three ward-blocks of eight stories or four ward-blocks 
of six stories would give 720 beds, and four ward-blocks 
of eight stories 960. beds. 


Medicine and te Law 


Damages against a Hospital for | 
Alleged Negligence 


THE facts established in the case of Voller v. Portsmouth 
Corporation and others, decided lately by Mr. Justice 
Birkett, will be studied with attention by hospital 
managements. A boy fractured his femur at football in 
1944 and was taken off to St.. Mary’s Hospital. at 
Portsmouth. Apparently it was not found possible so 
to manipulate the two pieces of bone as to bring them 
properly end to end, and it was decided to administer 
a spinal injection of e Nupercaine.’ This was done in the 
ward, not in the operating-theatre. A few days later 
meningitis was diagnosed. In the subsequent action for 
damages brought against the hospital it was stated that 
the patient is now permanently disabled; both legs 
are paralysed and he cannot retain his urine. According 
to the judge the defendants admitted that there could 
be no change for the better in the young man’s condition 
and that this condition was entirely due to the spinal 
injection. 

In spite of any such admissions, of course, the plaintiff 
would not succeed in his claim unless he could discharge 
the burden of proving that the defendants had been 
negligent and that their negligence had caused the loss 
and damage which he suffered. Besides the Portsmouth 
Corporation, sued as the hospital authority, three others 
had been cited as defendants—Dr. H. Hodges and 
Dr. S. F. Hans, both of the staff of the hospital, and 
Mr. A. G. Ord, visiting orthopedic surgeon. Mr. Justice 
Birkett found no evidence against these three and gave 
judgment in their favour. He found no evidence of any 
negligence in the treatment of the fracture, in the 
decision to a ister a spinal injection, in the fact 
that the injection took place in the ward instead of in 
the theatre, or in the treatment of the patient after the 
meningitis was diagnosed. He was satisfied that the 
surface of the skin was properly cleaned before the opera- 
tion and that Dr. Hans prepared himself in the approved 
manner by washing his hands and observing other 
requirements. How then had the unfortunate result 
occurred ? After considering all possible sources of 
infection, the judge accepted the evidence of Mr. Hume 
Kendall (who was called on behalf of the plaintiff) that 
the bacillus must have entered the patient’s body from 
outside at the moment of the injection and that there 
must have been some fault in the aseptic technique at the 
hospital. He thought that the hospital’s technique in 
1944 was adequate in this respect in the light of the 
knowledge then available. There must, he inferred, have 
been some fault in carrying it out. The evidence offered 
on this point by the hospital, he said, did not inspire 
him with confidence; it indicated a disturbing amount 
of confusion, forgetfulness, and carelessness on the part 
of the hospital staff for whom the Portsmouth Corporation 
were (under the ruling in Gold v. Essex County Council 
in 1942) legally responsible. The only possible source of 
infection was apparently in the apparatus’ used for the 
injection. There must have been a breach of the aseptic 
technique. 

In giving judgment for £12, 000 against the corporation, 
the judge observed that the plaintiff’s loss had been 


_ calamitous. No money award could compensate him 


for his terrible disability. A. stay of execution was 
granted with a view to an appeal. The court ordered the 
corporation to pay the costs of the three successful 
defendants, who were represented by Messrs, Hempsons 
on behalf of the Medical Defence Union. 


-= The 1947 edition of the Register of P Therapists has 
now been published, and doctors, hospitals, and local authori- 
ties may obtain copies free of charge from the registrar of 
the Board of Registration of Medical Auxiliaries, B.M.A. 
House, Tavistock Square, London, W.C.1. i 
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ee In England Now 


A Running Commentury by Peripatetic Correspondents 


PAINTING a doctor is rather like shooting a sitting 
bird. Their innocent confident faces beam across the 
galleries of this year’s Royal Academy, announcing what 
they are from afar off. They range from James A. 
Grant’s young surgeon, in pastel, grave and mild, through 
Dr. R. G. Abercrombie in John Wheatley’s sinister 
yellows and purples, the universal Family Doctor of 
B. Fleetwood-Walker, and cosy Dr. William Crofton 
painted by John Y. Gilroy among some old books, to 
Vincent O’Sullivan, Esq., bagged by George Harcourt, 
and looking every inch the physician, surgeon, and 


gynecologist his degrees in the catalogue proclaim him. _ 


These nearly exhaust the pictures of medical interest, 
for painters, tiring of wards and .wounds and drips and 
rubber-tubing, have turned back to well-thumbed 
subjects—this under snow, that under sun, the market- 
place, the cornfield, the street, the bowl of flowers, and 
the occasional whopping nude. 

Of course, it isn’t what you paint, or even the jolly 
way you paint it, that makes a picture, I suppose ; 
but something like a caged bird or a volcano which 
explodes out of the artist and gets on to the canvas. 
Perhaps eight years of war and peace are enough to stifle 
any volcano; and caged birds, fatigued by rationing, 
are too tame to leave the perch. But there was plenty of 
faint deliberate humour about, as well as some of the 
unconscious kind. Which was governing James Dawson 
when he painted two monstrous dogs and an attenuated 
man, and named it after the human? Derek Clarke’s 
Connemara Family, with their glass-alley eyes, their red 
hair, their black hair, their long lips and thin legs, make 
their own jokes, even if they don’t make a great painting ; 


. and the Sergeant-at-Mace of Gravesend, by Arnold H. 


Mason, provokes sympathetic smiles ; the early cataract 
of his left eye proves on close inspection to be due to a 
trick of the lighting. With determined originality, 
Charles Ginner has painted the Albert Memorial. 

When it comes to looking at pictures instead of 


‘subjects I am obliged to take further advice. The Nashes 


and the Pitchforths, I am told, are pleasant but not 
outstanding examples of these painters’ watercolours ; 
but I was distracted at the time by some Chinese geese. 
In missing the Churchills completely, though fore- 
warned, I suppose I betray some deep-seated trouble with 
my cedipus situation. Conditioned, like my painted 
colleagues, by a professional bias, I found most pleasure 
in a picture called The Hospital Gate, by J. Leigh 
Pemberton. A stretcher-case was just going in, and 
since he had been brought in a cart and his legs were 
dangling over the sides of the stretcher, I am happy to 
report that this was not an English hospital. It was in 
fact a monkish Italian hospital of warm brick in a sun- 
ridden square, with a few inches of distant garden, 
shaded by cypresses, peering above its wall. Pigeons, a 
fountain, steps, and bronze lions no doubt place it for those 
who know Italy. I shall know it, when I see it, but more 
by the smell of the warm air and the sound of the fountain, 
I think, than by other marks of identification. 


* . $ * 


One of the snags in our department is the entertain- 


ment of Very Important People. Normally the laboratory 
is in an appalling state of untidiness but anything 
required is within easy reach. Petri dishes overflow with 


cigarette ends, meat pies sizzle in the incubator, and _ 


coffee cups lie strewn around. In this atmosphere the 
research worker, clad in stained flannels and filthy white 
coat or threadbare sports jacket, potters away happily 
hour after hour.. 

. Suddenly all is changed. A V.I.P. is coming, he is 
coming, he.is COMING! Far and wide is heard the cry, 
from the director to the lab. boy. The researcher shudders 
as a small army of grim-faced cleaners invades the 
laboratory. Gone are the pies, the Petri dishes, and the 
coffee cups. The laboratory is transformed into a cold 
impersonal spotless showpiece. Little work can be done 
for fear of exciting the wrath of the cleaners. : 

The great day arrives at last.. The staff members are 
easily picked out as. they huddle together in uncomfort- 
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able little groups, each worker resplendent in new suit 
and clean collar. The air is heavy with the odour of 
mothballs. The v.1.p. is duly impressed by the gleaming 
glasswork, and departs, convinced that much work is 
being done—and so it was, before his arrival. He has 
GONE, he has gone, he has gone! The cry is taken up 
joyously by all. The Petri dishes, the pies, and the coffee 
cups reappear and the researcher, clad in his oldest clothes, 
is again at peace with the world. ` 


% * * 


Whenever I read of allegations of inelegance or 
incompetence against the general practitioner in the 
domain of midwifery my mind goes back to one hot 
summer’s day of 1928. I was acting as locum for 
Dr. S, who had a very large panel practice in an indus- 
trial town, and, during a hectic period of busy surgeries 
and visits, I was summoned to attend a well-to-do 
manufacturer’s daughter in her first confinement. 

My examination revealed an o.P. with a good deal 
of disproportion, and, after I had explained the position 
to the fussy and anxious parents, it was decided. that I 
should call in a consultant obstetrician from the local 
university. The great man duly arrived, carrying his 
bare forceps under one arm and his gown over the other. 
His rubber gloves he produced from his pocket, and these, 
with the forceps, he handed to the midwife, with instruc- 
tions to boil them. How she performed that task was 
not my business, for I was asked to get busy with the 
anesthetic. 

When the patient was fully anezsthetised and the 
obstetrician ready, I waited to see a masterly rotation 
performed, but no such thing was even attempted. 
He put on the forceps, and pulled and pulled, with his 
foot against the bed, until he succeeded in delivering the 
head, but not without causing a complete tear into the 
rectum; not even episiotomy did he perform. After 
the rest of the delivery, he turned to me and said that 
he thought he could safely leave me to undertake the 
repair. I, being young, could only meekly acquiesce 
and watch him depart, amid the plaudits of the relatives, 
with a fat cheque in his pocket. i 

This story should point a moral, but what it is I do 


not know. 
; * * * 


In my trafn today there was a medical student, a 
tall untidy youth with a pale face. A medical text-. 
book lay open on his knee, but his reading was half- 


hearted, and one gory illustration, in colour, remained . 


displayed throughout the whole journey. As the train 
filled he was crowded into a corner, but the book stayed 
open though reading was then impossible. I watched 
with some amusement the efforts of at least three other 
passengers to see what was depicted—a sort of macabre | 
fascination which they were at some pains to conceal. 
I was reminded of George. | 

George was in my year at medical school, a studious 


little man whose work, though intensive, always seemed - 


misapplied. When we were preparing for the Second M.B. 
he was in the habit of carrying bits of his half skeleton 
about with him. One morning as he sat in the tram-car 
his right hand was absently playing with a scapula 
in his mackintosh pocket. The voice of the conductor 
roused him from his reverie, and, to his horror, he dis- 
covered that his thumb was stuck firmly between the 
acromion and the glenoid. He struggled for a little while 
and then grasped the bone with his other hand from the 
outside of the mackintosh while he pulled and pulled— 
all to no avail. The conductor looked at him curiously 
and said ‘‘ Fares, please ” in a louder voice. The other 
passengers began to take interest and poor George 
was in an agony of embarrassment. He couldn’t face the 
idea of producing the bone, so he attempted the incredibly 
complicated manceuvre of taking money from his right- 
hand trouser pocket with his left hand. After a few wild 
moments which seemed like hours he succeeded and paid 
his fare, but the conductor went his way firmly convinced , 
he had been dealing with a madman. I should dearly 
have liked to see George produce the scapula as a sort of 
gruesome appendage to his right hand. I can imagine, 
the reaction of the passengers: the same sort of thrilled 
disgust as I saw today, the same mixture of curiosity and . 
repugnance. . | ae. | 
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THE CURRICULUM 


SR, —It. is often said that, during the pr eclinical ver 
of the medical curriculum, a complete interlocking of 
anatomy and physiology should be effected. But when 
the discussion turns to specific details rather than 
generalities it becomes clear that this ideal can only be 
‘partially attained, for in practice it is not always possible 
to equate the time spent teaching the anatomical and 
physiological aspects of an organic system. For instance 
the physiology of the circulation may occupy a whole 
term’s course of lectures, while the study of the relevant 
features of the macroscopic and microscopic ‘anatomy 
of the heart and main vessels may occupy not more than 
a few days. The study of the disposition and main attach- 


ments of the muscles of the body and of the structural 


mechanism of individual joints will occupy the student 
for many weeks; but, from the physiologist’s point of 
view, the time devoted to the principles of muscle action 
and joint movement is very much shorter. Other 
difficulties arise from the fact that the more intimate 
study of anatomy by dissection of the human body 
proceeds in regions rather than in systems. The physio- 
logy of endocrine secretion, for-example, may be dealt 
with in a single course of lectures, but the anatomy of 
the endocrine organs can hardly be studied in a single 
course of dissection. 


This kind of limitation is obviously imposed by the | 


practical methods of study which are employed in the 
medical curriculum, but it is difficult to see how it can 
be overcome. It means that, however much we should 
like to achieve the ideal of the simultaneous teaching of 
anatomy and physiology in respect of each functional 
system, in practice one or the other must come first 
(even if, in favourable cases, they are separated by little 
more than weeks or days). And, if this is so, which 
should come first ? 


For many years it seems to have been assumed, as I 


think erroneously, that the practical study of the 
anatomy of a system should logically precede the study 
of its physiology. But from the student’s point of view 
this is altogether undesirable. The student who dissects 
the brain before he has studied its physiology tends to 
“ learn it up” in bald terms of descriptive eminences 
and depressions, meaningless lumps of grey matter, and 
uncharted tracts of white matter. Or, if he studies the 
‘ anatomy of the alimentary canal in the preserved cadaver 
before he has studied its movements during life, he inevi- 
tably gets a false impression of fixity and rigidity, however 
much the anatomist may try to persuade him otherwise. 
Now suppose the student studies the physiology of 
these systems first. He does not need to have dissected 
a brain himself in order to understand and appreciate the 
principles of the elementary physiology of the central 
nervous system; the main topographical relationships 
' which he requires to know in this connexion can quite 
easily be grasped by reference to dissected specimens, dia- 
grams, and models. In the same way, he can perfectly well 
study the principles of the elementary physiology of the 
digestive system before completing a practical study of 
its anatomy. But if the anatomy of an organ is studied 
after some knowledge of its functions has been acquired 
the attitude of the student towards his dissection becomes 
quite different. To 'the intelligent student who has 
already studied the physiology of the nervous system the 
actual dissection of the brain becomes an interesting, 
and even an exciting, experience. For now he can display 
and trace out for himself structures such as the pyramidal 
tract, the medial fillet, the optic radiations, or the motor 
cortex, all of which will have acquired a real and vivid 
meaning for him. Similarly, in dissecting the stomach 
he will tend of his own initiative to look for those struc- 


tures which now have for him a functional significance 


such as the disposition of the various muscular coats, 


the pyloric sphincter, the functional subdivisions of the- 


stomach, and so forth. 

It is in this connexion that a major criticism of 
Professor Zuckerman’s plan for the Birmingham curri- 
culum (Lancet, March 29, p. 395) may be suggested. 


Professor Zuckerman proposes to condense the whole 


of the dissection course into the first three terms of the 
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preclinical period. But would it not be more reasonable — 
to relegate it to the latter part of the period, by which 
time the student will have far more understanding of 
his subject and thus be able to derive much greater 
profit from his practical studies ? Under the Birmingham 
scheme he will be compelled to dissect structures which, 

so early in his course, will mean little or nothing to him, 

and practical anatomy is likely to become for him an 
incredibly dull and dry subject. Another good reason for 
placing the dissection course towards the end of the | 
preclinical curriculum is that, with surface anatomy and 


_ radiological anatomy (which should be studied con- 


currently with dissections), it leads naturally to. the 
anatomical knowledge which he needs for the immediately 
following clinical part of his curriculum, and he will start 
his clinical. work with this sort of knowled¢Ze still fairly 


‘fresh in his mind. In any case, it seems reasonable to 


deal with the general principles of anatomy in the early 
part of the preclinical period so as to give a general 
perspective of the subject, and to lead the student up. 
to the more precise details of human anatomy later on., . 

Apart from other considerations, I am inclined to think it 
a psychological mistake to crowd the whole of topographical 
anatomy into an intensive course at the very beginning 
of the preclinical curriculum, as envisaged in the 
Birmingham scheme. The dissection of the upper and 
lower limbs and the thorax in the first term is specially 
open to criticism, since the average student, when. 
embarking on a completely novel subject of the curri- 
culum, does require a little time to settle down into it 
and to see it in its right perspective. It must also be 
recognised, I think, that there are definite temporal 
limits to the assimilative power of the human mind, 
particularly in its adolescent phase. While intensive 
courses can be tolerated quite welt by the student 
in the later part of his curriculum, by which time 
his mind has become more mature, they are surely to. 
be avoided in the early stages of a university type of 
education. It would appear preferable, on the. whole, 
to space out the course of dissection over more than. three 
terms; there seems no objection to this, provided the- 
student’s mind is not continually being distracted by 
having to learn and memorise masses of unnecessary 
details which have neither vocational nor educational 
value. The dissection course will then form a steady and 
somewhat leisurely, but quite fundamental, background 
to the more organised and integrated courses of instruc- 
tion in which anatomy and physiology are brought into 
their proper relationship with each other. The student’s 
knowledge ‘of topography can be tested as he goes along, 
in this way eliminating as far as possible the necessity 
of memorising topographical details for the examination 
at the end of the preclinical. period. 

W. E. LE Gros. CLARK. 


Department of Human Anatomy, Oxford. 


SONNE DYSENTERY AND N ON- SPECIFIC 
GASTRO-ENTERITIS 


Sir,—The subject of Martin and Wilson’s paper of 
April 26 is one in which I have been interested since 
I was stationed in southern Scotland in the 1944-45 
winter. At that time both Sonne dysentery and so- 
called non-specific diarrhoea were a problem for civilian 
and Service doctors alike. The cause of the non-specific. 
diarrhoea being completely unknown, it was difficult to 
advise anxious laymen on methods of prevention—to 
say nothing of one’s own anxieties about the possibility 
of a big epidemic. | 

At first the two diseases appeared different, and I 
wrote in a report: “'‘ The first is a febrile disease with a 
good deal of abdominal pain and frank blood and mucus 
in the stools, from which B. dysenterie Sonne is usually 
grown. The second is an afebrile diarrhea, without 
much pain, and with a watery stool containing no gross 
amount of blood, on which the pathologist - reports 
‘ No pathogenic organisms seen.’ ”’ — 

Suddenly, in May, 1945, an explosive epidemic occurred. 
in a camp, probably started by a Sonne-carrier in the 
cook-house, involving 23% of the: men in the camp. 
Both types of disease were seen—the Sonne-positive 
dysentery and the bacteriologically negative non- 
specific diarrhcea, and all gradations in between. The 
Sonne-positive cases were mostly. in the first three days 
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of the epidemic, which lasted fourteen days. All the 
specimens were collected, dispatched, and tested under 
the guidance of experienced pathologists. 
- It is difficult to believe that two diseases with similar 
ptoms but different xtiology would break out at 
the same time in this way. Yet many think these are 
different diseases—particularly pathologists who have 
nowadays so much confidence in being able to isolate 
Sonne’s bacillus.. 
London, E.C.2. _ 


PLACENTAL HORMONES AFTER DEATH OF 
FOETUS 


SIR, —Dr. Bernhard Zondek (Feb. 1) has shown that 
the placenta can continue to secrete hormones in a 
normal way for several weeks after the foetus has died. 
On March 15 Mr. W. P. Hirsch reported a case of toxzemia 
with an eclamptic fit, all signs and symptoms having 
developed after death of the foetus. Foetal movements 
had been absent for four days, and on delivery a macer- 
ated foetus was obtained and the placenta showed only 
small areas of old infarction. 

Experimentally it has been shown? that the fœtus 
can be absent for months, even for the greater part of 
the normal length 
of gestation, with- 
out interrupting 
the state of preg- 
nancy. For ex- 
ample, the foetus 
was surgically re- 
moved from a 
rhesus monkey on 
the 73rd day of 
pregnancy while 
the placenta re- 
mained in place 
and functional, 
and the animal 
continued physio- 
logically pregnant 
for the following 
90 days, at the end 
of which time a 
viable infant 
would have been 
expected. Thus, 
in the monkey the 
duration of preg- 
nancy and the 
onset of contrac- 
tions associated 
with expulsion of 
the placenta were 
independent of the 
presence of the fœtus. Hormones in the urine were 
sustained at pregnancy level and did not drop until after 
spontaneous expulsion of the placenta.* 

I wish to report an associated phenomenon. Hydro- 
ureter of pregnancy occurs in the monkey, as it does in 
women, during the latter part of pregnancy. The accom- 
panying figure shows a distended ureter with urinary 
stasis in a monkey on the 94th day of pregnancy. The 
uterine shadow was not large enough to be compatible 
with a normal gestation of this length, nor was the 
fetal skeleton to be seen. A hysterotomy was performed, 
and the uterine contents were removed as a whole. 
The placental size was comparable to that of a 60-day 
pregnancy; but, when the membranes were opened, 
no foetus was found, though the point of attachment of 
the cord was clearly recognised. The amniotic fluid 
contained some debris. i 

In this instance, even after spontaneous absorption of 


I. D. MACDONALD. 
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X-ray photograph showing distended ureter 
in a monkey on the 94th day of pregnancy. 
interrupted line marks extent of uterus, 


the foetus, the hydro-ureter persisted because of the > 


presence of a functioning placenta. This conforms to 
our experimental findings, which show that a hydro- 
ureter can persist, or even arise, after removal of the 
foetus early in pregnancy. ? G. VAN WAGENEN. 


Department of Obstetrics and Gynecology, 
Yale University, New Haven. 


1. van V Pponen, G., Newton, W. H. Surg. Gynec. Obstet. 1943, 
? 5 a 

2. Dorfman, R. I., van Wagenen, G. bid, 1941, 73, 545. 

3. van Wagenen, G., Jenkins, R. H. J. Urol. 1939, 42, 1010. 


SHORTAGE OF NURSES 


Sir,—There is general apprehension that smooth 
functioning of the new health service, when it is intro- 
duced in 1948, may be hampered by shortage of nursing 
staff. Meantime the Ministry, the local authorities, and 
the voluntary hospitals are taking part in a campaign 
to recruit nurses to the hospitals. 

It is generally agreed that one of the main reasons for 
the reluctance of girls to enter the profession is the 
persistence of old-fashioned restrictions, and the general 
tendency of the hospital authorities to interfere with the 
private life of the nurse. In order to overcome this 
obstacle to recruitment some local authorities have agreed 
that student as well as trained nurses may be non-resident. 
The General Nursing Council, in a circular dated April, 
1946, state: ‘‘ It is emphasised most strongly that the 
Council considers it to be to the disadvantage of a student 
nurse to be non-resident and every effort should therefore 
be made to arrange for her residence within the training 
school.” In this the G.N.C. seem to take a stand which 
is directly opposed to modern tendencies, and wish to 
single out the student nurse from among most other 
students as being peculiarly unsuited to living away from 
her place of ‘‘ study.” Even in hospitals with the best 
of conditions there is no doubt that this policy turns 
away a number of potential applicants; but in many 
hospitals living conditions for nurses are highly unsatis- 
factory. In many mental hospitals noisy patients are 
liable to disturb even the soundest sleeper in the nurses’ 
quarters, and the old custom of having nurses sleep in 
a side-room off the ward so that she may be available in 
an emergency has by no means been universally aban- 
doned. Even in general hospitals a complete break with 
the institutional atmosphere once the period of duty is 
over is good for mental hygiene. The “ student ” nurse 
is primarily employed as a nurse and is only very 
secondarily a student; and since this position is unfor- 
tunately likely to continue for many years, its implica- 
tions should be faced. In some hospitals compulsory 
residence (whether student nurses or trained staff) is 
as undesirable, and as unhealthy, as compulsory residence 
at their place of work would be for factory workers. 


St. Mary Cray, Kent. BRIAN H. KIRMAN, | 


BOOKS FOR MEDICAL “DISPLACED PERSONS” 


Smr,—Excellent work is being done by our D.P. 
doctors in our hospitals, but they are greatly handicapped 
by shortage of textbooks describing the recent advances 
in the many branches and specialties of our profession. 
In Servatius Stift Hospital, Augsburg, of which I was 
medical director in the latter half of last year, there 
are 600 beds, five X-ray plants, and a chemical and a 
pathological laboratory, and all branches of medical and 
surgical work are encountered. Most of the doctors can 
read English and would welcome used textbooks or last 
editions but one. I am sure many of my colleagues 
have on their library shelves books which, . though 
outdated by a couple of years, would nevertheless be 
very welcome to our doctors out here. All medical 
books are needed, but those on medicine and general 
surgery most urgently. I will gratefully acknowledge 
receipt of each book. 

Area Team 1069, 390 UNRRA, B.A.O.R. 


AMPHETAMINE 


Sir,—The article dealing with amphetamine in your 
issue of April 26 is doubtless based on a multitude of 
reports and must carry great weight the world over. 
Will you therefore once more allow a still small voice to. 
register a minority report, and to record the following 
opinions and question ? 7 

1. The drug is useless in obesity because its power of 
diminishing appetite is lost after a very few doses. 

2. Itis most certainly not a specific cure for narcolepsy.» 
It is perfectly true that a number of cases are very much 
relieved, but at a rough guess and as a clinical observer 
and not a research worker (that is all I can venture) it. 
is effective in only half the cases. 

3. Little or no mention is made of its possible toxic 
effects, and I feel strongly that the risk of these is still 
underrated. Since a previous communication which you 
published a few months ago (Jan. 4), I have seen yet. 


P. J. SMITE. 
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another case that developed a definite toxic dermatitis 
after very small dosage. | 

4. Because. in my opinion, its use impairs reason, it 
is of no value in the treatment of alcoholism ; and I have 
not seen or heard any case-reports where a chronic 
alcoholic has derived more than temporary benefit. 

5. It is agreed that the drug produces an evanescent 
euphoria ; but in my experience the law of diminishin 
returns applies to amphetamine more surely perhaps 
than to any other drug in the pharmacopoeia. 

6. Its use may become a social danger, for it increases 
the average individual’s capacity for swallowing alcohol 
without untoward symptoms; but the alcohol is then 
ingested in larger doses and the final pitiable picture is 
a mixture of alcoholic stupor and amphetamine excite- 
ment. This condition, apparent to an experienced eye, 
is dangerous to the victim, often producing disastrous 
consequences. 

7, Is there a reputable psychiatrist who places the 
slightest reliance on the drug in the treatment of any 
psychotic or neurotic disease ? 

London, W.1. CHRISTOPHER HOWARD. 


DEATH AFTER DOG-BITE 


Sir,—Your annotation last week states that a boy 
died from anaphylaxis after the injection of 2 c.cm. of gas- 
gangrene antiserum. Some years ago Lamson’ reviewed 
42 such cases in most of which death took place within 
ten minutes of an injection of antidiphtheritic serum ; 
and many others have been reported. Sensitisation to 
horse-serum is very common, and it is estimated that 
this fatality is likely to occur in 170,000 cases. But it 
can easily be avoided by a skin test. 

If a control puncture is made, say on the front of the 
forearm, with an empty hypodermic needle, and another 
` one is made two inches away through a drop of the fluid 
to be injected, redness, irritation, and a weal will be 
seen for certain within a quarter of an hour, at the site 
of the second puncture, in any patient who is grossly 
sensitive. If in such a case it is essential to give the 
injection this can be done by commencing with a dose 
of 0-1 c.cm. and continuing at half-hourly intervals, 
doubling the dose each time and giving three minims 
of adrenaline with each to anchor the dose and slow 
down its absorption. 

London, W.1. FRANK COKE. 


HAMOLYTIG DISEASE OF THE NEWBORN 


Sir,—I have read with great interest your editorial 
of April 5, discussing substitution transfusion in the - 
treatment of erythroblastosis fcetalis and the possible 
effect of that treatment on prognosis. , 

You are quite correct in stating that the value of this 
method is limited in that it can be applied only after 
the infant is born. It is also true that complete reliance 
upon antibody studies as indications for treatment will 
occasionally lead us astray. We have recently observed 
an instance in which there was an antibody titre of 
1 : 4000 in the mother’s serum and 1: 512 in the fæœtal- 
cord serum, with anæmia but no jaundice in the infant. 
Recovery took place after a single intratibial transfusion 
given at two weeks. We have also seen an instance 
where no antibody, either complete or incomplete, 
was demonstrable in either the mother’s serum or the 
foetal-cord blood in a second pregnancy. We expected 
no serious illness and were greatly chagrined when after 
twenty-four hours the infant developed a severe and 
fulminating jaundice, dying within a few hours despite 
the substitution transfusion instituted at that time. 
Autopsy indicated that the procedure performed one 
day earlier might have been life-saving; but we were 
lulled into a false sense of security by the apparent 
absence of antibodies. Such experiences, fortunately, 
are the exception rather than the rule. . 

I agree that many of the infants will be so damaged in 
utero as to make the substitution technique useless. 
I do feel, however, that in the large group which appear 
normal at birth and yet develop severe icterus gravis 
within the next twenty-four hours the method is not only 
life-saving but also preventative of the unfortunate 
sequel of brain and liver damage. In the comparatively 
small series studied to date we find a mortality-rate of 

less than 10%, compared to our former figures of 50%. 


1. J. Amer, med. Ass. 1924, 82, 1091. 
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There is no doubt in my mind that it is necessary to 
study a still larger series before the method can be 
properly evaluated. 7 z a 88 

In the long run, a procedure to prevent the formation 
of the maternal antibody will make all other methods of 
therapy obsołete. Until such a treatment is available 
the substitution transfusion appears to offer the best 
hope of a living and healthy baby to some families 


previously unable to anticipate that joy. 


I wish to thank you for the favourable comment in 
your editorial, and to assure you and your readers that 
while we feel that some progress has been made in the 
treatment of the disease, there is still much to be done. 
5 * HARRY WALLERSTEIN 


Erythroblastosis Fetalis Clinic, Jewish - ‘Director, 
Memorial Hospital, New York. l ye 


SURGICAL TREATMENT OF HYPERPIESIA 


Sm,—In connection with your annotation of May 3, 
I suggest that the most dangerous complications are 
cerebral and retinal vascular accidents. They may 
depend upon the fact, often overlooked and not described, 
that the hyperpiesia is. usually accompanied by spasm 
of the arterioles and capillaries, including those of the 
venous system. This spasm causes different degrees of 
hypertension in various parts of the vascular tree; a 
patient may have hypertension in the body, but hypo- 
tension in the brain. These cases are usually subject to 
myocardial failure or coronary thrombosis; and, if 
operated upon, they are liable to have cerebral hzemor-. 
rhage or thrombosis. The same applies to the retina. 

A preliminary examinatien by Pachon’s oscillometer 
and an estimation of retinal blood-pressure by Baillart’s 
method would probably clarify the issue. | 

London, E.1. . . N. PINES, | 


ASCORBIC-ACID METABOLISM 


Smr,—lIn their article (March 29) on the ascorbic-acid 
metabolism of Bantu soldiers, Professor Kekwick, 
Dr. Wright, and Dr. Raper express disagreement with 
several of the conclusions reached by us in a somewhat 
similar study published in 1940.1 | 

It is unnecessary to discuss these divergences in 
detail, for some at least might be expected with groups 
whose circumstances and general levels of health are 
probably different. But we would like to stress that 
we have never supposed that the ascorbic-acid require- 
ments of the Bantu differ from those of other races, or 
that the use of low daily intakes is to be condoned. 
Our main interest was to study the well-known fact 
that an extremely low daily intake of this vitamin may be 
found amongst persons doing hard work and apparently 
maintaining a high level of general health. — 

Obviously this type of experiment is open to many 
objections. The only reliable way by which extraneous 
factors can be excluded and the true functions and. 
daily requirements of the vitamin established is by the 
study of healthy subjects consuming a diet believed to 
be adequate in all other respects. , Such studies have 
now been made, and they have thrown much light on 
the subject; incidentally, they have fully confirmed the 
findings reported by us. The first of these was the 
classical experiment of Crandon ?on himself, but several 
others may be mentioned—for example, the studies of 
Ancel Keys. Particularly relevant are two papers by 
Pijoan and Lozner® and Najjar, Holt, and Royston.‘ 

. The following conclusions may now be regarded as 
well established : > 
_ 1. Ascorbic acid serves only two known purposes—the 
prevention of scurvy and the treatment of scurvy. 

2. A healthy subject initially saturated with ascorbic acid, 
when placed on a diet devoid of this substance but otherwise 
adequate, will be protected against scurvy for as long as 
five or six months. The appearance of scorbutic symptoms 
—e.g., gum lesions and delayed healing of wounds—is sudden. 
(Until then the individual may be compared to someone 
approaching a precipice: though his danger is increasing 
1. Fox, F. W., Dangerfield, L. F., Gottlich, S. F., Jokl, E. Brit. 

med. J. 1940, ii, 143; with Suzman, H. Proc. Transv. Mine 


med. Offrs Ass. 1940, 19, 249. 
2. Crandon, J. H., Lund, C. C., Dil, D. B. New Engl. J. Med. 1940, | 
3. Pijoan, M., Lozner, E. L. Bull. Johns Hopk. Hosp. 1944, 


4, Najjar, V. A., Holt, L. E., Royston, H. M. Ibid, 315. 
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with every step he remains completely sound until the last 
step has been taken.) l 

3. At present the minimum daily intake required to protect 
from scurvy may be defined as that which maintains a constant 
level of ascorbic acid in the white-cell platelets ; this appears 
to be of the order of 20 mg.— possibly somewhat less. 

4. Safe dietary allowances lie somewhere between this 
protective minimum and about 80 mg. per diem, when 
saturation and wastage occurs. For normal subjects any 
daily intake within this range may be regarded as protective ; 
but naturally the more generous the allowance, the greater 
the margin of safety. 

5. Plasma values are useful as an index of ascorbic-acid 
status ; but they merely refiect the degree of positive economy 
that is being achieved. (Roughly they indicate the distance 
to the precipice.) 


It must be emphasised that the above is strictly 
true only for the average healthy person adequately 
fed in other respects. There is good evidence that 
individual idiosyncrasies cannot be ruled out entirely. 
Experiments such as our own and those now reported, 
carried out on groups of persons whose health is influenced 
by many other factors, will yield results which deviate 
from the foregoing according to the nature and extent 
of these other factors. 

We submit that a consideration of the reports which 
have appeared in many parts of the world during the 
war years will support these conclusions as to the action 
of this vitamin. F. W. Fox. 


South African Institute for Medical Research, 
Johannesburg. 


THANKS TO NURSES 


SIR, —Mr. Hugh Donovan concluded his interesting 
article of April 19 by expressing his admiration for the 
nursing staff who cared for his patients. Acknowledg- 
ment of the part played by nurses appears all too 
infrequently in articles, and one can only hope that the 
omission is in no way due to their efforts being taken 
for granted. | 


London, N.6. P. ALWYN-SMITH. 


ANALGESIA IN LABOUR 

Sm,—I quite agree with Dr. Elam (April 26) about 
the lack of medical interest in maternal analgesia. 

On Sept. 23, 1944, you kindly published a letter of 
mine advocating a mixture of alcohol and chloral, which 
I had found highly effective. Since then I have 
endeavoured to interest a number of general prac- 
titioners in the method, but without much success. 
On bringing up the subject I generally receive one of 
two answers—either that women appreciate their babies 
much more if they have some pain during childbirth, 
or that they do not really suffer all that much anyway. 

Possibly this indifferent attitude may be due partly to 
the chronic fatigue from which many busy practitioners 
suffer and partly to familiarity with the sight of pain. 

I shall be pleased to send a copy of my letter of 1944 
to any who are interested. Using this method no appa- 
ratus is needed, and the actual administration of the 
mixture, which is given by’mouth, may be safely left 
to the midwife. I have now given alcohol and chloral 
in more than forty deliveries; but I am still delighted 
when a patient, especially when she is a primipara, 
wakes up after it is all over and says, ‘‘ when am I 
going to have my baby, doctor ? ”’ 

46, Court Way, London, N.W.9. SHAKESPEAR COOKE. 


‘ | . . If the psychiatrist is lost in a morass of theory, there 
is great danger that his ideas of scientific advances will drift 
into the sphere of wishful thinking and fairy tales. A psychi- 
atrist must first of all be a good physician. ... Second, he must 
be a bit of a sociologist who is a constant student of the milieu 
in which his patient has lived and must live in the future. 
Third, he must be a psychologist who understands the workings 
of the human mind. Fourth, he must be a vocational guidance 
expert. . ... Most important of all, the psychiatrist must 
express himself in terms which can be understood by évery 
medical practitioner, and psychiatry must be made an 
integral part of medicine. It does not take a great mind to 
make simple things complicated, but it takes a very great 
mind to make complicated things simple.” —Dr. C. C. 
BURLINGAME, J. Amer. med. Ass., April 5, p. 971. 


Parliament 


ON THE FLOOR OF THE HOUSE 


THE debate on the Transport Bill has provided one of 
the greatest—and most vociferous—clashes of opinion 
in the House during this session. . Beginning on Monday 
with protests by leaders of the Opposition about the 
number of amendments and the shortness of the time 
allotted, it went on until Wednesday when a back- 
bench Conservative revolt, led at first by Sir Alan 
Herbert, from 9.30 P.M. until after 1 A.M. kept the 
division bells ringing and members marching through 
the Aye and No lobbies in an almost continuous parade. 
The packed hundreds streaming through the Government 
lobby joked and sang the Red Flag, the Internationale, 
Boys of the Bulldog Breed, and songs of the Welsh hills. 
A Conservative, rather lonelily, attempted Land of 


` Hope and Glory,’and someone asked A.P.H. why should 


he expect to have two funny shows running in London 
at the same time. 

The announcement during the week of the terms of 
compensation for members of Indian services, including 
of course the I.M.S., has disposed of a cause of uncertainty 
and indecision. Reliable reports have it that in India 
the I.M.S. had hoped to have an announcement by the 
end of last year. The present announcement and its terms 
should satisfy them, and in view of the conditions a 
number of these officers may be willing to remain in 
India. One effect of the new relations with India upon 
which we are now entering is the greater understanding 
and friendliness of the Indian leaders. And there is 
everything to be said for coöperation of Indian and 
British continuing on a purely voluntary basis in the 
future. | 

Political gossip is busy with a possible unification of 
the medical branches of Navy, Army, and Air Force. 
This would certainly make some economies of personnel 
and would be of especial benefit in the case of specialists. 
But the Air Force does not like the idea, and the Navy 
points out that its medical personnel are necessarily 
trained differently from those in the Army. The shortage 
of medical officers, and particularly of specialists, has in 
point of fact brought about a very close codperation of 
the three medical branches in such places as Malta and 
Ceylon. One line of argument against amalgamation 
is that the three Services have special medical needs: 
for example, the R.A.F. is particularly interested in 
hearing and middle-ear conditions and the Navy in 
vision. But the strong feeling aroused by the suggested 
change has a deeper source in Service traditions. l 

The Liberal opposition to the National Service Bill 
is to be carried forward in a number of amendments. The 
Bill provides for a period of compulsory full-time service 
for doctors and dentists on the same terms as other people 
—except that members of these two professions will 
be called up as officers. There is also a further provision 


of service in the reserve, making a total of 7 years.. 


The total period of reserve service is to be not more 
than 60 days, of which not more than 21 shall be in 
any one year. The reserve service is therefore to be 
very much on the lines of Territorial service before the 
war. As it will be the link joining medical and dental 
officers with the Armed Forces and keeping them up 
to date, it could not be dispensed with without creating 
difficulties. 

The main feature of the National Service Bill will be 
the change from 18 months’ service to 12, which may 
lead to other modifications. But if we are to meet 
possible emergencies, trained men are a necessity, and 
if the proposals for a United Nations force made by the 
military staff committees of the United Nations are 
realised, medical and dental officers will be necessary for 


that force also. It is hoped that the international police 


force will gradually do away with the necessity for 
national services of the present-day pattern. 
l : MEDICUS, M.P. 
FROM THE PRESS GALLERY 
Scottish Bill in the Lords 
In the House of Lords on May 1 Lord MORRISON 
moved the second reading of the National Health Service 
(Scotland) Bill, which has already passed through the 
House of Commons. In briefly reviewing the provisions 
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of the Bill he said that in the new family-doctor service, 
which closely resembled the Highlands and Islands 
system, doctors would be encouraged to work in groups 
and provided with premises, equipment, and ancillary 
staff for their work. In Scotland the duty of pro- 
viding! these health centres was imposed on the Secretary 
of State. The second division of the Bill covered the 
services administered by the local authorities. Lord 
Morrison admitted that the transfer of hospitals from 
those authorities would diminish their direct interest 
in the treatment of disease. In future their most impor- 
tant functions would lie in the social and preventive 
side of health work. | l 
There were three important points in the hospital 
~ organisation proposed for Scotland which differed from 
the English Bil. The ambulance service would be made 
the responsibility of the Secretary of State instead of 
the local authorities, which had smaller areas than in 
- England. Again in Scotland all hospitals, including the 
teaching hospitals, would come under the regional 
boards. The special position of the teaching hospitals 
would be recognised by the inclusion on their boards 
of management of members nominated by the university 
and the teaching staff. The reason for this difference 
was that though the number of beds in Scotland was 
only about a tenth of the total for the United King- 
dom, Scotland was training a third of the medical 
students. If standards of teaching were to be maintained 
the bulk of the clinical facilities must not be confined to 
a few hospitals. Yet if even the main teaching hospitals 
were excluded from the scope of the regional boards the 
core of their services would be removed. The third 
difference was the establishment of a Hospital Endow- 
ment Commission for Scotland, which would be charged 
with the duty of reviewing the allocation of endowments 
having regard to the spirit of intention of the donor. 
The Earl of ROSEBERY criticised the proposal to 
place the responsibility for the health-centre development 
in the hands of the Secretary of State. He did not see 
why the local authorities should have this power taken 
away from them. He was glad that the Government 
had agreed that in Scotland there should be no ex-officio 
officers of the Scottish Health Services Council. On 
the other hand, the teaching hospitals were to be taken 
under the ægis of the Secretary of State, and the Bill 
went out of its way to destroy not only the independence 
of those hospitals, but also their prestige. It seemed 
ridiculous that the teaching hospitals in Scotland should 
be administered in the same way as a small cottage 
hospital in the Highlands. He hoped that the Govern- 
ment would allow the hospital staffs to be directly under 
the hospital management. In England endowments 
were to be left to the teaching hospitals and grants 
were to be given directly by the Minister. But in Scot- 
land these endowments might be reallocated anywhere 
else. The endowments of teaching hospitals in Scotland 
should be allowed to remain, and if the Government 
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wanted more money for some smaller hospitals they should 


give a grant out of national funds. | 
. He also pleaded for a grant-in-aid for better dentistry. 
As the Bill stood there was provision only for a uniform 
standard of dentistry, and dentists felt that this would 
result in utility dentistry throughout the scheme. If 
there was to be only one standard of work, that would 
benefit the least conscientious type of dentist. The 
principle of bringing professional men down to a low 
average standard ran right through this Bill, and that was 
one of the reasons why it needed so much amendment. 
The Earl of SELKIRK agreed that a regional system of 
hospitalisation in Scotland was inevitable, and_ that 
they could not have a regional scheme, particularly for 
the south-east, without including the Edinburgh Royal 
Infirmary. But it was vitally important that the position 
of the teaching staffs should be safeguarded, and Lord 
Selkirk thought that the universities were profoundly 
anxious about the situation. They saw no chance of 
ensuring that they would be able to appoint the teaching 


personnel which were necessary. They did not even know © 


if they could appoint their own professors of surgery. 

Part v of the Bill, which dealt with the Board of 
Control, could not by any stretch of imagination be said 
to disclose a comprehensive service. Were the members 
of the board to continue to hold royal commissions, he 
asked, and what was their position to be in relation to 
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theSDepartment of Health? Would the reports of the 
commissioners be available not only for the general board, 
but also for the hospital boards and the regional boards? | 

Replying to the debate, Lord Morrison denied that 
any powers were being taken away from local authorities. 
If it was objected that the Secretary of State was taking 
too much power, it must be remembered that less than 
5% of the cost of the service would be met from local 
rates. Nearly 20% would come from national insurance 
contributions, and the rest directly from the Exchequer. 
In a service which was centrally financed to this extent — 
it was essential that there should not be areas where 
the standard of the service provided was much below 
the general level. 

Briefly, the general principle of part v of the Bill was 
to assimilate the mental-health services with the rest of the 
health service. Some of the supervisory functions hitherto 
exercised by the board were extinguished for the respon- 
sibility of providing and running mental hospitals and 
mental-deficiency institutions would in future rest with 
the Secretary of State. In performing these functions 


he was required to consult the General Board of Control. 


The*board would continue to exercise all its existing 
functions relating to the liberty of the subject and the 
interests of the patient as an individual. It would also 
continue to exercise supervisory functions relating to 
private mental institutions not taken over ihto the new 
hospital service. In practice a system of dual appoint- 
ments was envisaged whereby the medical commissioners 
—that was, the medical members of the General Board of 
Control—and also the medical officers employed by the 
board would, at the same time, hold appointments as 
officers of the Department of Health. 


Indian Services and Compensation. 


In the House of Lords and House of Commons on 
April 30 statements were made on the compensation for 
the premature termination of their service in India to 
members of the civil services and to regular officers and 
British warrant officers of the Indian naval and military 
forces and the Indian medical services. 

In the Commons Mr. ATTLEE said that the Government 
of India were anxious to avoid the loss of experienced 
officers and they were prepared to give to those members 
of the Secretary of State’s services who continued to 
serve them the same terms as to scales of pay, leave, 
pension rights, and safeguards in matters of discipline 
as hitherto. Provincial governments were being asked 
to give a similar assurance. H.M. Government accepted 
the obligation to see that European officers, and those 
Indian officers in the three special categories, should 
receive compensation for the loss of their careers and 
prospects consequent on the transfer of power. — : 

Mr. Attlee’s statement and the announcement made 
by the Viceroy in New Delhi have been published together 
with tables on compensation as a white-paper (Cmd. 7116. 
H.M. Stationery Office. 3d.). Table 11 which applies to 
A dans medical officers of the I.M.S. includes the following 

gures : 3 


Age last Age last 
birthday | Amount 


birthday | Amount Amount 
(years) |-> (years) 
24 35 
25 36 
26 37 
27 38 
28 39 
29- 40 
30 41 
31 42 
32 43 
33 44 
34 45 


Note.—Officers who transfer to the British Services will receive 
one-quarter of the rates laid down. : 


Plight of Old People 


On May 1, in calling attention to the plight of our 
old people Lord AMULREE asked whether the Govern- 
ment intended to carry out any of the recommendations 
of the Nuffield report published in January. In 1900, 
he said, there were about 1 million people who might be 
called old. By 1947 that figure had increased to about 
5 million, and, if the present trend continued, by 1980 
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there would be about 9 million. Today if old people 
took advantage of the various systems of pensions they 
could provide themselves with an adequate but austere 
competence. Their real problem was not poverty but 
the general difficulty of carrying on their normal way 
of life. The number of people who were getting into 
the ranks of what one might call the medically, not 
financially, destitute was increasing, largely because 
they could not take care of themselves. Many were 
suffering to a greater or less degree from under-feeding, 
not because the rations were inadequate but because 
they could not stand in queues and carry home large 
bundles. When these old people were admitted to a 
home and were given a normal adequate diet their 
health improved enormously. 

Could not local authorities, he asked, supply meals 
to old people’s clubs? He also suggested that homes 
for old people should be brought under some form of 
inspection. In a recent circular the Ministry of Ilealth 
had urged local authorities to provide for old people 
reasonable homes, with 30-35 residents, complete freedom, 
and frequent visiting hours. In conclusion Lord Amulree 
urged. that all old people who need hospital treatment 
should be admitted for investigation to a general hospital, 
and that their treatment, even if carried out in a separate 
building, should be under the supervision of the expert 
staff of an acute hospital. 

Lord HENDERSON, replying for the Government, said 
much had already been done. The increased pensions 
had at last brought real security to most old people. 
Their health needs would be met by the National Health 
Service. He welcomed the suggestion that hospitals 
for the long-term sick should be more closely linked 
with the acute general hospital. Under the new service 
many of the chronic-sick hospitals might well cease to 
exist and long-term patients be admitted to special 
wards of general hospitals. Under the National Health 
Service spectacles, artificial teeth, and hearing-aids 
would also become available without charge to old 
people who could not afford them. Family-doctor services 
would also be available, and, when the labour position 
became easier, local authorities would provide home 
helps. The provision of homes for the old must have 
a high place in our housing programme, and tenders 
for more than 10,000 one-bedroom dwellings had been 
approved by the Minister of Health. 


QUESTION TIME 
Food-supplies in Germany 


Mr. T. C. Skerrinaton-LopcE asked the Secretary of State 
for Foreign Affairs for how long he expected it to be 
necessary to maintain the reduction of the bread ration 
from 5 lb. to 3 lb. weekly in the British zone of Germany ; 
and whether the hardship thus inflicted could be offset by 
stepping up supplies of other foodstuffs—Mr. E. BEVIN 
replied : The reduction which was adopted on the recommen- 
dation of the German Executive Committee as a prudent 
measure during a period of low stocks, and which applies to 
both the British and United States zones, has at present been 
authorised only for the first week of the ration period. It is 
hoped that the full issue will be made up later in May. In 
the past potatoes have been used when necessary to supple- 
ment shortages of grain, but these are also in short supply. 

Mr. SKEFFINGTON-LODGE: Is the Minister aware that 
supplies of milk to civilians in the British zone are almost 
nil; and that meat, fats, and potatoes are in such short supply 
that the normal ration cannot be honoured ?—Mr. BEVIN : 
Milk has been in short supply in the British zone, but it has 
been possible to meet the needs of priority consumers with a 
fair degree of success. The position should improve with the 
start of the new grazing season. Difficulties in providing full 
rations of meat, fats, and potatoes have been largely due to 
the failure of the local German authorities to collect and 
distribute these foodstuffs equitably chroughous the British 
and American zones. 


Heavy Workers’ Calories 


Sir ARTHUR SALTER asked the Minister of Food if he would 
state the calorie value of the food rations allowed to miners 
at home and in mining-area canteens as compared with 
what was allowed to other heavy-industry workers and to the 
general public.—Mr..JoHN STRACHEY replied: The calorie 
value of the ordinary domestic (including poite and personal 


PARLIAMENT — PUBLIC HEALTH 


[may 10, 1947 653 


points, but of course excluding all unrationed foods) is about 
1700 calories per day. Underground miners receive for con- 
sumption at home an extra ls. worth of meat and 12 bread units 
per week. Other heavy industrial workers receive 6 extra 
B.U.s per week. The calorie value of their consumption of 
rationed foods at home is thus increased to 2700 calories per 
day for underground miners and to 2100 calories for other 
heavy workers. Category A industrial canteens are available 
for use by miners and other heavy industrial workers. If 
they take one main meal a day they can obtain a further 
800 calories, making 3500 calories a day of rationed food 
for miners and 2900 for other heavy workers. The average 
calorie intake from all foods for the nation as a whole is 
2900 calories per day. 


Service Sanatoria Abroad 


Mr. E. Carson asked the Minister of Pensions whether he 
would consider conversations with the French authorities 
with a view to obtaining facilities for British ex-Service men 
suffering from tuberculosis to go for cures in the French Alps 
and other suitable places in France.—Mr. J. B. Hynp replied : 
The beneficial results of institutional treatment for tuber- 
culosis are normally best maintained when this treatment 
has been given in the country in which the patient lives and 
works. In certain exceptional cases, treatment abroad may 
have a special value, and consideration is already given to 
such cases. I do not feel, however, that a useful purpose 
would be served by initiating formal conversations with the 
French authorities on the lines suggested. 


Naturopaths and Sickness Benefits 


Mr. G. House asked the Minister of National Insurance 
whether he had considered the case of a panel doctor at 
Birmingham influencing the non-payment of national health 
benefit to a patient and removing the patient’s name from the 
list of his parel because the latter, immediately after an 
accident, consulted a qualified naturopath, and refused to 
follow the treatment the panel doctor subsequently prescribed ; 
and if the Minister would alter his regulations to enable 
naturopaths to certify for National Insurance sickness benefit. 
—Mr. T. STEELE replied: Sickness benefit is only payable on 
proof of incapacity for work. In considering whether this 
condition is satisfied in a particular case approved societies 
are not tied to the form of evidence they may accept, and my 
hon. Friend has been advised as to the steps the patient should 
take if he wishes to pursue his claim for sickness benefit. 


Public Health 


Smallpox 


After nearly a fortnight’s interval a further case was 
reported from Bilston, Staffs. The patient, an unvac- 
cinated labourer, aged 69, was taken ill on April 25; 
a rash developed on April 29; and he was removed on 
May 1 to hospital, where he died the following day. 
Laboratory tests were positive for variola. This patient 
was not a contact of any known previous case. No 
further cases have been reported from Scunthorpe. 

In New York the outbreak has been checked. Since it 
began, in March, 5,055,000 people have been vaccinated ; 
this, says a Times correspondent, is the greatest mass 
smallpox immunisation of all time. 


Infectious Disease in England and Wales 
WEEK ENDED APRIL 26° 


Notifications.—Smallpox, 0; scarlet fever, 892; 
whooping-cough, 2044; diphtheria, 175; paratyphoid, 
l; typhoid, 6; measles (excluding rubella), 7962 ; 
pneumonia (primary or influenzal), 647 ; cerebrospinal 
fever, 64; poliomyelitis, 6;  polioencephalitis, 1; 
encephalitis lethargica, 0; dysentery, 61; puerperal 
pyrexia, 136; ophthalmia neonatorum, 75. No case of 
cholera, plague, or typhus was notified during the week. 

Deaths.—In 126 great towns there were no deaths 
on enteric fever or scarlet fever, 1 (0) from diphtheria, 

9 (1) from measles, 15 (2) from whooping-cough, 72 
(9) from diarrhoea and enteritis under two years, and 
21 (5) from influenza. The figures in parentheses are 
those for London itself. 

The number of stillbirths notified during the week 
was 266 (corresponding to a rate of 26 per thousand 
total births), including 33 in London. 
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ALMROTH EDWARD WRIGHT 
. K.B.E., C.B., M.D. DUBL., D.SC., LL.D., F.R.C.P., F.R.S. 


ONE of his pupils, Carmalt Jones, has written: “ For 
me the world consists of two kinds of people—Sir Almroth 
Wright and all others.” That may sound a fulsome 
judgment, but many of those who knew and worked with 
Wright will understand and share it. In the early,days 
of the century he opened a new world to them. 

The impact of his ideas and personality is seen in the 
two accounts of him which follow—the first a memoir by 
Dr. Colebrook, an associate for many years, and the 
second an appreciation by Professor Greenwood. 

& * * 


He was born in 1861, in Yorkshire, of a Swedish 
mother— Ebba, the daughter of N. W. Almroth, governor 
of the mint in Stockholm and a friend of Berzelius. 
His father was an Irishman, the Rev. C. H. H. Wright, 
a considerable Hebrew scholar, who lived in his son’s 
memory chiefly as an old man banging his fist on the 
table in angry denunciation of ‘‘ Rome.” Most of the 
first nine years of Wright’s life were spent in Dresden 
and Boulogne, where his father held livings; and there 
no doubt he acquired some of his remarkable fluency in 
German and French. 

For the next fifteen years he was in Ireland, first with 
a tutor in Belfast and later at Trinity College, Dublin, 
taking degrees in arts and medicine. A Grocers’ travelling 
scholarship took him next to Germany, where he worked 
for-several months at Leipzig, and with Kulz, at Marburg, 
on phloridzin. Returning to England and finding the 
prospect of medical practice unattractive, he launched 
out into law with a view to the bar. This also did not 
satisfy him and he accepted a clerkship in the Admiralty, 
presumably as a means to bread-and-butter; but as 
the clock struck 4 he was off to the Brown Institution, 
Wandsworth, where Wooldridge was working on the 
coagulation of blood and on diabetes, and Victor Horsley 
on the thyroid gland. His chiefs at the Admiralty 
(Carmalt Jones tells us) were in some doubt as to whether 
they should promote him for his ability or dismiss him 
for his want of diligence; but he took the choice out 
of their hands by accepting a demonstratorship in 
pathology at Cambridge. He found there, however, 
an atmosphere of respectability and conventionality 
which was uncongenial: ‘‘they did not take me at my 
own valuation,’ he told an old friend, ‘‘so I went 
away ’’—this time to Australia, where he became 
demonstrator in physiology at Sydney in 1889. 

On his return two years later, ‘‘ by the best stroke 
of luck that man ever had ” he was offered the professor- 
ship of pathology at the Army Medical School at Netley, 
and here perhaps his scientific life may be said to have 
really begun. He found a group of young men, recently 
qualified and free from the cares of practice, training for 
the Army and the Indian medical services. Contact 
with Wright soon showed them that the whole of medicine 
was not to be found between the covers of textbooks ; 
his adventurous mind and enthusiasm awakened them 
to a world of progress based on ‘ delving below the 
surface of things.” Leishman, Burt, George Lamb, 
Semple, Liston, W. F. Harvey, and Lyle Cummins 
were among those whose scientific careers began, and 
were greatly influenced by Wright, at Netley. 
~ One of his earliest publications, based on observation 
of his own children and experimental work, dealt with 
the advantage of citrating cows’ milk for infant feeding. 
His main interest, however, quickly became centred on 
typhoid fever, which had always been a scourge of 
armies in the field. The idea of preventive immunisation 
had taken shape a few years earlier in the fertile mind of 
Pasteur, and had already borne fruit in connexion with 
anthrax in cattle and hydrophobia in man. On this 
foundation, and on the more recent work of Haffkine 
with cholera in India, Wright began to build in about 
1895. Pasteur’s results had been obtained by the inocula- 
tion of living but attenuated cultures, or of virus- 
containing tissues ; and Pfeiffer had shown that the blood 
of animals inoculated with sublethal doses of such living 
cultures acquired the power to dissolve and kill great 
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numbers of cholera. bacilli in the.animal body. Wright, 


looking ahead, decided that the inoculation of living : 


microbes to produce immunity in human beings was not 
going to be practicable on any large scale; and, further, 
he ‘‘ saw with his mind ” that a killed culture should 
be as effective as a living one.. By means of new and 
ingenious laboratory devices, requiring many months of 
hard work to perfect, he was able to show that, following 
the inoculation of a killed typhoid culture into animals, 
and also into himself and his fellow-workers, the blood- 
serum was able to destroy living typhoid bacilli as it 
did in Pfeiffer’s animals inoculated with living cholera. 
To Wright this was as good as proof that the inoculation 
of soldiers with killed typhoid culture would protect 
them against typhoid fever. But when he proposed this 
inoculation to the Army authorities he came up against 
the conservative official mind : some of those in authority 
disliked the novel idea of introducing microbes, whether 
dead or alive, into the human body, and were blinded 
by that dislike to all the great lessons of Pasteur’s work. 

There most men would have left it; 
that even bigger issues were at stake than typhoid fever 
—and that was big enough. The Irishman in him was 
aroused and he fought for his views. So powerful was 
the opposition that he had to resign the post he loved. 
Yet the fight was not lost: a supply of the vaccine was 
dispatched with the troops bound for the Boer War, 
though without a clear official blessing. Some of it was 
dumped overboard in Southampton Water, lest it cause 
disease, and was returned to Wright by the coastguards ; 
some was inoculated in grossly excessive doses by mistake 
and caused severe reactions ; but some was used in the 
doses Wright had prescribed, and statistical evidence of 
its prophylactic value against typhoid fever was obtained. 


A few years later much better evidence was derived from . 


experience with the Army in India. On the strength of 
this the inoculation was adopted by the War Office as 
a routine procedure some years before 1914, with the 
result that Britain alone entered the first world war 
with most of her troops protected against typhoid fever. 
In face of an epidemic in Flanders in January, 1915, the 
Germans followed suit. There can be little doubt that, 
but for Wright’s strenuous advocacy of this measure, 
typhoid fever would have taken an enormaus toll of 
human life during the war of 1914-18. 

Great as this achievement was, it gave Wright less 
satisfaction than much of his other work which resulted 
in ‘‘ more substantial intellectual gains.’ ‘“ Previous 
work had made the circuit all ready to be completed,”’ 
he would say ; A his was only. the hand that put in the 
switch. Despite the remarkable success of antityphoid 
inoculation, Pie mind’ never became obsessed with the 
conventional view that prevention offers more hope than 
cure. In this as in some other questions, his ideas were 
at variance with the general trend of medical: opinion 
during the past fifty years. 

From Netley he went to India in 1898, to serve on the 
Plague Commission and he took a large part in the 
drafting of its reports. While engaged in this work he 
came in contact with Captain Stewart Douglas, of the 
Indian Medical Service, who was associated with him 
for many years afterwards at St. Mary’s Hospital, where 
in 1902 Wright was appointed pathologist. 

In a small underground room they embarked upon a 
task which was to occupy Wright’s mind for forty years 
—the possibility of controlling bacterial diseases already 
in progress by the inoculation of killed cultures (vaccines): 
As always, he was not content to go to work blindfold, 
nor to judge the value of inoculation by ‘‘ far-off and 
ambiguous clinical effects’’: he must know whether 
after each inoculation the patient’s blood gave any 
indication that the uninfected regions of the body really 
had responded by an increased production of ‘* protective 
substances ” ; he must know which doses led to such a 
response, and which did not; and after what interval 
he ought to reinoculate in order to maintain a high level 
of antimicrobic activity. 

For all this, new technical procedures had: to be 
developed—for the measurement of phagocytosis and 
of bactericidal power. The ingenious Technique of the 


Teat and Capillary Glass Tube which slowly evolved . 


was published in book form in 1912. It was the first step 
—and a very considerable one—in the application of 


but Wright saw ` 
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microtechnique to bacteriology, and must surely rank 
as one of his greatest contributions. Scoffers dismissed 
it as just “laboratory tricks”; but Wright. with his 
larger vision, saw that “die Methode ist alles”; and to 
him these new technical procedures were essential as 
“eking out the inadequate skill of our hands by the 
contributory work of our brain.” By means of them he 
was able to demonstrate the opsonic effect of serum; 
the far-reaching principle of autoinoculation in bacterial 
infections; the bactericidal efficiency of whole blood 
and of leucocytes ; the influence of the antitryptic power 
of the serum on the 
growth of microbes; 
and many other 
“ sub-perceptible ”’ 
defence mechan- , 
isms. 

In this work 
Wright was greatly 
helped by a band 
of men—Freeman, 
Matthews, Fleming, 
John Wells, Noon, 
Hayden, and others 
—who were soon 
attracted to the 
St. Mary’s labora- 
tory as it expanded ; 
many of whom 
remained to build 
up the Inoculation 
Department as it 
exists today. For 
years before the first 
world war these men 
worked far into the 
night nearly every 
day of the week, 


ieee i 


counting * opsonic , 

films, devising new ; iy ee ag 

experiments and Kagete Se |. 
new technique— | ¢ A 

kept going only LLY. a nae 

by their regard [for a = ae 


“the Old Man’ 
(as he was called 
even then, though 
he was still under fifty), and by his own never-flagging 
enthusiasm. About midnight someone would brew strong 
tea and we would knock off for a few minutes to discuss 
(with mighty little restraint) the day’s work, or the 
shortcomings of the female intellect, or Wright’s latest 
excursions in the domain of intellectual morality. With 
his gift for good conversation he dominated these talks, 
but there was always a hearing for anybody who could 
formulate an idea clearly: nebulous thinking got little 
mercy. | | 

The 1914-18 war brought Wright’s mind to grips with 
new problems—wound infection, gas-gangrene, shock. 
“ Pain in the mind,” which had always oppressed him 
until the problem he was engaged upon became sharply 
focused, was all the more acute during these war years, 
because, like Pasteur, he suffered more than most of us 
from the sight of suffering. To get to his laboratory at 
the Casino in Boulogne he had to go through wards full 
of wounded or sick men, and he never got used to it. 
Every working hour he toiled to find means to mitigate 
the horrors of sepsis, and in his sleep he was seldom free 
from them. All men’s thoughts were turned at that time 
to antiseptics—the dream of ‘‘ something out of a bottle ” 
which would kill all the microbes in a wound. Wright 
alone saw that salvation was not to be had by any such 
short cut. He believed that antiseptics such as per- 
chloride of mercury and carbolic killed microbes only 
by virtue of their being general protoplasmic poisons, 
and that, when introduced into an infected wound, they 
would inevitably be quenched by destructive combination 
with the greater mass of protoplasm. He saw too that 
we were quite in the dark as to the defensive mechanism 
involved in wound infections : we knew scarcely anything 
about the leucocytes—what conditions favoured their 
phagocytic activities and what hindered them; why 
some wounds become “corrupt,” with every kind of 


microbe flourishing in them, while others remained clean. 
“ To find out these essential sub-perceptible things, we 
must get down to the simplest elements ’”’: our unaided 
senses could tell us very little—apparatus and technique 
were necessary. The apparatus and technique did not 
exist, so Wright set to work again upon “laboratory 
tricks.” Gradually he came to understand many of the 
things which had been obscure. He showed that some of 
the bacteria which commonly infect wounds, particularly 
staphylococci and streptococci, can grow in unaltered 
serum or serous exudate, but grow much more freely 
when the exudate 
or serum has been 
changed—e.g., by 
reduction of its 
normal antitryptic 
power or of its 
alkahnity. This re- 
duction commonly 
occurred in infected 
war wounds; in 
such a “‘ corrupt ” 
wound, as he called 
it, not only could 
the staphylococci 
and streptococci 
grow very freely, 
but also a host of 
other organisms, 
such as coliform 
bacilli, B. proteus, 
and Ps. pyocyanea, 
most of which 
perished in un- 
altered serum or 
exudate. With 
hypertonic salt solu- 
tion he sought to 
induce a flow of 
normal serum 
through the infected 
tissues towards the 
cavity of the 
wound; he re- 
garded that flow as 
the essential feature 
l of surgical drainage. 

. By very beautiful experiments he demonstrated in 
vitro the amazing capacity of healthy leucocytes to 
kill pyogenic cocci, and the conditions necessary for this 
killing. His advocacy of early closure of infected war 
wounds was based on these observations at his bench, 
and on others made by Fleming who was working with 
him. The surgeons were seeking to ‘‘ sterilise in order to 
suture ” : Wright held that they should ‘‘ suture in order 
to sterilise.”’ 

Some of his most illuminating work was that on gas- 
gangrene. To obtain the necessary anaerobic conditions 
he again had to devise new cultural methods. With 
their help it was soon made clear how the acid produced 
in injured muscle (or muscle deprived of its blood-supply) 
favoured the explosive outbreak of gas-gangrene by 
reducing the alkalinity of the tissue-fluid. As more muscle 
came to be killed by the infective process, so much acid 
found its way into the general circulation as to seriously 
deplete the body’s alkali reserve, causing what Wright 
termed a ‘ condition of acidemia ’’ which in his view 
was largely responsible for the patient’s deterioration 
and death. With this process in mind he advocated 
treatment (when acidemia was present) by bicarbonate 
or lactate of soda, and he felt justified by the clinical 
results (Lancet, 1918, i, 205). Strangely enough, very 
little of this work has yet found its way into textbooks, 
but I would hazard a guess that within the next fifty 
years it. will be rediscovered and will be given an out- 
standing place in the literature of wound infections. 

What I have written above touches only the fringes of 
his intellectual activities. In Wright’s own judgment 
his most important work was done not at the laboratory 
bench, nor in his copious writings upon medical scientific 
problems, but in his efforts to clarify philosophical 
questions. ‘‘ I have suffered,” he once said, ‘‘ only from 
urticaria and philosophic doubt, and the latter was 
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much the worse of the two.” For him this work on 
philosophic problems was no mere intellectual diversion, 
as some have supposed. He did it—often with great 
weariness of spirit—out of a deep. conviction that condi- 
tions in the rapidly changing modern world have created 


many problems to which the formal logic of earlier times . 


is quite inapplicable; and because he believed that 
many of our social, political, and economic ills (as well 
as the slow progress of medicine) can only be remedied 
if they are approached de novo by minds illuminated by 
the newer knowledge of human physiology. 

From 1895 he began to formulate his ideas in a study 
of physiological psychology which he proposed to call 
“The Physiology of Belief.” He aimed to show how 
ultimately all our mental processes are bound up with 
physiological functions. In about 1903, I am told, the 
manuscript was ready for publication, but the book as 
he originally conceived it was never published: his 
mind went on unceasingly changing and improving it. 
It became in turn ‘‘ A Dictionary of Principles,” “ A 
Treatise on Intellectual Morality,” and ‘‘ A System of 
Logic as Applied to Medicine.” Only three sections of 
this work were issued: The Unexpurgated Case Against 
Woman’s Suffrage (1913); Prolegomena to the Logic 

` which Searches for Truth (1941) ; and On Induction (1943). 
He has, however, left a large mass of manuscript more or 
less ready for publication. 

The characteristics of his great intellect which seem 
to stand out most sharply in retrospect are his ‘‘ pain in 
the mind,” which drove him on to work harder than 
any of the rest of us; his capacity to see where he was 
going and to advance steadily from one viewpoint to 
another ; | 
showed it to be false; and his indifference to any fear 
that he might be wrong. In his laboratory work parti- 
cularly he hated loose thinking and the mere collection 
of isolated facts ; he was always intent upon big generali- 
sations and was not ashamed to use methods which were 
not completely accurate if, by repetition, they could put 
him on the right track. Occasionally, .perbaps, they let 
him down. l 

At the age of 75, after long days of work on medical 
science or philosophy, he set himself to learn Russian 
as a recreation, and he came to read it with fair ease. 
Of the Bible, and of Shakespeare, Milton, Dante, and 
many other poets, he retained long passages learned 
in his youth; and he used to say that he would have 
given all his scientific work to have written Romeo and 
Juliet. As a public speaker and conversationalist he had 
few equals, agreeing with Shaw that to attract attention 


it is necessary to overstate the case. Sometimes, perhaps, 


he overdid the overstatement. 

I have written of Wright only as a great intellectual 
force; but the report is incomplete, for in his kindliness, 
his essential simplicity, and all that goes to make a man 
lovable, he was also of no ordinary stature. 


x% + * 


I first saw Almroth Wright in 1906 or 1907 at a meeting 
of the Medical Research Club in his laboratory. I read 
a trivial paper which he treated with more kindness than 
it deserved, and after the meeting was encouraged to 
linger among his cronies and listen to him and Bulloch 
adding up the eminent men of the day and making the 
sum a very small integer. I had found another hero. 
His : mere appearance, highly suggestive of Tenniel’s 
illustration of the Lion in Alice Through the Looking- 
Glass, a kindly, dishevelled, but formidable, creature, 
was fascinating. Soon after that my hero-worship was 
deflected by a violent controversy: those were the 
palmy days of the opsonic index. But youthful vanity 
and wrath are soon dispelled by such a magician as 
Wright was ; when I heard him speak at the presentation 
in 1936 his spell was as powerful as in 1907. . 

I cannot make any definition of a great man which 
would not cover Almroth Wright. I am sure at least 
that he was so great that one may bid him farewell with 
‘candid words. 

-It is easy to think of him—his likeness to Tenniel’s 
Lion suggests it—as the dear old absent-minded German 
professor of sentimental comedy, whose horizon is the 
wall of his laboratory. Consciously or unconsciously he 
encouraged that belief. No professor of Shavian comedy 
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denounced more vehemently clinicians untrained in 
laboratories or spoke in higher terms of science. But I 
suspect that Wright did not really respect laboratory- 
workers much more than clinicians, and that his intel- 
lectual affinity was with a Thomas Aquinas rather than 
with a John Hunter. In his later years he rather 
bored such audiences as the Medical Research Club with 
dialectics, and his projected treatise on logic came to be 
regarded as of the breed of Casaubon’s key to all the 
-mythologies in Middlemarch. I think, however, this was. 
much more than a pose or a whim, that, indeed it was the 
kindly-old-professor attitude which had a touch of the 
theatrical. I should say that, like the great Schoolmen, 
he had far more faith in dialectics and the possibility of. 
reaching truth by mere force of reasoning than most 
men of science, and that he had a considerable intellectual 
contempt for the ideals and methods of most of his 
scientific contemporaries. One of the weaknesses of the 
dialectical method is that it often has the appearance— 
even, perhaps, the reality—of treating mere “ faets’” 
rather lightly. Wright was not free from that weakness ; 
in controversy he sometimes gave an impression of 
disingenuousness, of seeking to evade a real objection 
by means of verbalism; but this is a fault which after 
all can be found with Socrates himself. It was, I think, 
this turn of mind which impaired Wright’s influence on 
his contemporaries. He secured personal affection but. 
hardly inspired confidence, because his intellectual pro- 
cesses seemed odd to the ordinary Englishman. Like 
some other men of genius, he was a dangerous model. 

I am of course speaking of Wright only as I knew him, 
and my intellectual contact with him was limited to 
the evaluation of results by measurement and counting. 
For the ostensibly precise methods of evaluation which are 
loosely called statistical he had an almost passionate 
dislike. I am sure that one element of that dislike was 
intrinsically sound. The notion that a person who 
perhaps had never done an experiment at all, and who 
knew nothing of the difficulties of laboratory work, 
should sit in judgment upon the conclusions of an adept, 
was hateful to him. But his emotions carried him beyond 
that point; he condemned not only the abuse but the 
use of statistical method, and his principles of reasoning 
employed by baser spirits were quite as dangerous to 
intellectual honesty as anything he had stigmatised 
among the clinicians of forty years ago. The fact that 
most laboratory workers use the methods he condemned 
is not proof that he was on the wrong tack; he was a 
genius. It is proof that he was not in tune with his 
generation. Who was right and who wrong, some future 
historian will decide. We have not to wait for that 
historian to be sure that many of us have lost a friend. 

M. G. 


As a Dublin student Almroth Wright won a gold medatk 
in modern literature and a medical travelling prize. After 
qualification he held a studentship at the Inns of Court in 
jurisprudence and Roman and international law. He was 
elected F.R.S. in 1906, and knighted in the same year, his work 
during the first world war being recognised by appointment 
as 0.B. in 1915 and K.B.E. in 1918. An honorary fellow of the 
two Irish Royal Colleges, and of Trinity College, Dublin, he 
received honorary degrees from the universities of Dublin, 
Edinburgh, Belfast, Leeds, and Paris, and was an honorary 
burgess of Belfast. He was awarded the Hungarian prize of 
the International Medical Congress in 1913, the Leconte prize 
of the Académie des Sciences in 1913, and the gold medal of 
the Royal Society of Medicine in 1920, and was a corresponding 
member of the Institute of France. As principal of the 
institute of pathology and research at St. Mary’s Hospital, 


he held a chair of experimental pathology in the University 


of London. 

` He died on April 30 at his home at Farnham Common, in 
Buckinghamshire, aged 85. Lady Wright, who died in 1926, 
was a daughter of R. M. Wilson, J.P., of Coolcarrigan, 
Kildare, and they had a son and a daughter. 


. DR. H. A. MOODY 
C. E. A.B. writes: Asa South Londoner may I support 


your tribute last week to the late Dr. Moody. Not only 


was he beloved by his patients but he was greatly 
respected by all sections of the community. His public 
services were many and far-reaching, and should, I feel, 
have received official recognition. i 
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Notes and News 


VISUAL STANDARDS FOR CANDIDATES FOR THE 
TEACHING PROFESSION 


THE following recommendations have been made by the 
Faculty of Ophthalmologists, at the request of the Ministry 
of Education : 

Visual acuity, with correcting glasses, should not be less 

than 6/12 in the better eye. 

At the age of 18 no refractive error should debar a candidate 
from training, but all cases in which the vision in either 
eye is less than 6/9 uncorrected must be referred for an 
ophthalmic surgeon’s report and prognosis. 

On reference to an ophthalmic surgeon, information is 
required on ə 

The nature and extent of the defect. 

Whether it can be corrected by glasses satisfactorily for the 
project in view. 

Whether it is progressive. 


Whether the existence of the defect is likely to interfere with 
the candidate’s efficiency as a teacher. 


DISORDERS IN ATOMIC WORKERS 


WORKERS at an atomic research centre in the north-west 
of England are alleged to have developed symptoms attributed 
by them to their employment. Mr. Bob Edwards, assistant 
general secretary of the Chemical Workers’ Union, is reported 
in the Daily Mirror (April 11) as saying that the symptoms 
are lassitude, skin rashes, or impotence; of 250 men at the 
plant, 20, he said, are complaining of impotence. The 
complaints are being investigated by the Ministry of Labour 
factory inspectorate. Meanwhile a Ministry of Supply spokes- 
man has claimed that, in this or other plants, the only instance 
of disorder due to radioactivity has been one case of derma- 
titis; and Prof. N. F. Mott, F.R.S., president of the Atomic 
Scientists Association, has stated that ‘‘ methods of protec- 
tion for these workers are so easily applied and so strictly 
enforced that it is inconceivable that the workers could be 
affected.” Impotence and sterility of which radar workers 
commonly complained during the war were apparently not 
of occupational] origin. 


IODISED OIL IN RADIOLOGY 


ADDRESSING the Devon and Exeter Medico-Chirurgical 
Society on April 17, Dr. Charles Wroth said that for the 
radiological demonstration of sinuses and fistulze with iodised 
oil a short-necked syringe should not be used, since the 
catheter is liable to slip off and spray the patient’s skin 
and clothing. Proprietary preparations of the oil are usually 
heavier than water, and before injection the patient should 
be placed so that the sinus is pointing upwards. An opaque 
indicator should be applied to mark the point on the skin 
where the sinus opens. Before films are taken the skin 
should be wiped clean and surplus tubing should be moved 
out of the way. Screening is valuable; and at least two 
views, at right-angles, should be taken. 


University of Cambridge 
On April 26 the following degrees were conferred : 


M.Chir.—W. W. Wiggins-Davies (in person). 

M.B., B.Chir.—J.M. Childs, R. D. Easthain, J. H. H. Glyn, Robert 
Hodgkinson, D. N. Lawson, J. G. Mathewson, Edward Pringle, 
8S. K. K. Sze (by proxy). 


Royal College of Obstetricians and Gynæcologists 


At recent examinations for tho diploma in obstetrics the 
following were successful : 


J. R. Ballantyne, A. C. Barthels, D. C. A. Bevis, G. R. Bourne, 
Kathleen A C. Bowen, J. A. Bowen-Jones. Leonard Boyars, 
Elizabeth C. M. Brunyate, Joyce B. Burke, If. C. Burnell, J. P. 
Bush, W. E. Chapman, F. J. Cockersole, 1). P. Cocks, Edward Cope, 
G. H. R. Curnock, Alice Davies, Margaret E. Davies, J. E. Drabble, 
Patricia M. Elliott, Geraldine W. Everett, S. C. J. Falkman, M. R. 
Fell, H. J. Fisher, B. J. Frankenberg, Jean M. Frazer, G. B. Gibson, 
L. 5. Glass, C. J. Griflin, G. N. Grose, Elizabeth M. Harper, David 
Hay, J. A. Henderson, G. S. Hopkins, Jean A. Horne, B. G. Isaacs, 
A. G. Jones, G. D. Kelly, Janet F. Kennedy, N. A. King, D. V. 
Latham, Christopher Lewthwaite, G. I. Louisson, Carmichacl 
Mackie, A. T. McNeil, Betty E. A. Magill, David Mander, Edith M. 
Metcalfe, R. T. Michael, C. E. Miller, Albert Milton, Doreen Mitchell, 
Annapurna Mukherji, M. R. Nealy, G. F. Newbold, Dennis Nixon, 
Helen M. Noble, Margaret B. Noble, Barbara D. Oakley, A. D. 
Parsons, S. D. Perchard, F., C. R. Picton, E. D. Pond, K. I. Price, 
8. W. Price, Margarct Randell, E. N. Rees, Rachel Richards, L. F. 

bards, J. G. Rountree, W. S. Russell, Ruth Sabel, T. J. Scannell 
Charlotte Sommer-Hirsch, Kathleen H. Stewart, Babman Sohrabji 
Surti, C. W. Sweetnam, Sheila R. Tangye, Mary E. Tighe, St. J. M. A. 
Tolhurst, E. F. Twiss, M. J. Twomey, W. A. Walker, Winifred I. 
Watson, Constance M. Watt, C. T. H. Whiteside, Roberta Williams, 
J. K. Wilson, Sau Haan Wong, Elizabeth Younger. 


Royal Society of Medicine 

Sir Edward Mellanby, F.R.S., Dr. C. M. Wenyon, F.R.S., 
Prof. Einar Key (Stockholm), and Prof. Naguib Mahfouz 
Pasha (Cairo) will be proposed for the honorary fellowship 
of tho society on May 20. | 


North Middlesex County Hospital 

Mr. T. H. Benians, F.R.0.s., has been appointed honorary 
consulting pathologist to the hospital on his retirement. 
Mr. Benians has been part-time pathologist to the hospital 
since 1925. 
Royal Institute of Public Health and Hygiene 

On Thursday, July 17, at 3 P.M. at the institute, 28, Portland 
Place, London, W.1, Dr. I. W. Magill will deliver the first 
Bengué memorial lecture. His subject will be a Review 
of Modern Anzsthesia. 
War-time Decline in Dental Caries 

A survey of Swedish school-children has shown that during 
the war the incidence of dental caries fell by about 15%. 
The cause of this decline is to be investigated, with special 
reference to changes in diet. 


Institute of Social Medicine, Oxford 


Mrs. Alice Stewart, F.R.c.P., has been appointed assistant - 
director of the institute. A member of the pneumoconiosis - 
research unit of the Medical Research Council and secretary 
of the industrial pulmonary diseases committee of the council, 
Dr. Stewart was formerly first assistant in the Nuffield depart- 


‘ment of clinical medicine at Oxford. 


Tudor Edwards Memorial i 

A committee has been formed, under the chairmanship of 
Lord Horder, which will shortly launch an appeal for a 
memorial to the late Mr. Arthur Tudor Edwards, F.R.C.S. 
The members of the committee are Lord Dudley, Lord 
Courtauld-Thomson, Sir Max Page, Sir Stanford Cade, Dr. 
R. A. Young, Dr. Geoffrey Marshall, Dr. T. Jenner Hoskin, 
Dr. Ivan Magill, Dr. Horace Evans, Dr. Geoffrey Todd, 
Dr. D. T. Davies, and Mr. C. Price Thomas and Mr. F. G. 
Rouvray (secretaries). 


Committee on Industrial Disease 


The Minister of National Insurance has appointed a com- 
mittee to review the policy adopted in scheduling industrial 
diseases under the Workmen’s Compensation Acts, and to 
advise on the principles which should govern the selection 
of diseases for insurance under the National Insurance 
(Industrial Injuries) Act. The members include Prof. R. E. 
Lane, F.R.c.P., Dr. J. A. L. Vaughan Jones, Dr. E. R. A. 
Merewether, and Dr. Albertine Winner. Evidence should be 
submitted in writing to the secretary, 6, Curzon Street, 
London, W.1. 

The Hospitals Budget . 

A forecast of what our hospitals will cost in the first year 
of the National Health Service must be prepared for inclusion 
in the Parliamentary estimates this autumn. The Minister 
of Health thinks it improbable that the new boards of gover- 
nors, regional hospital boards, and hospital management 
committees will be in a position to submit estimates in time, 
and he has therefore asked the existing authorities to send 
him details of what their hospital has cost during the past 
year. This information, he adds, will not prejudice the 
administration of tiie hospital under the service, and the new 
authorities will later submit formal estimates for the first 
financial year based on their experience of working the early 
part of the year. | 
Joint Tuberculosis Council 

The question of the liability of hospital and sanatorium 
nurses and domestics to contract tuberculosis continues to 
occupy the attention of this council’s nursing committee. 
For some time it has been trying to initiate a statistical 
inquiry, but it has been advised that it would be necessary 
to study 1000 new entrants for ten years (or 2000 annually 
for five years) in order to get reliable data. The council 
have reluctantly concluded that an inquiry on this scale 
is at present out of the question, but the committee will 
neglect no opportunity of collecting useful information. 

The council have protested to the Minister of Health 
about his announcement in Parliament that he had told 
the General Nursing Council of his readiness to approve 
rules introducing State registration for tuberculosis nurses. 
They hold that State registration of tuberculosis nurses 
should not be conditional on previous membership of the 
General Nursing Register. 
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General Medical Council 


The result of the voting at the recent election was as 
follows: ° 


Dr. JAMES BROWN ......ccceeeee 14,035 
Dr. J. E. OUTHWAITE........... 4527 
Dr. ISAAC ROSE...... ccc cc eee ees 695 


Dr. Brown was therefore elected a direct representative of 
the medical profession in England. 


Emergency Artificial Respirator 


Mr. E. O. Cartwright, chief engineer of the Austin Hospital 
for Cancer and Chronic Diseases, Melbourne, Australia, has 
designed a non-electric emergency respirator which works off 
the ordinary domestic water-supply. The apparatus can be 
built from a standardised design for about £70, and Mr. 
Cartwright will supply plans of his invention free of charge 
to anyone who is in need of it. 

Dr. G. Carmichael Low has been appointed a member of 
the Committee on Bird Sanctuaries in the Royal Parks, which 
has lately been reconstituted. 


- Diary of the Week 


MAY 11 To 17 
Monday, 12th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
6.15 P.M. Mr. Julian Taylor : Cerebrospinal Rhinorrhoa. 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1 
8 P.M. Mr. W. E. Tanner: Guy’s Worthies in the Early Days of 
the Medical Society of London. (Annual oration.) 


Tuesday, 13th 


ROYAL COLLEGE OF SURGEONS l 
6.15 P.M. Mr. J. I. Munro Binck Nasopharyngeal Tumours. 
ROYAL SOCIETY OF MEDICINE Wimpole Street, W.1 
5 P.M. Experimental Medicine and. Therapeutics. Dr. J. F. 
Points of Contact between 


son: Folic Acid. 
8 P.M. Psychiatry. Dr. Myer Fortes : 
Social Anthropology and Psychiatry. 
EDINBURGH POSTGRADUATE BOARD FOR MEDICINE 
5 P.M. (Royal Infirmary.) Prof. F. A. E. Crew, F.R.8. : 
Polytocy. 


Wednesday, 14th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Prof. F. Wood Jones, F.R.S.: 
(Arris and Gale lecture.) 
6.15 P.M. Mr. W. M. Mollison: Acute Otitis Media. 
ROYAL COLLEGE OF OBSTETRICIANS AND GYN-ECOLOGISTS, 58, Queen 
Anne Street, W.1 


Biology of 


Hallmarks of Humanity. 


5 P.M. Dr. Linton Snaith: Tubal Occlusion. (Blair-Bell lecture.) - 


ROYAL SOCIETY OF MEDIOINE 
5 P.M. Proctology. Prof. John Kirk, Prof. R. A. Willis, Mr. 
. P. Lockhart-Mummery, Mr. Denis Browne : Congenital 
Anomalies of the Anorectal Region. 
ROYAL SANITARY INSTITUTE, 90, Buea eham Palace Road, S.W.1 
3 P.M. Dr. W. H. Bradley : Control of Smallpox. 


Thursday, 15th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. Rodney Smith: Intestinal Decompression in the 
; Treatment of Acuto Obstruction. (Hunterian lecture.) 
6.15 P.M. Mr. R. D. Owen: Laryngeal Stridor and Tracheotomy. 
ROYAL SOCIETY OF MEDICINE 
5 P.M. Dermatology. Dr. Emil Petracek : Dermatological 
Experiences in Prague during World Wars I and II. 
ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION 
11 a.M. (Barnwood House, Gloucester.) Dr. E. L. Hutton and 
Mrs. Bassett: Prefrontal Leucotomy—Effect on Creative 


Personality. Dr. R. Sessions Hodge and Mrs. Y. Golla: 
Urethral Smears in Mental Disorder. 
2.15 P.M. Dr. W. R. Ashby: Brain Metabolism. Prof. F. L. 


Golla : Electroconvulsion Therapy. 
ROYAL SOCIETY OF TROPICAL MEDICINE AND HYGIENE, 26, Portland 
Place, W.1 
8 P.M. Dr. C. M. Wenyon, F.R.S,: Amocbiasis. 
ASTUTE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 


11 A.M. Prof. Geoffrey Jefferson, F.R.S.: Brain Abscess. 
2.30 P.M. Professor Jefferson: Posterior Fossa Tumour. 
EDINBURGH POSTGRADUATE BOARD FOR MEDICINE 
A 30 P.M. (Royal Infirmary, Edinburgh.) Dr. James Innes: 
Chemotherapy of Benign Tertian Malaria. (Honyman 
Gillespio Lecture.) i 


Friday, 16th 


ROYAL COLLEGE OF SURG ONS 
5P.M. Prof. Harry Platt: Primary Malignant Tumours of Bone. 
ROYAL SOCIETY OF MEDICINE 
8.15 P.M. Obstetrics and Gynecology and Radiology. Prof. Subodh 
Mitra, Mr. Charles Read, Mr. Frank Cook, Dr. G. E. 
Richards, Dr. G. Blomfield: Surgical and Radiological 
Treatment of Carcinoma of the Cervix. 
FACULTY OF RADIOLOGISTS 
2.30 P.M. (Royal College of Surgeons.) Dr. G. E. Richards: 
Place of Surgery and of Radiotherapy in the Management 
of Mammary Cancer. (Skinner lecture.) 
TUBERCULOSIS ASSOCIATION : 
3.30 P.M. (26, Portland Place, W.1.) Dr. W. 
Tuberculosis in China. Dr. Mare Daniels: 
Tuberculosis in Europe. 


Santon Gilmour: 
UNRRA and 


Appointments 


ALLAN, MALCOLM, M.B. Glasg., 
Swadlincote, Derbyshire. 
BUCHANAN, W. D., M.B. Glasg., D.P.H.: H.M. inspector of factories. 
CROWTHER, D. 1 B.M. Oxfd : pcuistear, cancer department, 

St. Bartholomew’s Hospital, London. i 
MITCHELL, ALFRED, M.D. Lond., D.P.H. 
St. J ohn’s Hospital, Battersea. 
STEWART, R. H. M., M.B. Lpool: medical superintendent, Tindal 
General Hospital, Aylesbury, Bus. 
THORBURN, A. L., M.D.. Belf., D.P.H. 
i East Riding, Yorks. 


Birmingham United Hospital : 


D.P.H.: M.O.H., Repton and 


medical superintendent, 


senior asst. school M.O., 


Asst. physicians: . / 
HUMPHREYS, D. R., M.D. Birm., M.R.C.P. 
WILLIAMS, G. E. O., M.D. Lpool, M.R.C.P. 


Colonial Service: f 
BELL, P. S., M.B. Lond., F.R.C.S.E., M.R.C.P., D.T,M. & H.: director 
of medical services, Nyasaland. 


pol orang M.R.C.S.: M.O., (institutions), Antigua, .Leeward 
slands. 
DALY, R. A., L.R.C.P.I. pathologist, Tan 


ganpike. z 
FAWKES, M. A., M.B. Camb. : M.O., grade B, Trinidad. 
GROVES, J. C., M. B. Belf. : M. O., Nigeria. 
HALE, G. S., M.B. Lond., D.T.M. : 3.M.0., Kenya. 
HARRISON, M. M., M.B. Durh. : lady M.O., Nigeria. 
HAWORTH, JAMES, M.B. Edin.: M.O., Nigeria. 
JONES, C. M., M.B. Edin. : M.O., Nigeria. 
KERR, F. C., M.B. St. And. : lady M.O., Nigeria. 
LYDON, DANIEL, M.B., N U.I. : district M. O., Windward Islands. 
MOKENZIE, ALAN, M.B. Lond., D. T.M. & H.: deputy Airoc uor of 
medical services, Tanganyika. 
MACKENZIE, O. A., M.B. Glasg.: M.O., Seychelles. 
MACKEY, J. P.P., M.B. Birm. : M.O. (pathologist), Tanganyika. 
MCNAMARA, H. E., D.R.C.0.G.: lady M.o., Tanganyika. 
MURRAY, DOUGLAS, M.B. St. And., D.P.H. : asst. “director of medical 
services, Nigeria. 
ORMISTON, W. S., M.B. Brist., D.T.M., D.T.H.: asst. director of 
medical services, Nigeria. 
PALMER, W. L., M.B. Durh.: M.O., British Somaliland. 
RICHARDSON, E. C., L.R.C.P.E., D.L.O., D.O.M.S.: ear, nose, and 
throat specialist, British Guiana. 
Rosrvson, P. B., M.B. Dubl., D.T.M., D.P.H.: director of medical 
services, Northern Rhodesia. l 
SPEIRS, R. C., M.D. Edin., D.T.M.: asst. director of medical 
: services, Kenya. ; 
STAFFORD, J. I., M.B. Dubl. : M.o., Falkland Islands. 
TRIM, E. A., M.D. Camb., D. T.M. & H.: 8.M.0., Kenya. 
Examining Factory Surgeons: 

Machos eD, DUNCAN, M.B.E., M.B. Glasg.: South Uist no. 2 
istric | 
MACKINNON, GEORGE, M.B. Glasg.: South Uist no. 1 district. 

Mason, T. O., M.R.C.S.: Dartford, Kent. 

Munro, M. J., L.R.c.P.E. : Swanscombe, Kent..- 
PELLOW, R.J. N., M.C., M.B. Lond. : Luton, Beds. 
PRIDEAUX, MARY, M.R.C.8.: Warminster, Wilts. 


Base Marriages, and Deaths 


BIRTHS 
PAUE T April 28, at Taunton, the wifo of Dr. K. C. ‘Bailey— 


BANGĦAN. —On May 1, in London, the wife of Dr. Alec Bangham— 


Genre. =O March 26, at Bournemouth, the wife of Dr. Cedric 
~  Carter—a son. 

FELTON.—On April 30, in London, the wife of Dr. W. F. Felton— 
a son. 

GirpdWoonp.—On May 3, at Edinburgh, thewife of Dr. Ronald Haxton 
Girdwood—a son. 

cow ae April 25, at Bishop’s Stortford, the wife of Dr. Stephen 

old—a son. 

HatTrTron.—On April 26, at Eastbourne, the wife of Dr. P. L. S. Hatton 
—a daughter. 

HEGARTY.—On April 27, the wife of Dr. A.G. Hegarty—a daughter. 

KENNEDY.—On April 27, in London, the wife of Dr. D. P. Kennedy— 
a daughter. 

LANE.—On April 29, at Maidenhead, the wife of Dr. Roger Lane—a, 
son. 

MATHESON.—On April 29, the wife of Mr. Iain Matheson, F.R.0.8.— 


a daughter. 
in London, the wife of Dr. J. D. L. 


REINHOLD.—On April 28, 
Reinhold—a daughter. 

SEMPLE.—On April 28, at Aberdeen, the wife of Dr. Robert Semple— 

a son. 


WHITEHEAD.—On April 25, the wife of Dr. 
daughter. l 
MARRIAGES 


HAYNES—KI1IRK.—On April 30, in London, W. N. L. -Haynes, 
M.R.C.S., major R.A.M.Cc. (retired), to Helen Kirk, M.R.C.S. 
DEATHS 


FENN.—On April 30, at Kew, Charles Edward Fenn, M.D. Durh. 
HARPER.—On April 30, At Barnstaple, John Robinson Harper, 
C.B.E., M.R.C.S., aged 7$ 


B. L. Whitehead—a 


JoseErn.—On April 26, at Livndudno, Arthur Hill Joseph, M.D. Lond., ` 


M.D. Brist., aged 83 
LEADER. ae April 28, "at Sheffield, Harold Leader, M.B. Lond., 
agec 


NUTTALL.—On May 4, at Sandgate, Kent, Walter Wingfield Nuttall, “ 


M.D. Durh., I.P., aged 80. 

REIvD.—On April 30, in London, John McGregor Hartley Reid, 
M.B. Aberd., D.P.H., aged 55. 

WRIGHT.—On April 30, at Farnham Common, Sir Almroth Wright, 
K.B,E., C.B., M.D. Dubl., F.R.C.P., F.R.S., aged 85. 


£ fa ft’ 


| 
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` CHILD GUIDANCE IN OLD AGE 


J. M. MACKINTOSH 
M.D. Glasg., F.R.C.P., F.R.C.P.E. 


OF PUBLIC HEALTH IN THE UNIVERSITY OF 
LONDON 


DURING the past twenty years or so we have heard a 
great deal about child guidance, and an interesting tech- 
nique has been developed for the treatment of behaviour 
problems. The child-guidance team, led by psychiatrist, 
psychologist, and psychiatric social worker, has made 
valuable contributions to both research and therapy. 
Much has been learned about the causes of antisocial 
conduct in children, and this knowledge is of wide 
application to the general care of children. - 

So far, little attention has been given to the behaviour 
problems of old age, in spite of an increasing devotion 


PROFESSOR 


_ to the medical and social care of the aged and infirm. 


utter childishness which sometimes mar the grave coun- 


It is common knowledge that many old people become 
just as “ difficult ” as troublesome children, but we are 
shy of facing the problem squarely. The reasons for our 
diffidence are clear enough: the dignity of age, the long 
tradition of reverence sanctioned by creed and custom, 
the authority which the old exercise over the young, 
the reputed wisdom of experience—these and other 
qualities tend to prevent us from studying and analysing 
some less desirable features. It is embarrassing even 


to talk about the egoism, the obstinate clinging to power, - 


the petulance, the readiness to take offence, and the 


tenance of age: We have around us a number of noble 
ruins which deserve preservation, but at the same time 
require to be trimmed and kept in order. 

It is much easier to criticise what we have been than 
to look with clear, discerning eyes at what we may 
become. As we grow older, self-criticism tends to become 
somewhat blunted, and the comic spirit fails us when 
we take the stage as elders of the people. In a character- 
istic passage Meredith 1 proposes a useful test : 

“ You may estimate your capacity for comic perception 
by being able to detect the ridicule of them you love, without 
loving them less; and more by being able to see yourself 
somewhat ridiculous in dear eyes, and accepting the correction 
their image of you proposes.’ . 


Elderly folk, especially men, find difficulty i in accepting 
that correction. They hate to be comic figures; their 
minds are not quickened through laughter. 


A 


“You will find learned men undoubtedly, professors, 
reputed philosophers, and illustrious dilettanti. They have 
in them every element composing light, except the Comic. 
They read verse, they discourse of art, but their eminent 
faculties are not under that vigilant sense of a collective 
supervision, spiritual and present, which we have taken 
note of. They build a temple of arrogance ; they speak much 
in the voice of oracles. . . . Insufficiency of sight in the eye 
looking outward has deprived them of the eye that should 
look inward. They have never weighed themselves in the 
delicate balance of the Comic idea so as to obtain a suspicion 
of the rights and dues of the world; and they have, in 
consequence, an irritable personality.” 


TREATMENT AND PREVENTION 


The behaviour problems of the aged are sometimes 
acute and distressing; yet they are seldom tackled 
seriously, unless the victim is suffering from a blatant 
dementia. It has been shown recently that the aged 
and infirm respond well to careful physical treatment, and 
there is reason to believe that the response to sound 
psychological treatment would be equally good. It has 
even been suggested that a special school, preferably 
residential, might be set up for the re-education of 
difficult ancients. The word ‘school”’ may sound 


1. George Meredith. Essay on Comedy. 
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queer, but the idea behind it is not in the least fantastic. 

Many elderly folk would profit immensely, both physically 
and mentally, by training for an occupation suitable to 
their age and capacity especially when the alternative is 
to hang grimly on to a job that has become too heavy— 
or to rust unburnished. 

A fair trial might be given to preventive measures. 
One method is to write a letter to one’s own old age, to 
be opened on the sixty-fifth birthday. I cannot remember 
accurately the details of my letter, deposited these ten 
years with the Westminster Bank, but the gist of it is 
as follows : 


“ My dear Mackintosh, 

I hesitate to call you by your Christian name, as I hardly 
know you. All the same, I think you may profit by a few 
words of friendly advice. Certain undesirable tendencies in 
your character and outlook are already apparent and I have 
little doubt that they will become more marked as you 
grow older, just as they did with your father. (Here 
follow some intimate details with which I need not trouble 
the reader.) 

The main thing to remember, however, is that you are now 
65 and on the point of retirement. For heaven’s sake retire, 
and do not persuade yourself that you are a special case. 
If you have kept mind and body active, a whole world of new 
interests lies before you; if not, you have no business to 
cling to office, or indeed to any of the voluntary or other 
services you now undertake. Clear out. Do not rationalise 
by saying that you ‘ want to see this thing through.’ That 
is just another barnacle argument: what you really want 
is to cling... .”’ 


And so the letter ran on. The real question is whether 
it will be effective, or merely cast aside with an indulgent 
smile. There is no more reason to suppose that age will 
take advice from youth than that the young will accept 
the counsel of their elders. It is in fact less likely, 
for the law of libel prevents us from saying what we 
think about our elders, and their contemporaries are 
reluctant to interfere, because they themselves are 
vulnerable. 

Throughout the centuries there has been much philo- 
sophical discussion about old age, and literature and the 
arts are rich in description of its beauty and serenity : 


Sophocles, Plato, Socrates, 
Gentlemen, 

Pythagoras, Thucydides, 

Herodotus and Homer,—yea, 

Clement, Augustin, Origen, 

Burnt brightlier towards their setting-day, 
Gentlemen.? 


Sympathy with the sorrows of age has not been wanting. 
‘* Lights of infinite pity star the grey dusk of our days ” °? ; 
but George Russell- wrote in the same poem: 


If our thought has changed to dream, our will unto desire, 
As smoke we vanish though the fire may purn; 


APPROPRIATE WORK 


The application of medicine to the problems of old 
age should be considered in a serious spirit. We should 
be able to establish principles of treatment for behaviour 
difficulties in the elderly, especially at the present time 
when they are forming an increasingly large proportion 
of the community. In our pressing economic stresses 
we cannot afford to waste their talents and their working 
capacity ; nor can we allow them, for sentimental 
or other reasons, to retain positions for which they are 
no longer fitted—mentally or physically, as the case may 
be. Many ageing people might welcome a system of 
psychological selection of the kind which was so successful 
in dealing with Army recruits, a job-analysis to give 
encouragement, and a prospect of usefulness in the great 


2. Thomas Hardy. An Ancient to Ancients. 
3. Poems by Æ (George Russell). 
S 
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team-work that lies before us in this country. A relatively 
simple analysis would show that there are many occupa- 
tions particularly suitable for the men and women who 
have reached the age of retirement, according to their 
intelligence and experience. For many the curse of 
loneliness could be exorcised, and the days and years 
renewed with vigour and interest. The selection pro- 
cedure should of course be positive, based on capacities 
and not on disabilities. In dealing with the disabled 
this system has been effective, indicating the type of 
work that the applicant can do rather than setting out the 
range of jobs for which he is unfit. 

The whole subject is a delicate one in which we have to 
tread warily ; but it is urgent and serious enough to be 
regarded with clear eyes, unclouded by either misplaced 
frivolity or befuddled sentimentality : 

I have not writ this letter of divining 

To make a glory of thy silent pining, 

A triumph of thy mute and strange declining. 
So’ spoke Alice Meynell in “ A Letter from a Girl to her 
own Old Age” ; and the neglected Browning put the whole 
matter in a nutshell thus : 


And the whole is well worth thinking o’er 
When autumn comes : which I mean to do 
One day, as I said before. 


BIOCHEMISTRY OF INFLAMMATION 


VALY MENKIN 
M.D. Harvard 


ASSOCIATE PROFESSOR OF EXPERIMENTAL PATHOLOGY, 
TEMPLE UNIVERSITY, PHILADELPHIA 


INFLAMMATION is a fundamental process in higher 
animals, which involves lymphatics, blood-vessels, and 
the locally affected tissue, and is initiated by a disturb- 
ance in the fluid exchange. The normal capillary 
filtration. equilibrium is upset, one important change 
being an increase in capillary permeability, which is 
readily demonstrable by the seepage of material intro- 
duced into the circulation. Diazo dyes (such as trypan 
blue), ferric chloride, graphite particles, and bacteria 
will readily concentrate from the circulation into acutely 
inflamed foci (Menkin 1940a). Since this increased 
capillary permeability is an initial stage of inflammation, 
knowledge of its mechanism is essential to the under- 
standing of subsequent developments. 


LEUKOTAXINE 


The early work of Lewis (1927) postulated that the 
increased capillary permeability in inflammation was 
primarily due to the presence in weal fluid of a 
hypothetical H-substance, which was presumed to be 
histamine. I have not been able to confirm this (Menkin 
1936) ; in fact, the following observation suggests the 
liberation into inflammatory exudate of a substance 
which seems to have no direct biological relation to 
histamine (Menkin 1938a). 

If inflammatory exudate is injected into the normal skin 
of a rabbit, and this is immediately followed by the 
intravenous injection of trypan blue, the dye rapidly 
accumulates in the treated area of the skin, indicating 
the probable presence in the exudate of a factor which 
increases permeability. This factor is absent from 
blood-serum, and the reaction is not elicited by physio- 
logical saline. The active substance, ‘‘ leukotaxine,”’ is 
thermostable and diffusible through a ‘ Cellophane’ 
membrane. By treating inflammatory exudate with 
pyridine and then acetone to remove proteins a 
crystalline-like active material can be recovered in 
a butyl alcohol mother liquor. Leukotaxine can also be 
precipitated by treating the exudate with ammonium 
sulphate to half saturation. 
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pharyngiomata, and gliomata (astroblastomata). 
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Various methods. have: been devised to extn this a 
active factor (Menkin 1940a). The present method, some- — 
what modified from the original scheme, is as follows : À 

Exudate 


Pyridine (1l: 1) 
| 

Centrifuge 

Supernatant 


Acetone (1: 1) 


Supernatant 


$ r A s 4 re ~ 
RI eee The aAA NT, 


Dried on steam bath at about 70°C 


| 
Butyl alcohol (0-5: 1 part of acetone supernatant) 


w 


‘ ~~ } 
vA TUEN Wa, ON Soia j 


Stir for 24 hours 

Concentrate to 4/,, vol. on steam bath at about 70°C 
| 

Partially dry by freezing with CO, snow rake 


Crystalline-like material (leukotaxine) 


The active factor, leukotaxine, is biuret-negative but F 
ninhydrin-positive. The Millon test is negative, but the — 
Adamkiewicz colour-reaction for the indole nucleus is 
positive. The xanthoproteic test for the phenyl group is 
Chemically, leukotaxine seems to be 
a relatively simple polypeptide to which there may be 
attached an unidentified prosthetic group, but this - 
has not yet been established. Studies on the enzymatic 
effect of crystalline trypsin on an otherwise inert serum 
albumin or whole serum support the view that the 
biological activity may largely be confined to the 
peptide linkage (Menkin 1938b). Finally, amino-nitrogen 
measurement before and after hydrolysis indicates the © 
possibility that the active principle be a relatively 
simple peptide. 

Leukotaxine not only increases capillary permeability 
but also induces the migration of polymorphs through 
the capillary walls. This chemotactic property can be. 
demonstrated both in vitro and in vivo (Menkin 1940a). 
The liberation of leukotaxine is therefore a reasonable 
explanation of the increased capillary permeability and 
migration of leucocytes in inflammation. The yield of 
leukotaxine from inflammatory exudates is relatively . 
small, but its activity is well marked. Workers in 
England have confirmed the presence of leukotaxine 
in such exudates (Cullumbine and Rydon 1946), using a 
somewhat different technique of extraction. Further, 
these workers have pointed out the abundance of leuko- 
taxine in the succus entericus of the rabbit. In Japan, 
Minami and Inugami (1940) have also found leukotaxine 
in inflammatory exudates. 

Recent studies indicate that leukotaxine or a similar 
substance can sometimes be recovered from various 
other body fluids, such as those in ovarian cysts, cranio- 
It is 
conceivable that the formation of fluid in these 
pathological conditions is partly due to the local 
production of leukotaxine. 

Increased capillary permeability, caused by the libera- 
tion of leukotaxine, allows the free passage of plasma 
proteins from the circulation into the extracapillary 
spaces. Fibrinogen is converted into fibrin, with the 
release of thrombokinase, after injury to cellular 
structures. A network of fibrin is formed in tissue 
distended with cedema, and lymphatic channels become 
plugged with fibrin. This early lymphatic obstruction 
prevents the ready dissemination of material or micro- 
organisms from a focus of acute inflammation. This 
discovery adds to our understanding of the rôle of | 
inflammation in immunity (Menkin 1938c). 
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LEUCOCYTOSIS-PROMOTING FACTOR 


- Leukotaxine is responsible for the local migration or 
diapedesis af leucocytes to the site of injury ; it does 
not affect the number of circulating leucocytes. Yet 
leucocytosis often accompanies inflammation or infection. 
Now, injection of inflammatory exudate from an animal 
or a man with leucocytosis into the blood-stream of an 


- otherwise normal dog or guineapig can cause leucocytosis. 
-It is reasonable to conclude that the inflammatory 


exudate contains a leucocytosis-promoting factor liberated 
by injured cells (Menkin 1940b, Menkin et al. 1946). 
This leucocytosis-promoting factor (L.P.F.) has, indeed, 
been found; it is non-diffusible and thermolabile, and 
resembles a protein. It is obtained from the exudate by 
treating it with ammonium sulphate to half saturation 
after removal of the euglobulin fraction (Menkin 1940c 
1946a, Menkin and Kadish 1943), and seems to be either 
a peeudoglobulin or at least closely associated with that 
fraction of the exudate. Unpublished studies in collabora- 
tion with Gerald Cooper, of Duke University school of 
medicine, using a Tiselius apparatus, indicate that the 
L.P.F. is closely associated with the alpha globulins of 
inflammatory exudates. 


The L.P.F. induces not only a discharge of immature. 


leucocytes from the bone-marrow but also hyperplasia 


. of granulocytes and megacaryocytes in the bone-marrow 


(Menkin 1943a). The presence of the L.P.F. is 
demonstrable only in the serum of an animal with acute 
inflammation, and not in a normal animal’s blood- 
serum. The liberation of the L.P.F. into inflammatory 
exudate and its absorption into the circulation offer 
a reasonable explanation of the leucocytosis associated 
with inflammation. 

‘The apparent and essential non-antigenicity of the 
L.P.F. (Menkin 1944) and its property of stimulating the 
production of leucocytes in the bone-marrow suggest 
definite clinical applications, especially since it is well 
known that the prognosis of numerous infections depends 
largely on the number of circulating leucocytes. Recent 
studies at Duke University have demonstrated that the 
intravenous injection of canine L.P.F. into human beings 
is both innocuous and effective. The doses used ranged 


from 18 to 230 mg. The injection of the material into 


human beings is followed by a discharge of immature 
granulocytes into the circulation (Menkin 1946a). The 
clinical implications of these studies are obvious. Already 
a patient with a persistent leucopenia has responded 
favourably for short periods to the intravenous injections 


of relatively low doses of the L.p.F. Similar studies are 


now in progress. l 
NECROSIN 


- Inflammation is a manifestation of severe cellular 
injury. Neither leukotaxine nor the L.P.F. per se can 
reproduce that injury. The injury seems to be due to the 
liberation of a substance located in or associated with the 
euglobulin fraction of the exudate, particularly when 
the exudate has an acid reaction when withdrawn 
from the site of inflammation. This substance has 
been termed necrosin (Menkin 1943b). 


The injection of necrosin into the skin of a rabbit is 


followed within several minutes by swelling and fusion 
of the collagenous bundles ; this type of response cannot 


be induced by the injection of the euglobulin fraction of’ 


normal blood-serum. After a longer interval inflam- 
mation develops, with intense redness, cedema, and 
superficial necrosis. An abundance of leucecytes may 
be found in such areas. Lymphatics are occluded by 
fibrin, and blood- vessels may be thrombosed. The 
euglobulin fraction of normal ‘blood-serum does not 
induce lymphatic obstruction, wen in turn is evidence 
of severe damage. 

The intravenous injection of necrosin may be followed 


by the formation of fluid in the chest cavities or by 


and proving lethal to mice. 


hemorrhages all along die gastro- -intestinal tract; but 


‘more constantly focal necrosis of the liver. develops. 


Sometimes, after several intravenous injections of 
necrosin, one finds a considerable deposition of fat in 
the liver; at other times the hepatic tissue is strewn 
with large amounts of glycogen. The injection of 
necrosin into the blood-stream is accompanied by a 
relatively small rise in the blood-sugar level (Menkin 
1946b), averaging about 20% after a single injection. 


The kidneys may also show foci of leucocytic infiltration . 


as a result of the introduction of necrosin into the. 
circulating blood. Such infiltrations are found inter- - 
spersed among tubules that show fuzziness of their 
epithelial lining and vacuolation of the cells. The 
glomeruli at times have a curious colloid-like material 
occluding the capsular space of Bowman. 

Necrosin is absent from normal blood, but may be 
present in that of an animal with inflammation (Menkin 
1943b). The fact that necrosin penetrates from an area 
of injury into the blood-stream and then damages essen- 
tial organs may prove of clinical significance in focal 
infections. 

Necrosin is also lethal to mice, in contrast with other 
protein fractions of inflammatory exudate. Finally, 


in colldboration with Frederick Bernheim, ‘of Duke 


University, it has been found that necrosin exerts a 
mild Protec effect. 


PYREXIN 


It was observed that the whole euglobulin fraction of 
inflammatory exudate would not only reproduce the 
cellular injury of inflammation but also, when injected 
intravenously, would lead to fever and leucopenia. 
This whole euglobulin fraction was at first named 
necrosin (Menkin 1943b), and its presence in inflammatory 
exudate was confirmed by Smith and Smith (1945) and 
Tanturi et al. (1945). Subsequently, however, it has 
been found that, whereas necrosin is thermolabile, its 
components that induce fever and leucopenia are 
thermostable. 

It was soon recognised that the euglobulin fraction of 
the exudate had a component insoluble in the presence 
of electrolytes. By differential solubility this component 
was dissociated from a true euglobulin which: in turn 
behaved like necrosin, damaging the skin of rabbits 
After purification necrosin 
was found to be essentially non-pyrogenic. It is true 
that at times it is difficult to obtain clear-cut separation 
between the injury factor (necrosin) and the pyrogenic 
component, which has been termed ‘“‘ pyrexin.” The 
intravenous injection of pyrexin induces fever in the 
rabbit (Menkin 1943c, 1945). It is therefore reasonable 
to suppose that its absorption is the cause of the fever 
that accompanies. inflammation. 

Pyrexin is thermostable. Boiling does not essentially 
alter its activity. It seems to be excreted, at least in 
part, in the urine. Its exact chemical composition is 
unknown. The biuret reaction is positive only in 
minute trace. The xanthoproteic test is positive. The 
ninhydrin test is positive, except when pyrexin is 
recovered from urine. Pyrexin gives a positive Molisch 
test. Observations made in collaboration with Frederick 
Bernheim, indicate that pyrexin may be a rélatively 
simple polypeptide: In view of the constant presence of 
a carbohydrate grouping (as indicated by the positive 
Molisch test), pyrexin may prove to be a ae 


LEUCOPENIC FACTOR 


As mentioned above, the whole euglobulin fraction of 
inflaminatory exudate induces leucopenia. Vomiting, 
diarrhea, and general apathy are also not infrequent. 
Studies have been undertaken to determine, if possible, 
the mechanism of leucopenia, which often accompanies 
inflammation. An inflammatory exudate, particularly 
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if acid on withdrawal, tends to induce a transitory leuco- 
penia when injected in a normal dog. The same result 
is Obtained by injecting the whole euglobulin fraction of 
the exudate. There is evidence that this effect is not 
due to necrosin but to a leucopenic factor closely, but 
apparently not invariably, associated with pyrexin. 


This leucopenic factor seems to be a polypeptide (Menkin 


1946c). The leucopenia appears to be due to a trapping 
of the leucocytes in lungs, liver, and spleen. This 
accumulation of leucocytes may help to explain 
the acute enlargement of the spleen in inflammatory 


conditions (Menkin 1946d). 


COMMENTS 


The leucocytosis-promoting factor, necrosin, pyrexin, 
and the leucopenic factor can be recovered from an 
inflammatory exudate as follows : 


Exudate 


(NH,),SO, to a third saturation 


Precipitate Supernatant fluid 
Distilled water 
ee until free 


(= 


Insoluble So J 
fraction fraction (NH,),SO, to half 
: } - saturation 
Distilled water Dialyse 
| 
Dialyse Insoluble Overnight or longer 
residual on ice 
Residual precipitate | 
material in 
cellophane tube Necrosin (as Siphon off supernatant 
the euglobulin fluid 
Dried by freez- fraction) 
ing (pyrexin) | 
Centrifuge 
Reflux with TA 


0:1 N/10 HCl 


for 10-15 min. Discard pre- Unsettled 


| ee, Dare i part 
’ (as a rule this of precipitate 
Cool fraction ; 
With N NaOH wees 
| Na relatively ialv: i 
adjust to pH 10 little L.P.F. ; Pret dys pe ay 
or 10-3 but it may have y 
Spate of nk 
Concentrate on eucopenic . 
steam bath to factor) pei etn 
1/10 vol. factor S 
Dialyse 
Dried by freez- 
Evaporate ing (kept for a 


residue to dry- week or two 


ness on steam in vacuo 
bath or dry under 
freeze phosphoric 
anhydride) 
Leucopenic 
factor 


These biochemical substances present in inflammatory 
exudate help to explain some of the major sequences in 
the development of inflammation. There are doubtless 
other factors to be discovered. For instance, it has been 
shown that any injured cell is potentially gluconeogenetic, 
a fact which may partly explain why inflammation exerts 
a bad influence on diabetes (Menkin 194la, 1943d). 
It is also conceivable that the end-stage of inflammation 
or repair may depend on the liberation of one or more 
growth-promoting factors at the site of injur y (Menkin 
1941b). 


SUMMARY 


The altered chemistry of injured cells liberates into 
the inflammatory exudate various biochemical substances 
which are responsible for the clinical features of inflam- 
mation. 

Five of such substances are described : leukotaxine, 
a leucocytosis-promoting factor, necrosin, pyrexin, and 
a leucopenie factor. 
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Leukotaxine increases local capillary permeability and é 
diapedesis of leucocytes. sar 
The leucocytosis-promoting factor induces a discharge 
of immature leucocytes from, and hyperplasia of A : 
locytes and megacaryocytes in, bone-marrow. ` 
Necrosin exerts a necrotic effect on local cells and, 
after absorption into the blood-stream, on distant organs. 
Pyrexin induces fever. 
The leucopenic factor induces leucopenia, the leucocytes . 
apparently being trapped in lungs, liver, and spleen, — 
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PHYSICAL BASIS OF CONTINUOUS 
INTRAVENOUS INFUSIONS 


J. N. WALTON 
M.B. Durh. | 
CHILDREN’S DEPARTMENT, ROYAL VICTORIA _ 


t 


HOUSE-PHYSICIAN, 
INFIRMARY, NEWCASTLE-ON-TYNE 


THE administration of intravenous fluid is now a 
common procedure, and on occasions its use is a clinical 
necessity for correcting the dehydration and circulatory 
failure which accompany many diseases of infancy and — 
early childhood. A measure of agreement has been — 
reached on the nature and amount of fluid required in 
different conditions (Coller and Maddock 1935, Arnott and 
Young 1942), but in view of the technical difficulties 
and the hazards of intravenous infusions it is surprising — 
that so little attention has been given to the physical — 
factors that govern and affect them. Those who watch 
over the “ drip” know how capricious its behaviour 
may be, and such apparent caprice may be a serious — 
matter for the infant, who may be “ drowned” by a 
moderate excess of intravenous fluid. Is the behaviour 
of the “drip” due mainly to varying factors in the 
patient, or to the essential nature of the apparatus 
used ? This paper describes laboratory experiments 
designed to furnish an answer to the second question — 
and suggests some of the practical measures which — 
follow. 

The apparatus (fig. 1) used in the experiments consists 
of two reservoirs a and b, a standard interceptor c, two 
adjustable clips d and-e for rubber tubing, a Bateman ~ 
needle f, and a measuring cylinder g. Except for the 
measuring cylinder, which was necessary for these — 
experiments, the apparatus was the standard instru- 
ments used in the children’s department at this hospital. 
The graduated 100 c.cm. cylinder b is a particular feature — 
of this apparatus. It allows accurate measurement of — 
the quantity of fluid administered, and it is also a safety 
device, for, even if the drip ran more quickly than was 
expected, no more than 100 c.cm. of fluid would run 
through the apparatus. e 
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THE EXPERIMENTS 
If the times taken to give a known volume of fluid 


at varying rates are in indirect proportion, it should ` 


be possible to calculate these rates once a single reading 
has been taken. This will only hold good, however, if 
the size of each individual drop remains constant in 
every case. Several factors may affect the size of drop: 
(i) the nozzle diameter of the interceptor, (ii) the 
viscosity and specific gravity of the fluid, (iii) the fluid 
pressure above the nozzle, (iv) the rate of flow, and 
(v) the resistance in the needle and the circulation beyond. 
lf experimentally it is possible to keep any four of these 
factors constant, it should be possible to decide which 
among them affects the size of the individual drop, and 
to determine a series of standard rates of flow for the 
administration of different volumes over different periods 
of time. 

All the following experiments were carried out in the 
same room with the same apparatus, and the length 


50 ccm. Finished 


RATE OF FLOW (OROPS per min.) 


50 cem. finished 


*25 com. finished 


40 50 60 70 80 £90 
MINUTES 
Fig. 2—Decrease in rate of flow. 


10 20 30 


of rubber tubing and the height of the reservoir from the 
floor were kept constant. 


Experiment I 
Exactly 50 c.cm. of fluid (N/5 saline +41% dextrose) 
was poured into a, and b was filled with similar fluid up 
to about 1 in. above the level h. This level h was 
previously fixed at the level of 50 c.cm. of fluid in b. 
While the flow was controlled with tap 
e, the tubing down to f was filled with 
fluid and the rate of flow was adjusted to 
60 drops per min. As soon as the level 
in 6 had reached h, the needle f was trans- 
ferred to another measuring cylinder ; 
the time was noted, and fluid was dropped 
in from a so. as to keep the level in b con- 
stant at h. The fluid was left to flow 
through the apparatus until a was empty, 
- and therefore 50 c.cm. had flowed through 
the apparatus. This was checked by the 
reading in g, which was 50 c.cm. The time 
at which this occurred was noted exactly. 
Throughout the experiment the rate of flow 
was checked every 5 min. by counting the 
number of drops in 60 sec. The experi- 
ment was repeated with different rates of 
flow. 


the drip was initially adjusted for a con- 
stant speed and all the other factors 
remained constant, the rate of flow 
steadily and appreciably diminished. The 


Fig. i—Infusion spparatos: a and b, reservoirs ; c, interceptor ; d and 
@, adjustable clips; f, Bateman needle; g, measuring cylinder ; ; 
h, level of 50 c.cm. of fluid in b. 


The results (fig. 2) suggest that, though . 


apparatus was then carefully overhauled 


130 
120 


SECONDS 
1006 - 
O OOOO 


A 
O O 


2 4 6 8 10 12 14 16 18 
NUMBER OF DROPS 


Fig. 3—Increase in time taken for each drop. 


and the- experiment The results were 


identical. 


repeated. 


Experiment Ia 

The drip was then set flowing as. slowly as possible, 
and the exact length of time required for each drop was 
measured (fig. 3). The time taken for each drop 
gradually increased, and eventually the flow stopped. 
When the apparatus was cleaned and filled with water 
a similar result was obtained. 

It is clear from these’ observations that, with the 
apparatus described and with fixed amounts of water 
or of saline-dextrose, the drip, when adjusted to flow 
at a given speed, slows down and eventually stops. 
The practical corollary is that, if a constant rate of 
flow is to be maintained, frequent supervision and 
readjustment will be necessary. 


Erperiment II 

The initial experiment was repeated, the rate of 
flow being kept constant by frequent adjustment. The 
times taken for a given volume to pass at different rates 
are given in table 1. It appears from this table, which 
shows a steady increase in the number of drops per 
c.cm. and hence a steady decrease in the size of the 
drop as the rates get slower, that the rate of flow affects 
the size of the drop. 

From the results in table 1 obtained by practical 
observations it is possible to calculate the time taken for 
multiples of the amount used (50 c.cm.) to pass through 
the apparatus. Results obtained in this manner are 


shown in table 11 and fig. 4. 
4 


TABLE I-—EFFECT OF CONSTANT RATE OF FLOW ON 
SIZE OF DROPS 


Rate of flow Time aa 


Volume of 
__ finid (drops/min.) (min.) Ting taken | propa Drops/c.cm. 
90 [- mo. 20 
60 | 18 21 
30 O 3R 23 
50 o.com. l5. 78 23 
10 | 120 24 
5 245 25° 
l, 1275 ! 26 


Experiment III 

Besides the variation of the size of drop with the 
rate of flow, it is necessary to determine the relation 
between the size of drop and the diameter of the nozzle 
of the interceptor, using the same saline-dextrose solution 
and the standard volume and speed. 

Experiment I was repeated with (i) interceptor B in 
which the diameter of the nozzle was much smaller than 
the standard A (diameter 2:25 mm.), and (ii). four inter- 
ceptors C, D, E, and F (diameter 2:0-2-25 mm.) regarded 
as identical with A and taken as random samples from 
the hospital store. 

Table 111 shows, as expected, that the volume of the 
drop is affected considerably by variations in the 
diameter of the nozzle of the interceptor. With inter- 


_ ceptor A as the standard, a factor can readily be calculated 
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for each of the others and the times in table 1 modified 
accordingly. This is unnecessary in practice, provided 
the interceptors in all infusion sets have a common 
diameter or at least show no greater variation than 
C to F in the experiment. Accepting this range, table 1 


can be modified as shown in table tv. 


Experiment IV 

The standard experiment’ was now repeated with 
human blood and blood-plasma and gave the following 
results : a. 
Time (min.) taken by 50 c.cm. at— 


Fluid 30 drops per min. 60 drops per min. 
Saline-dextrose .. i .. 38 18 
Blood =. Saha ae -. 50 21 
Plasma .. a s .. 48 20 


Therefore blood takes about 5/4 times, and plasma 6/5 
times, as long as saline-dextrose. - | | 
The character of the fluid clearly affects the size of drop, 
the more viscous fluids, blood and plasma, having smaller 
drops and slowing more quickly than saline-dextrose. 
In fact, if blood was set flowing at 10 drops a minute it 


TABLE Il— APPROXIMATE TIMES TAKEN AT DIFFERENT RATES OF 
FLOW FOR DIFFERENT VOLUMES OF N/5 SALINE + DEXTROSE 
TO PASS THROUGH APPARATUS : 


Vol. of - Rate of flow (drops/min.) 
(e-em) | 90 | 60 | 30 | 15 | 10 5 |a 
50° | 11 min.) 18 min. 40 min.|80min.| 2 hr. | 4 hr. |21*/«hr. 
100 | 22 min.| 35 min.| 80 min.|160min.| 4 br.| 8 hr. | 42 br. 
200 |45 min.| 70 min.|2*/, br.|5"/¢ hr.| 8 br. |16'/4hr.| 85 hr. 
500 |1/4 br./23/, br./6%/¢ br.| 13 hr. | 20 br. | 40 br. | 9 days 


stopped very quickly. To find the times taken at given 
rates for these fluids to pass through the apparatus the 
values given in table Iv should be multiplied by 5/4 
for blood and 6/5 for plasma. These factors will apply 
to all volumes since the physical nature of the fluid 
remains constant. 


Experiment V - 

The standard experiment was finally repeated with 
different heads of fluid in b. The reservoir was filled to 
above the 0 mark in b with saline-dextrose and was set 
going at 60 drops a minute. When the level reached 0, 
the needle f was transferred to a fresh measuring cylinder, 


and the times taken for the first, second, third, and . 


fourth amounts of 20 c.cm. to flow through were noted. 
The rate was constantly adjusted to 60 drops a minute, 
and the fact that 20 c.cm. did flow through while the 
level fell from one calibration mark to another was 
checked by taking readings in the measuring cylinder g. 
Thus the level in b was falling all the time, and so the 
head of pressure above the interceptor was falling too. 


‘The time taken for the four separate volumes was 
identical; hence the head of pressure in b does not 
materially affect the size of the drop. However, the 


"rate of flow needed adjustment more often to 60 drops © 


a minute at the lower levels ; so it seems probable that 
at lower pressures the drip tends to slow more readily. 
It must be remembered, however, that raising or 


` lowering the cylinder b in relation to the Bateman needle 
- makes an appreciable difference to the rate of flow. This 


variable factor can be eliminated by making the length 
of each drip apparatus that of the standard ; and, 1f in 
each case the cylinder is raised to the maximum above 
the needle, the results given in the tables and figures will 
hold good. aa Onn i 

| COMMENT 


It is clear that there is an inherent tendency. in the 


‘infusion system described for the rate of flow to slow 


down. This means in practice that the amount of fluid 
reaching the patient in the prescribed period may be 
far less than the estimated requirement, leading to a 


. TABLE II—EFFECT OF DIAMETER OF NOZZLE OF INTERCEPTOR 


ON VOLUME OF DROP 


Type of interceptor .. oe .|/Al]B/C]DIE F 
Time (min.) for 50 c.cm, to pass at - 
60 drops/min. ii .. | 18 | 25 | 20 | 18 | 20 i 18 


A, standard; B, small diam.; O, D, E, F, considered similar to A. 


continuance of the dehydration or circulatory failure. 
On the other hand, if this difficulty is overcome by the 
use of high rates of flow, excessive water retention with 
dangerous or even fatal results may follow. To avoid 
these difficulties the following suggestions. are made : - 


(1) An adequate number of standard infusion sets identical 
with the one used in these experiments shduld be provided, 
so that the figures given in table rv and fig. 4 can be applied. 


(2) The rate of flow should be frequently adjusted to the 


_ initial figure. 


(3) The amount of fluid given should be accurately recorded, 
special charts for this purpose being provided and kept with 
the case-notes. 


If the nurse is told how often the 100 c.cm. cylinder - 
should be refilled, and with what fluid, and if the rate 
of flow required to give this quantity is noted from 
fig. 4 there should be no danger of inadequate or excessive 
therapy. p g 

Practical experience shows, however, that the problem 
is not confined to the apparatus. Variable factors arising 
in the patient are also operative. This aspect has been 
carefully investigated by Pugsley and Farquharson 


TABLE IV—LIMITS OF VARIATION IN TIMES TAKEN AT DIFFERENT 
” RATES OF FLOW FOR DIFFERENT VOLUMES OF SALINE- 
DEXTROSE SOLUTION TO PASS THROUGH APPARATUS 


Rate of flow (drops/min.) 


(c.cm.) 90 


e P { ; e a 
60 | 30 15 10 | 5 1 


j 


50 |11-12?!/,!' 18-20 | 40-45 | 80-90 | 2-21/4 | 4-41/, | 21-24 ` 

min. | min. min. min. r. Po g 

100 22-25 | 35-40 | 80-90 | 21/.-3 | 4-4!/; 8-9 42—48 
.| min. min. min. br. br. : hr. 

200 45 -50 | 70-80 i2!/,—-23/4) 52/¢-6 8-9: | 16-18 | 85-95 
i min. min. ; hr. br. hr. hr. 

500 13/¢-2 | 23/4-3 : 6!/4-7 | 13-14 | 20-23 | 40-47 9-10 
r. hr. | hr. hr. hr. hr. | days 


(1944), who found that the main human and other factors 
influencing the efficiency of flow were : 
(1) The size of the vein at the site of the infusion. _ 
(2) The nature of the infusion (some fluids, notably serum 
and plasma, produce vasoconstriction). 
(3) The temperature of the fluid as it enters the vein. 
(4) The pressure of fluid. a 


OO EE Fea A 


Se Fee a on Ser woe 


LANCET] DR. 


SMITH: PARALYSIS OF THE INSANE TREATED WITH PENICILLIN 


[May 17, 1947 665 


In infants these and other potential -.resistances are 
often encountered and can be overcome in various ways. 
It is not my purpose to describe the technique of 
venesection in infants, though this has a great bearing 
on the efficiency of the drip ; nor is it to discuss in detail 
the further potential resistances which arise, but the 
following facts may be usefully noted. The internal 
saphenous vein at the ankle has been used routinely as 
first choice. The effective immobilisation of the limb 
has been secured by a simple posterior plaster splint 
made immediately after venesection, and applied with 
the foot in plantar flexion. The upper end of this splint 
should reach well above the popliteal fossa, and tight 
bandaging must be avoided. . The leg is then raised on a 
pillow. Heat from a hot-water bottle round the lower 
part of the tubing is often helpful. Should initial vaso- 
constriction’ be severe it can be overcome by positive 
pressure applied with a syringe and three-way tap set 
introduced between the lower end of the tubing and the 
Bateman cannula. 
SUMMARY 


In the standard infusion system described the rate of 
flow tends to slow down and stop, though no cause for 
this could be found. 

The size of each drop varies with the rate of flow, 
the diameter of the interceptor nozzle, and the viscosity 
of the fluid used. It is not materially affected by the 
head of pressure in the secondary reservoir. 

The practical applications in the ward are briefly 
described. | 

I wish to thank Prof. J. C. Spence for his encouragement, 
Dr. Brenda Morrison for initial suggestions, Dr. Donald 
Court for his advice, and Dr. D. S. Thomson, Dr. J. Oldfield, 
and Mr. J. Andrews for assistance. 
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GENERAL PARALYSIS OF THE INSANE 
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PROMISING results in general paralysis of the insane 
have been described in the United States, following 
intramuscular and intrathecal injections of the sodium 
and calcium salts of penicillin. 

Stokes et al. (1944) suggested that in late syphilis, 
including neuro-syphilis, penicillin produces clinical and 
serological results which are equal, if not superior, to 
those obtained with arsenicals and heavy metals. 
General paralysis and taboparesis responded well to 
intramuscular penicillin. ‘ 


Goldman (1945) reported that of 18 patients with dementia 
paralytica treated with penicillin 16 definitely improved. In 
this series 11 patients were each given a total-of 800,000 units 
of penicillin intramuscularly in doses of 20,000 or 25,000 
units every four hours. At the same time intrathecal injections 
of 10,000 units were given daily for the first two days and 
of 20, 000 units daily for four subsequent days. 
later, intramuscular penicillin alone was given in doses of 
20,000 and 25,000 units every four hours until 1,000,000 units 
had been administered. Of these 11 patients 3 apparently 
recovered, 3 were much improved, 3 improved, and 2 died. 
The remaining 7 patients were treated with about thirty hours’ 
fever, induced by diathermy induction current and an insu- 
lating blanket in sessions of 2!/.-3 hours at 105°F or over, 
three times weekly for four weeks. After the third or fourth 
fever treatment penicillin 20,000 or 25,000 units every four 
hours to a total of 1,000,000 units was given. After a month 


A’ month — 


1,000,000 units was injected in a similar manner without 
further fever treatment. Of these’ 7 patients 2 apparently 
recovered, 3 were much improved, and 2 were improved. 
Gammon et al. (1945) published observations on the blood 
and cerebrospinal fluid in 89 cases of neurosyphilis treated 
with penicillin. The sodium salt in aqueous solution was 
given intramuscularly every three or four hours for eight days 
to a total of 1,200,000 or 2,400,000 units; a few patients 
received 3,000, 000 or 4,000,000 units. A favourable effect 
on the blood and cerebrospinal -fluid reactions was noted with 
this dosage. | 
Neymann et al. (1945) treated with penicillin 5 cases of 
chronic dementia paralytica in which mental symptoms had 
been present for 1-10 years. Eight different modes of treat- 
ment were used: intramuscular, intravenous, intravenous 
with sodium dehydrocholate, intravenous with fever, intra- 
cisternal plus intravenous plus fever, intracisternal plus 
intramuscular plus phenarsone sulphoxylate, intracisternal, 
and intracisternal plus intramuscular. Only 1 patient 
improved after having intracisternal penicillin in three doses 
of 20,000 units and fifteen doses of 30,000 units over a period 
of more than three weeks: The last ten injections of 30,000 
units were given daily. Of the other patients 2 died in coma 


from penicillin encephalopathy, 1 died as a result of exhaustion: 


two weeks after the end of treatment, and 1 showed no 
improvement. Since the patients showed -no improvement 
with intramuscular and intravenous penicillin, and the 
substance was not found in the cerebrospinal fluid, they 
conclude that ‘‘ the intravenous and intramuscular injection 
of penicillin is ineffective because the hematoencephalic barrier 
cannot be breached.”’ 


ADMINISTRATION OF PENICILLIN. 


Dosage.—Stokes et al. (1944) treated neurosyphilis 
with intramuscular penicillin, using two grades of dosage : 
(1) 1,200,000 units or less, usually given as 26,000 units 
every three or four hours, day and night; and (2) 
2,400,000—4,000,000 units or more, usually given as 
25,000-50,000 units every two to four hours, day and 
night. They state that “ off hand there was no striking 
difference recognisable between the effect of shorter 
time intervals or larger doses except the induction of 
Herxheimer reactions, which could be avoided by 
reduction in the dosage.” 

It was decided to treat the cases in. my series with a 
total dose of 1,280,000 units of penicillin intramuscularly 
in doses of 20,000 units every three hours day and night, 
and to repeat this course at the end of a month. . The first 
4 patients had been given their initial course of penicillin, 
when a report published by Gammon et al. (1945) came 
to hand in which they concluded, from observations on 
the blood and cerebrospinal fluids of patients with neuro- 
syphilis treated with penicillin, that ‘‘ when a comparison 
of the results of treatment was made in two groups of 
patients, one receiving a low dose of 1-2 million units and 
the other receiving a-high dose of 2:4 million units no 
difference was shown between them, but when the time 
element was taken into account—that is, when the cases 
were followed long enough to obtain the maximum effect 
—there appeared to be a slightly better response in the 
higher dosagé group.” ` It was decided, therefore, to 
increase the dose of penicillin to 50,000 units intra- 
muscularly every four hours day and night until a total 
of 2,400,000 units had been given in the fresh cases and 
to repeat this course after a month. It was also decided 
to give the first 4 patients this increased dosage for their 
second course of. treatment. 


Route.—Intermittent cnteaniussdlag administration was 
chosen in all the cases. Only one of the patients refused. 
to have the night injections towards the end of the second 
course of treatment ; these were stopped, but the total 
amount of penicillin was given by continuing the treat- 
ment for a few days longer. None of the patients 
complained of any pain or irntation at the sites of 
injection. 


Concentration in Blood and Cerebrospinal Fluid.— 
Studies of the penicillin content of the blood-serum after 
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intramuscular injection were in general agreement with 
those reported by Fleming et al. (1944) and others. -The 
agar-plate method of biological assay, with Staph. aureus 
as the test organism, was used. With doses of 20,000 
units traces of penicillin were found in the blood at the 
end of three hours, and with doses of 50,000 units at 
the end of four hours. 

No penicillin was found in the cerebrospinal fluid in 
my cases after 20,000 units or 50,000 units. 


TOXIC EFFECTS 


In this series the following ‘toxic reactions to epemioulin 
have been observed : 


. Febrile Reactions 

All the patients during treatment had their tem- 
peratures recorded every four hours. In case 1 on the 
first day of treatment the temperature, which was 
normal to begin with, rose to 101°F at 2 p.m., fell to 
99-5°F by 6 P.M., and became normal at night. Next 
day the temperature rose from normal in the morning 
to 99°F at 2 P.mM., but at 10 p.m. returned to normal and 


remained so for the remainder of the treatment. .In- 


case 3 the temperature during the first day of treatment 
was normal, but rose to 100°F at 2 p.m. on the second 
day, became normal in the evening, and stayed normal 
for the remainder of the course. During the second 
course, temperatures of :100°F at 10 P.M., 102°F at 
2 P.M., and 99-8°F at 6 P.M. were recorded on the 4th, 
5th, and 6th days respectively, but returned to normal 
next day and stayed normal until treatment was com- 
pleted. In cases 2, 4, 5,6, and 7 no abnormal tempera- 
tures were noted. Cases l and 2 were treated at the same 
time, each received the same preparation and dosage of 
penicillin, yet one became febrile while the other remained 
non-febrile. - 


Skin Reactions : 

Only one patient exhibited a skin reaction. On thé 

eighth day of treatment case 2 developed an urticarial 
= rash on the face, {ieck, chest, and back. The rash on the 
face was red and blotchy, but on the neck, chest, and back 
it consisted of pale pink patches 2-3 in. in diameter, with 
the central part of the patches raised in weals and- dead 
white. Fresh crops appéared at intervals during the 
next twenty-four hours, while the older patches slowly 


faded. This rash gradually gisappeared when treatment 
ceased. 


Jarisch-Herxhevmer Reactions l l 
At 12.30 a.M..on the eighth day. of icoatinent case 2 
became mentally disturbed. Previously he had been 
well behaved and cooperated with the staff in his 
treatment. He became noisy. and restless and said that 
persons in the roof were calling him vile names and spray- 
ing poisonous: gases on him. Next day he was still 
acutely disturbed and complained bitterly about his 


described above. Next morning he was given the last 
injection of penicillin at 9 o’clock ; by the afternoon the 
hallucinations of smell had cleared, and by the following 
day thé hallucinations of hearing had disappeared. No 
reactions developed during the second course of treatment. 

Case 6 became mentally disturbed on the seventh day — 
of treatment. Before and during the early part of his 
treatment'he was quiet, but later he became abusive to 
the staff, accusing them of all forms of criminal intent. 
He paced the ward glancing furtively round and at night 
became noisy. Next day he was talkative and at night 
was so noisy that the night injections were withheld. As 
he was more settled the following morning, treatment 
was resumed, and he completed the treatment without 
further reaction. 


BLOOD AND CEREBROSPINAL FLUID AFTER TREATMENT 


Table 1 summarises the findings in the blood and 
cerebrospinal fluid before and 2-18 weeks after treatment. 
The findings in the 6 surviving patients 9-13 months 
after treatment are set out in table 11; none of these 
has required re-treatment. | 

Cerebrospinal Fluid.—A decrease in cells was an early 
feature noted in all the cases. The cells became normal 
in 5 cases. A lowered protein content was also an early 
change observed in all the cases. This change took place 
simultaneously with the decrease in cellular. content. 


-The colloidal-gold reaction appears to’ be somewhat 
resistant to the treatment. given. 


The Wassermann 
reaction in 5 cases remained unchanged within the 
observation period. 


- Blood.—In 5 cases the Wassermann reaction of the 
sera remained unchanged after two courses of treatment. 


. CLINICAL NOTES ng 
Some improvement has been observed in every case. 


Case 1.—A man, aged 49, with six weeks’ history, was 
admitted on June 7, 1945, being restless, confused, auditorily 
hallucinated, ataxic, with tremulous limbs and spastic dys- 
arthria, and doubly incontinent. He remained in this state 
until the sixth day of penicillin treatment, when his confusion 
and restlessness began to clear, and he regained control of 
the bladder and bowel. No further change was noted after 
the second course of treatment. A year after treatment he 
is demented and auditorily hallucinated, but his gait and 
articulation are normal. He is in hospital but does. work 
under supervision. 


Case 2.—A man, aged 44, with six months’ history, was 
admitted on J une 8, 1945, being elated, euphoric, deluded, 
and disoriented in time and ‘space, with tremulous lips and 
tongue, slurring articulation, tremulous limbs, ataxic gait, 
and illegible and tremulous handwriting. On the eighth day 
of treatment he became mentally disturbed, and a rash 
appeared on his face, neck, chest, and back. After penicillin 
treatment ended, his mental condition improved and the rash 
cleared. Two weeks later the tremulousness of the lips, 
tongue, and limbs disappeared. He became oriented in time 
and space and was employed in occupational therapy rug- 


TABLE I—EFFECT OF CALCIUM PENICILLIN ON THE BLOOD AND THE PARETIC. FORMULA 


persecutors. He was then found to have the rash 
| or | Before treatment 
Case l Cerebrospinal fluid A 
no, 
eae W.R ee Lange Cells 
° 100 c.cm.) reaction (per c.mm.) $ 
1 +1lin8 | +++ 140 5555555421 8 | 
2 +1 in 8 +++ 120 . 5555554210 66 
3 +1lin6 + 120 5555544210 blood 
4 +1in2 +++ 90 5555431000 blood 
5 +1 in 8 +++ 100 5555544100 42 
6 +lin8 +++ 100 5554433100 84 
7 +1in 8 +++ 140 5555554210 83 


After treatment 


Interval Cerebrospinal fluid 


(days) Blood Protein l | Cells 
WE | WOR, | gag perj resotton | (DCF 
129 | +1in8 | +++ 30 "3544100000 2 
129 | +1in8 | +44, / 60 5554331100 3 
92 +1in8 | ++! 50 4443221100 | blood 
59 | +lind | ++- 60 4443220000 | 16 
56° | +1in8 | +++ | 60 5555442000 3 
15 | +lin8 | +++) 50 4553320000 |- 37 
58 +++) 90 | 5585584110 | 8 


+1in 8 


~ 


t 
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TABLE II—FINDINGS IN BLOOD AND CEREBROSPINAL FLUID 
IN THE 6 SURVIVING PATIENTS AFTER 9-13 MONTHS’ 
INTERVAL. 


: $ | Cerebrospinal fluid 

Case | Interval Blood | 

no. (months)! WR. | o Protein | Lange | Cells 
o | "1100 c.cin.)! reaction Ie mm.) 

1 | 22 +1im8|+++| 55 [5554410000 | | 3 

2; Wy +1in8,. + 35 | 544322000| 2 

3 | 12 - |- E 50 13444100000! 5 

4i g +1in2 | + | 130 aii 10 

5 | 10 +1in6 | + | 60 555 54331000 4 

7 | 13 | Not done | +++) 50 |55 554331000; 2 
making. The second course of penicillin was given without 


the appearance of any toxic reaction. He was granted parole 
on Oct. 31, was discharged from the hospital, fit and well, on 
Dec. 1, and has remained well. Eleven months after treatment 
he is at work. 


Case 3.—A man, aged 48, with six months’ history, was 
admitted on June 1, 1945, being slovenly, untidy, elated, and 
fatuous. His gait was unsteady, handwriting tremulous, and 


articulation slurring. After the second course of treatment he | 


became neat and tidy, and his gait and handwriting became 
normal. His elation disappeared, and his articulation 
improved. He left the hospital fit and well on Sept. 29, and 
has remained so ever since. A year after treatment he is at 
work.. 


Case 4.—A man, aged 51, with four weeks’ history, was 
admitted on July 27, 1945, being dull, apathetic, and demented, 
with poor memory and retardation of thought. His gait was 
ataxic and his articulation slurring. After two courses of 
penicillin his gait improved, but his mental condition has 
- remained unchanged. He left the hospital on Nov. 24. Nine 
months after treatment he is still demented and unable to 
work. 

Case 5.—A man, aged 46, with twelve months’ history. 
On admission on Sept. 8, 1945, he was elated, euphoric, and 
hypomanic, with spastic dysarthria, unstable emotions, and 
impaired memory. After treatment his mood became normal 
and his articulation improved, but his memory is slightly 
impaired. He was discharged from hospital on Feb. 2, 1946, and 
ten months after treatment is at work. 


Case 6.—A man, aged 56, with three weeks’ history, was 
admitted on Sept. 14, 1945, being elated, euphoric, and full of 
grandiose ideas about solving the housing problem. On the 
seventh day of treatment he became mentally disturbed, but 
when the course ended he became more composed. His 
elation and euphoria disappeared, but the grandiose delusions 
persisted. Three weeks later he developed lobar pneumonia, 
from which he died. Necropsy showed thickened meninges 
and ependymitis in the fourth and lateral ventricles. The 
brain has been prepared for histopathological study. 

Case 7.—A man, aged 56, with six weeks’ history, was 
admitted on Oct. 23, 1945, being garrulous, elated, and 
grandiose, with delusions of great wealth. After penicillin 
_ therapy he _became less talkative, and the euphoria 
disappeared. His handwriting, which was tremulous before 
treatment, has improved, and the delusions have disappeared. 
He was discharged on March 30, 1946, and thirteen months 
after treatment he is at work. 


f COMMENT 


It might be argued that failure to detect penicillin in 
the cerebrospinal fluid after moderate doses should be 
regarded as a contra-indication to its use in general 
paralysis of the insane. However, Lourie (1943) says: 
“ While it remains true that a compound found in the 
cerebrospinal fluid has not necessarily traversed the 
tissue spaces of the brain, yet it may to some slight 
extent have done so. There can likewise be no 
unequivocal interpretation of a failure to detect the 
compound in the cerebrospinal fluid. While this might 
well mean that it had not passed the blood-brain barrier, 
there does remain the possibility that it may in fact have 
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been in effective concentration in the minute perivascular 
spaces of the brain, but on reaching the subarachnoid 
space it may have become so diluted in the bulk of 
fluid formed at the choroid plexuses as to be no longer 
detectable.” | 

The clinical and serological results in this series 
suggest that penicillin may have penetrated into the 
brain in this way. 
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SUMMARY 


Seven patients with general paralysis of the insane 
have been treated with calcium penicillin intramus- 


_cularly.* Cases 1, 2, 3, and 4 had a first course of 20,000 


units three-hourly day and night for a total of 1,280,000 
units, followed at an interval of a month or longer by a 
second course of 50,000 units four-hourly day and night 
for a total of 2,400,000 units. Cases 5 and 7 were given 
two courses of 50,000 units four-hourly day and night 
until a total of 2,400,000 units had been given. The 
second course was given a month after the end of the 
first. Case 6 had one course of treatment of 2,400,000 
units. 

No penicillin was found in the spinal fluid with such 
dosage. 

A skin reaction developed in case 2, febrile reactions 
in cases 1 and 3, and Jarisch-Herxheimer reactions in 
cases 2 and 6. 

Serological results in the spinal fluid were improved 
with regard to cells and protein, but the colloidal-gojd 


and Wassermann reactions were more resistant. The 
blood Wassermann reactions were unchanged. 
Clinical results have been encouraging: 4 patients 


have made a social recovery, 1 has greatly improved, 
ł is not improved, and 1 died. 


My thanks are due to Dr. J. D. Silverston, medical superin- 
tendent af the hospital, for permission to publish this paper ; 
Mr. A. T. Rennie, laboratory technician at the hospital, for his 
kind assistance ; and Mr. H. Lewty, pharmacist at the hospital, 
and his assistants for the preparation of the aqueous penicillin 
solutions for injection. The Wassermann reactions of the 
blood and cerebrospinal fluid were kindly carried out at the 
Public Health Laboratory, Manchester, under the direction 
of Prof. H. B. Maitland, to whom my thanks are also due. 
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. may fail to adapt successfully to the problem of 
advancing age. ... The patient alternates between hope and 
despair, or becomes peevish and irritable, and begins to lose 
affection even for his sons and daughters. Shutting himself 

up in his own room, he begins to lead a solitary, introspective, 
selfish life. ‘The hobbies and occupations which had interested 
him once cease to give satisfaction. He loses interest in external 
affairs, does not look at the papers, stops reading books. 
His life has been a failure and a waste of time. Death is 
approaching, and he is afraid of death, miserable, making his 
family miserable as well. Then the ‘intellect may start to 
fail. He begins to have hallucinations and delusions, imagin- 
ing mistakes and failures in his past. Thus the mind may 
give way before the body starts to decline, in the same way 
that the schizophrenic fails on the threshold of adult life. 

“ Most grow old with better grace... . Reacting intellectually 
rather than emotionally to the experience of growing old, 
they realise that it is better to be interested in all the seasons 
than to remain in perpetual love with ‘the spring.” — 
Dr. A. E. CLrark-KENNEDY in Medicine. (Edinburgh: E.&8. 
Livingstone, 1947, vol. i, p. 320.) 
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DIPHTHERIA AND STREPTOCOCCAL 
CARRIERS IN LONDON SCHOOL-CHILDREN 


MEMBERS OF THE STAFF OF THE PUBLIC- HEALTH 
DEPARTMENT, LONDON COUNTY COUNCIL 


THE data here presented are the results of surveys 
carried out in September, 1942, and February and 
March, 1943, to estimate the diphtheria and streptococcal 
carrier-rate in London school-children. 


TABLE I—NUMBER OF CHILDREN EXAMINED | 


Total 


a Male (yr.) ‘Female (yr.) 
Schoey meal a a = Total 
Under 10j10 and over|Under 10! 10 and over 

Se cpeembers 1? E eo l 
117 ` 74 108 101 400 
North-west . 105- 132 9 61 392 
North-east . 85 00 91 125 401 
South-east .. i 73 112 74 136 395 
Total... 380 418 367 423 1588 

sie Piscil 4 and. 

March, 19438 
North-west.. 135 105 123 69 i 432 
- North «. | 132- 124 116 , 108 480 
North-east .. . 37 101 37 144 319 
South-east :. BT 108 93 122 410 
_ South-west.. 99 133 83 92 407 
571 452 | 585 2048 


The full significance of the findings can he measured 
-only in the light of further surveys associated with the 
epidemic trends of diphtheria and streptococcal infections 
during the periods of observation. The findings in these 
surveys are, however, of sufficient mpporvence to > JUSH 
publication, in, their present form. 


Method 

An attempt ` was made to examine 1500-2000 school- 
children in each survey. -Since additional staff was not 
available, the work was divided between several doctors, 
:and this enabled the surveys to. cover all parts of London 
within a relatively short time, though it introduced the 
possibility of variation in the technique of swabbing. 
London is divided into five administrative divisions for 
-school medical work, and wherever possible only one 
school doctor took swabs in each division. From: a 
given date these doctors took swabs from all children 
seen by them in the mornings at routine medical inspec- 
tion in elementary schools until the required number of 


TABLE Il—NUMBER OF CHILDREN FOUND TO BE IMMUNISED 
AGAINST DIPHTHERIA 


Aze rand | no Scones 
ge (yr.) an O. eviation 
sex examined Immunised of per- 
centage 
September, 1942 $ 
Under lv; - 7. l 
ales .. š .. 880 210 55:8 %) 2-6 
Females ~ 367 204 (55 6% 2:6 
Total 7 TAT 414 (55 44) 1-8 
10 and over EE EE en . ; 
ales . . 418 219 (52. TA 2-4 
Females 423 ` 220 (52-00% 2-4 
Total 841. 439 (52. 2%) 1-7 
Grand total .. 1588 853 (53-7%) 1:3 
February and ; 
March, 1943 , 
Under 10: 
Males . 490 311 (63-5%) 2-2 
Females “452° 267 (59-11%) 2-3 ° 
Total 942 578 (61-44%) 1-6 
10 and over = 
Males -571 391 tea 1-9 
Females . - 535. 341 (637%) 2-1 
Total 1106 l 732 (66-2%) . 1-4 
Grand total ‘ ` 2048 - 1310 (64-0 %) 141 
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' For the second survey a “ 


_ the whole of the county area. 
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swabs was obtained. The time required was usually four 


or five weeks. Swabs taken in the morning were delivered 
at the laboratory at the end of the morning session. 

` For convenience of working, the bacteriological 
examinations were carried out in five laboratories. 
Swabs were plated on a tellurite-blood or serum-agar 
medium and on plain blood-agar. Gravis and inter- 
mediate strains of C. diphtheria were accepted as 
toxigenic, Mitis strains were tested for virulence. 

In the first survey the doctors were asked to note the 
clinical condition of the nose and throat. This did not 
produce results that could be analysed statistically. 
yes ” or “no” was obtained ` 
concerning the following three conditions : 

(1) Enlarged or unhealthy tonsils; history of sore throat. - 

(2) Adenoids or nasal catarrh. x 

(3) History of tonsillectomy. 


This. questionnaire gave results of some value, but 
the accurate assessment of abnormalities of the nose 
and throat is extremely difficult. and depends to a great 
extent on personal opinions. 

Results 

- The results are summarised in tables 1-v. : 

It was impossible to include the south-western division 
in the first survey. The 1943 survey, however, renee 


TABLE IlI— STREPTOCOCCAL CARRIERS 


Hemolytic streptococcus found 


ree = 
Nose and i 
September, 
1942 `. i 
Under 10: Ir ; i 
Males .. %)| 27.. (98%) T (25%)| 41 (14-92% 
Females %)| 27 (99%) T (26%) (16-89 
Total. %o)| 54 (9-9%)|14 (2:6 %)| 84 (15-3 % 
10 ana over l 
ales -1%)| 36 (12. 2-6 % g.(3-1%) 54 (18-9 % 
Females -8%)| 43 (11-9 3 (0-8%)| 56 ae A 
. Total.. -9%)| 79- 12.2% 12- (1-9 %)| 110: (17-0 % 
Grand total | 1196 |35 (2-9%)|133 (11-1%)|26 (2 2%) 194 ae 2%) 
‘February and . 
March, 1943 
‘Under 10: ats ; 
Males . 490 |11 (2:2%)| 60 (12: syi 11, (2:2%)| 82 16-7 %) 
Females 452110 (22%) 45 (10-:0%)| 6 ¢ 3%) B1 (13-5%) 
Total.. | 942 [21 (2-2%)105 (11-1%)|17 (1-8%)|143 (15-2%) 
10 and over 
ales .. | 571 | 9 (1:6%)| 30 (8:8%) 3 (0-5%)| 62 (10-9 %) 
Females 535 | 6 (1-1%) 59 (11-0%)| 3 0-6 %) ye 7% 
Total.. | 1106 |15 (1-4%)|109 (9-9%) 6 (0-5 %)|130 11:7 %) 
Grand total | 2048 |36 (1-8%)|214 (10-4%)|23 (1-1%)/273 (13-3 %) 


It is seen that the method 
used for selection of children achieved a fair distribution 
between the sexes and age-groups. | 

During the period in which the surveys were “made 
an immunisation drive was taking place in the schools, | 
and the improved figures in 1943 show the progress of the 
campaign. Evidence from other sources suggests that 
the percentages in table 11 were representative of the state 
of immunisation of London school-children at the times 
of the surveys. This table demonstrates the value of the 
small-scale sample survey as a means of providing a 
close estimate of such measurable characteristics in the 
population. 

The swabs examined for- diphtheria gave the following 


-results : - 


September, 1942: 


No. of children examined 1588 i 
Positive, virulent .. 6 (0-38%) 
Positive, non-virulent 8 (0°-50%) 

’ Total positive .. 14. (0:88%) 


(Of the 14 positives, 7 had been immunised and 7 had not:) 
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February and March, 1943 : 


No. of children examined 2048 
Positive, virulent 4 (90-19%) 
Positive, non-virulent 2 (0-10%) 

Total positive .. , 6 (0-29% 


(Of the 6 positives, 5 had been immunised and 1l had not.) 


The diphtheria carrier-rates were unexpectedly low and 
certainly much lower than estimates made at various 
times in pre-war years. Some past estimates have been 


> TABLE IV—GROUPS OF HZ, MOLYTIC STREPTOCOCCI FOUND 


— 


Lancefield group 1942 | 1943 

S ae 3 156 (78-0 %) 214 (77-8%) 
C X + 25 (12:5%) 25 (9-1%) 
G a ia 1 (0:53) 1 (0-4%) 
Not grouped .. 18 (9: ae.) 35 (127%) 


based on the results of swabbing selected groups of 
children (including diphtheria contacts) and for this 
reason were too high. Forbes,' referring to the 
systematic swabbing of children in affected class-rooms 
on the chance of finding the elusive carrier, states: 
“ Since 1903 records of such investigations deal with over 
74,000 more or less selected children, among whom the 
carrier-rates in the following 25 years have shown 
considerable variation, the highest being 19-3% in 1916 
and the lowest 3-3% in 1910, with averages for various 
periods of 6-3% from 1903 to 1909, 12-2% from 1910 to 
1919, and subsequently 6-7%. The proportion of 
carriers to the total popilation in England has been 
estimated ? at 4:.6%.”’ Tellurite media will give a higher 
incidence than Loeffler. Moreover, for various reasons, 
the incidence of diphtheria in London was considerably 
lower during the war years than in pre-war years. 

It is interesting to view the carrier-rate figures in the 
light of the immunisation campaign. The danger that 
immunisation will lead to an increase in the carrier- 
rate may not be so great as was thought. It can be 
stated as a result of these surveys that immunisation 
of two-thirds of the child population between five and 
fourteen years of age is compatible with a diphtheria 
carrier-rate of considerably less than 1%. 

Table 11 shows that not all the children in the first 
survey were examined for hemolytic streptococci. 


TABLE V—PRESENCE OF HEMOLYTIC STREPTOCOCCI (H.S.) AND 
ABNORMALITIES OF NOSE AND THROAT 


| Hemolytic streptococcus 


O e] eee ee eee 


H.S. % 
a | Nos not | Total | with 
' Nose |Throat ‘ ana. Total (found H.5. 


Adenoids or nasal 
catarrh .. ies 


No abnormality .. | 17 | 131 | 13 | 161 | 931 | 1092 | 147 


| 
| 7 25 5 37 | 261 208 | 12-4 
History of sore | : 
throat or enlarged 
unheal i 
tones ges i | 7 46 3 56 , 257 313 | 17-9 
History of tonsil- | 
lectomy | & | 12 2 19 | 326 345 | 66 
| 


: The peak of an epidemic of scarlet fever came between 
the times of the two surveys, and the relation between 
the attack-rate of scarlet fever and the streptococcal 
carrier-rate may be expressed as follows : 


Children aged 5-14 yr. Incidence of 
Attack-rate of scarlet haemolytic 
Daring 1942 survey .. 0-22 16-2 
During 1943 survey .. ` 0:26 183:3 


1 Forbes, J. G. Diphtheria, Past and Present, London, 1932, p. 421. 
- League of Nations Epidemiological Report, R.E. 127, 1929, p. 199. 
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Table rv shows the results of grouping the strepto- 
cocci found. The highest incidence of hemolytic 
streptococci (table v) was found in the children with 
unhealthy tonsils, but the figures for these children 
are not greatly in excess of those in the children with no 
clinical abnormality of the nose and throat. The 
incidence of hæmolytic streptococci in children with a 
history of tonsillectomy was, however, significantly 
lower than in all other groups. 

The results shown are based on swabs taken on only one 
occasion from each child. There is nothing to show which 
of the positives were persistent carriers, and which were 
purely temporary carriers. The results therefore shed 
no light on the relation between unhealthy conditions 
of the nose and throat.and the persistent carrier state. ` 

The investigation was planned and supervised by Dr. Ian 
Taylor. The swabbing and examination of children was 
undertaken by medical officers of the school medical service, 
and the bacteriological examinations by the staff of the 
group laboratories. The statistical work was performed by 
Mr. B. Benjamin. The surveys were carried out with the 
permission and encouragement of Sir Allen Daley. 


TREATMENT OF THYROTOXICOSIS WITH 
PROPYL THIOURACIL 


ANDREW WILSON JOHN GoopWIN 
M.D., Ph.D. Glasg. M.D. Lond., M.R.C.P. 
LECTURER IN PHARMACOLOGY RESEARCH FELLOW AND TUTOR 
AND THERAPEUTICS, IN THERAPEUTICS IN THE 
UNIVERSITY OF SHEFFIELD UNIVERSITY 


Tuat thyrotoxicosis can be effectively controlled with 
thiouracil or methyl thiouracil has been established by 
the many reports from Europe and the U.S.A. In a 
quest for more potent and less toxic compounds Astwood — 
et al. (1945) tested some 300 substances for anti-thyroid 
activity and showed that in the rat propyl thiouracil 
exacts a longer effect and is ten times. more potent 
than thiouracil. This has been confirmed for the rat by 
Bavin and Goodchild (1946) and for the chick by 
Vanderlaan (1945). In a clinical trial thyrotoxicosis 
was rapidly controlled with propyl thiouracil without 
any untoward reactions (Astwood and Vanderlaan 1945). 
Further, some. patients who had previously reacted. 
adversely to other anti-thyroid substances did not do 
so to propyl thiouracil. 

We summarise here our experience with propyl 
thiouracil in treating 16 patients with thyrotoxicosis. 
All of them presented the typical signs and symptoms 
of hyperthyroidism, which had lasted from two months 
to nine years. In no instance had iodine been given for 
at least four months before treatment with propyl 
thiouracil. The therapeutic value of the drug was assessed. 
by the criteria already described (Wilson 1946). 


TREATMENT | | 
From the results of the animal experiments already 
cited it was estimated that the initial dose of propyl 
thiouracil necessary for control of thyrotoxicosis would 
be about 80 mg. daily. Preliminary observations on 
two patients given 75 mg. daily indicated that full 
response was not effected for at least three weeks. It 
was therefore decided to use a daily dose of 150 mg. 
given as two 25-mg. tablets three times daily till full 
control of signs and symptoms was evident. Thereafter . 
the dose was reduced to 75 mg. daily and later to 50 mg. 
or 25 mg. daily. White-cell counts were done on an 
average three. times a week till the maintenance dose 
was reached. The patients were then discharged to the 
outpatient department for observation at enters of 
three or four weeks. : th 
RESULTS 
The order of the disappearance of signs and symptoms. 
after the beginning of treatment is indicated in table 1. 
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‘TABLE I—RELIEF OF SIGNS AND SYMPTOMS IN DAYS AFTER 
i START OF TREATMENT 
Methyl 


Thiouracil Propyl 


Signs and symptoms 1000-1800 thiouracil thiouracil 
2% mg. daily | 600 mg. daily | 150 mg. daily 
Subjective improve- 4-8 3-5 3-9 
ment; restlessness 
relieved 
Sweating and skin 6-14 4—7 4-13 
final ce controlled 
Tremor diminished .. 10-20 5-12 5-18 
Gain in body-weight 10-25 7-15 ! 6-18 
Tachycardia controlled 15-30 9-17 4-30 
Serum-cholesterol 0-20 6-12 10-20 


increased, or basal 
metabolic rate 


reduced 


The results obtained with propyl thiouracil are compared 
with the observations previously made on patients 


treated with thiouracil and with methyl thiouracil. The. . 


control of thyrotoxicosis is more rapid with propyl 
thiouracil than with thiouracil. Apart from the smaller 
dose: of propyl thiouracil, the lag between the beginning 
of treatment and response is not less than was observed 
in patients treated with methyl thiouracil. Thus, though 
propyl thiouracil is about four times as potent as methyl 
thiouracil, it does not control thyrotoxicosis more 
rapidly. 


Primary and Secondary Goitre 

It is often said that patients with primary thyro- 
toxicosis respond to treatment with the: anti-thyroid 
substances more effectively than do patients with 
secondary goitre. This has not been our experience in a 
large series of patients treated with thiouracil or with 
methyl thiouracil. Particular attention was paid to this 
aspect during the trial with propyl thiouracil, and the 
observations made on 5 cases of primary and 6 cases of 
secondary thyrotoxicosis are set out in table 11. The 
results indicate that the response to treatment is more 
rapid in patients with secondary goitre. This may partly 
be explained by the fact, that the precipitating factor 
of anxiety is initially more difficult to control and the 
restoration of the normal pulse- rate is usually more 
delayed. ' 


Toxie Effects i 

Though there were periodic fluctuations in the white- 
cell counts, particularly during the first two weeks’ 
treatment, in no instance did the total white-cell count 
fall to less than 4500 per ¢.mm. Granulopenia was not 
observed. ‘ 

One patient developed an irritating rash on the hands, 
thighs, and buttocks seven weeks after beginning treatment. 
She did not report to hospital at once but continued taking 
her tablets for three weeks. 

On examination there was a papular lichenoid eruption on 
the thighs, and an acute cheiropompholyx on the hands, which 
bore the signs of an acute toxie dermatitis. There was no 
splenomegaly, icterus, or lymphadenopathy. No fetor; no 
sore throat. White cells 8800 per c.mm. (polymorphs 51%, 
eosinophils 6°,). Previotis eosinophil counts had never been 
more than 1%. The thyrotoxicosis was still well controlled, 
and there was no‘enlargement of the adenoma. 

When the rash developed she was taking 50 mg. daily and 
had had a total dosage of 3-8 g. 

“On her readmission to hospital propyl thiouracil was with- 
drawn, and after local treatment with diatomite lotion the 
skin lesion gradually disappeared without further incident. 


DISCUSSION 


There is no doubt that propyl thiouracil is effective 
in controlling thyrotoxicosis. The potency of propyl 
thiouracil is about four times that of methyl thiouracil, 
and, on the whole, the lag between the beginning of 
treatment and response is about the same with both drugs. 
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Astwood and Vanderlaan (1945), who used smaller doses, 

concluded that on a weight basis propyl thiouracil was 
about five times as potent as thiouracil. — l 

_ The therapeutic efficacy of propyl thiouracil is further 
reflected in its ability to restore to normal sinus rhythm 
4 of 6 patients with auricular fibrillation. These results 
are comparable with the effects already described for 
thiouracil (Wilson 1946). Evidence is increasing that 
the anti-thyroid substances offer a reasonable chance of 
restoring normal rhythm in such patients; and, in view 
of the relatively poor results with digitalis in cases 
unsuitable for operation, the thiouracil derivatives, merit. 
further trial. 

_ In the present trial, which included 2 vations with 
retrosternal goitre, no thyroid hyperplasia has been seen 
as a result of treatment. Due appreciation of the 
mechanism of thyroid hyperplasia should be reflected 
in the avoidance of overdosage with the thiouracil 
derivatives. 

The range of maintenance dosage so far used is 
25-75 mg. daily. It is possible that continuous treatment 
for a longer period than has been used in these patients 
will lead to the use of a smaller daily dose. At present 
this range is about the same as that found to be effective 
by Astwood and Vanderlaan (1945). 

Toxic effects have been observed in one patient 
treated with propyl thiouracil, but the number of cases 
is smaller and has been observed for a shorter period 
than those treated with methyl thiouracil. There is thus 
no outstanding point of difference between these two 


 anti-thyroid substances ; and, if consideration is given to 


the fact that propyl thiouracil is more difficult to manu- 


TABLE II—COMPARISON OF RELTEF OF SIGNS AND SYMPTOMS 
OF PRIMARY AND SECONDARY THYROTOXICOSIS IN DAYS 
AFTER TREATMENT WITH PROPYL THIOURACIL 150 MG. DAILY 


Signs and symptoms . |——————-— Se 

Average | Range | Average | Range 
Subjective improve- 5 4-9 4 | 3-5. 

ment; restlessness : 

relieved l 
Skin finsh controlled 8 '4 -13 5 4-6 
Sweating controlled .. . 10 6-13 6 4-9 
Tremor diminished. .. 10 . 1-17 9 5-18 
Gain in body-weight.. 8 _ 6-10 | 13 7-18 
Tachycardia controlled 13 4-30 “11 . 4-23 


facture (Bavin 1947), there is at present no indication 
that propyl thiouracil should replace methyl thiouracil 
in the treatment of thyrotoxicosis. 


SUMMARY 


The‘ results of treating 16 cases of thyrotoxicosis with 
propyl thiouracil for periods of up to nine months have 
shown that this drug is about four times as potent as 
methyl thiouracil. 

The response to propyl thiouracil is not more rapid 
than that to methyl thiouracil, and the maintenance 
dose is slightly greater for propyl thiouracil. 

Thyroid hyperplasia has not been observed with the 
doses used. 

Toxic effects on the skin were seen in one patient after - 
seven weeks’ treatment with propyl thiouracil.: 

There is no evidence that patients with secondary 
thyrotoxicosis respond less effectively than do those-with 
primary thyrotoxicosis. 

There is no evidence that propyl thiouracil has any 
outstanding advantage over methyl thiouracil in the 
treatment of thyrotoxicosis. ` 

We wish to thank Prof. E. J. Wayne for the opportunities 


of studying the cases under his care; Prof. A. E. Barnes, 
Dr. A. G. Yates, Dr. H. P. Brody, and Dr. A. W. Leishman 
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for their valuable coöperation ; and Messrs. Genatosan Ltd. 
for supplies of propyl thiouracil. Part of the expenses of this 
research were defrayed by a grant from the Medical Research 
SOil to one o ua (A W.). 
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TREATMENT OF FISTULA IN ANO 


J. P. LocKHART-MUMMERY 
F.R.C.S., F.A.C.S. 
CONSULTING SURGEON, ST. MARK’S HOSPITAL, LONDON 


« M. (1945) Endocrinology, 


WHEN reviewing the cases which have come under my 
care during some forty years of surgical practice, I was 
struck by the fact that, of all the different conditions 
with which I have been called on to deal, fistula in ano 
has always ranked as one of the most difficult and 
tedious. This is largely because there is no certain 
means of curing it, and success can be achieved only 


by patience and close attention to detail. This mainly. 


applies to bad cases of fistula, of which no doubt I have 
had a disproportionate number. 

The treatment of fistula in ano has never received 
the attention it seems to deserve in surgical textbooks 
and in the teaching of the medical schools. In the 
early days of surgery it was considered incurable, and 
even today, judging from the many cases operated on 
several times without success, it seems that the treat- 
ment is still far from satisfactory and the principles of 
successful treatment not well understood. 

The first known treatise on a special surgical subject was 
one dealing with fistula in ano—a small book, or rather 
parchment, written by John of Arderne in a.D. 1349 at 
the time of the Black Prince. John of Arderne practised at 
Newark. He was a bold and able surgeon with a considerable 
reputation. He describes his method of dealing with fistula 
in great detail and recounts the steps of the operation by which 
he cured Sir Adam Everingham of a grievous fistula. His 
fee was £70, and the purchasing power of money was then 
much greater than it is today. Arderne’s operation was 
sound in principle, even judged by modern standards. He 
did not use the actual cautery or caustic dressings as did many 
of his contemporaries. 

In the early part of last century the treatment of fistula 
was so unsatisfactory in the general hospitals of London that 
David Salmon was induced to found St. Mark’s Hospital 
(at that time in Aldersgate Street) for the special purpose of 
relieving poor -persons afflicted with the condition. 


PRINCIPLES OF OPERATION 
A bad case of fistula in ano presents the surgeon with 
one of his most tricky problems. There is no set opera- 


tion, so each case has to be studied and a suitable pro- 
cedure planned. The personal attention of the surgeon 


who performs the operation should be given to the after- 


treatment of the case. I have never undertaken an 
operation for fistula unless the circumstances allowed 
of my being able to supervise personally the” postoperative 
treatment. 

There are some general principles which should be. 
carefully observed. First, it is very unwise to operate 
for the cure of a fistula when any acute sepsis or an 
undrained abscess is present. The proper procedure 
is to lay open and thoroughly drain any abscesses or 
septic foci and postpone the real operation until all 
acute sepsis has subsided. This means delay, and it 
should be explained to the patient that the cure of a 
fistula is a slow process and cannot be: hurried. 

Unless the fistula is a simple one, the: main track 
communicating with the rectum, which, however com- 
plicated the whole lesion may be, is almost invariably 
single, should be left to be divided at a subsequent 


operation, attention being confined to freely opening | 
up all the secondary tracks to provide free drainage 
throughout the healing process. All tracks should be | 
made to communicate with each other to form one large 
open wound. It is often difficult because of their 
complexity to trace the fistulous tracks with a probe, 
and a better method is to feel for them in the thickness 
of the tissues with one finger in the rectum. 

A very careful search should be made to discover if 
there is a deep cross track behind the anal canal. Such 
a track is often present, and if it remains undetected and 
undrained is a common cause of non-healing of the 
wound. 

There should be no hesitation in cutting away unhealthy 
tissue or overhanging skin edges. Deformity of the 
parts is much more likely to result from not cutting away 
enough skin than from cutting away too much. 

If the tracks are freely opened and the skin edges and 
all unhealthy tissue cut away to provide really free 
drainage, there is no necessity to pack the wounds with 
wool or gauze at the end of the operation. They are 
best left wide open to drain into a large flat dressing. 
Hemorrhage must be stopped with ligatures or by the 
application of hot swabs. This procedure does away 
with the subsequent necessity of pulling out a lot of 
adherent packing, and besides saving the patient much 
pain and discomfort allows the granulating surfaces to 
form without disturbance. After the wound has granu- 
lated, light packing with wool may be used. It should 
be placed in position dry and then damped with castor 
oil. The dressing should be done twice daily after all 
packing has been removed and the patient has had a soak 
in a hot bath. There is no point in using antiseptics 
at this stage ; they delay healing by damaging the granu- 
lations. The use of sulphanilamide powder at the time 
of operation may, however, check sepsis and nese 
the formation of healthy granulations. 

At the end of a fortnight or three weeks the patient 
should be again anesthetised and the main track com- 
municating ‘with the rectum freely divided to leave a 
free opening between the wound and the interior of the 
anal canal. 

The surgeon should himself do the eein at least 
once a week to satisfy himself that the deep parts of the 
wound are healing correctly and that no pockets have 
formed. Any pockets or fresh tracks which form during 
healing should be at once opened and drained. 

In the vast majority of fistulæ the deep track com- 
municating with the. rectum is single and situated on the 
posterior wall of the anal canal. I once saw a patient 
at St. Mark’s Hospital with eighteen external fistulous ` 
openings spread about all over both buttocks, but 
there was only one track communicating with the bowel 
posteriorly. Very occasionally the deep track is situated 
to one side of the bowel and passes deep to the external 
sphincter. In such a case the muscle must not be divided 
at the first operation, or the ends will be drawn. apart, 
and serious and probably permanent incontinence will 
result. The external tracks should be divided and the 
muscle left bridging the wound. After two or three weeks 
the muscle ends will be firmly held in the scar tissue. 


and the muscle’ may be divided without fear of the 
ends retracting. 


Except for getting up daily for a bath, &c., the patient - 
should stay in bed till all the wounds are healed. If 
he is allowed to get up too soon, a will probably | 
be greatly delayed. l 


INCURABLE FISTULÆ 


Not all fistulæ are curable, though the great majority 
are. In a long experience I have met with only two 
really incurable cases. In both there was a deep track 


some 6 in. long passing up to one side of the rectum and 


communicating with an abscess cavity inside the pro- 
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static capsule. There was in both cases reason to 
believe that the original lesion was a prostatic abscess. 
Without removing the greater part of the prostatic 
gland an operation to cure the condition was not possible, 
and in neither case was it attempted. The subsidiary 
tracks were dealt with in the usual way and the prostatic 
track opened up as much as possible to allow a large- 


bore drainage tube to be introduced. This tube was. 


arranged so as to be self-retaining and was kept in place 

‘for several years, being changed twice daily. The 
ultimate result in both cases was that the prostatic 
track became completely lined with epithelium and 
formed a permanent drain which required no attention. 
Though this may not seem an ideal method of dealing 
with such a fistula it resulted in a patient who had 
previously suffered from constant attacks of acute 
sepsis and abscess remaining quite comfortable and free 
from such attacks. 


NEOANTERGAN IN THE TREATMENT OF 
URTICARIA 
REPORT ON l4 CASES 


R. B. HUNTER 
M.B.E., M.R.C.P.E. 
LECTURER IN THERAPEUTICS, UNIVERSITY OF EDINBURGH 


From the Clinical Laboratory, The Royal Infirmary, Edinburgh 


THE work of Best, Dale, Dudley, and Thorpe (1927) 
established beyond reasonable doubt that normal living 
tissues contain histamine. Since similar symptoms were 
produced by a histamine injection and by an anaphy- 
lactic reaction Dale (1929) argued that histamine . was 


probably the cause of anaphylaxis, the source of the 


histamine being the tissues themselves. Lewis’s (1927) 
studies of the blood-vessels of the human skin and their 
responses led him to conclude that as the result of 
irritation a histamine-like substance was released from 
living cells. Since then repeated efforts have been made 
to discover, histamine antagonists in the twofold hope 
that they would counteract the effects of anaphylaxis 
and allergy and increase our knowledge of these 
states. 

The early anti-histamine compounds (Fourneau and 
Bovet 1933, Staub and Bovet 1937, Staub 1939) were all 
too toxic for clinical use, but in 1942 Halpern described 
results with a new series of compounds, the most active 
of which were labelled ‘ 2325 R.P.’ and ‘ 2339 R.P.’ The 
latter was named ‘ Antergan’ and found to be much 
more specific against histamine than any previously 
discovered compound. Halpern found that very small 
amounts inhibited the contraction of guineapig gut 
induced by histamine, and he postulated that the drug 
does not prevent the release of histamine or influence 
its destruction, but modifies the tissues so that histamine 
is incapable of producing its customary effects. i 

Antergan was used by Gaté et al. (1942) with good 
results in urticaria, eczema, and asthma, but mild toxic 
effects were noted in some cases, mainly nausea, 
headache, vertigo, and rarely vomiting. 

In 1944 Bovet reported experimental findings with a 
pyridine derivative of antergan (‘ 2786 R.P.’), called by 
the manufacturers ‘ Neoantergan.’ The drug used in 
the study reported here is the malleate of neoantergan— 
* Anthisan ’ (M. & B.). 


Dews and Graham (1946) confirmed Bovet’s main | 


findings and noted several other actions of neoantergan. 
. It is a local anesthetic three times as potent as procaine. 
It has a quinidine-like action on the auricle twice as 
strong as that of quinidine, and it abolishes the stimulant 
action of histamine on cardiac tissue, the dilator action 
of that drug on coronary vessels, and its constrictor 
effect on the vessels of the rabbit’s ear. Neoantergan is 
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also a mild analgesic and is a feeble antagonist to acetyl- 
choline on the rabbit’s intestine. 

Pellerat (1946), reviewing the clinical use of anti- 
histamine substances, states that benefit may be evident 
on the first, second, or third day after the beginning of 
treatment. If there is no improvement after three days 
the drug should be stopped. He found that children 
tolerated anti-histamine drugs very well, and gave infants 
0-15 g. per day, children under five years 0-:15-0-3 g., | 
and children over five years, 0-3-0-6 g. He gave adults 
0-6 to 1 g. in the twenty-four hours. Of the urticarias in 
his series 80-90% were “ cured,” and with neoantergan 
a well-marked improvement in 45% of cases of asthma 
was claimed. Cases of hay-fever and rhinorrhca were 
strikingly benefited. The main side-effects noted were 
anorexia or nausea, which could be minimised by giving 
the drug with sugar and water or with sodium bicarbonate. 
Other side-effects were headache, dizziness, lassitude, 
sleepiness, palpitation, and slight anxiety; rarely 
vomiting or drug fever. Decour (1945) found that neo- 


antergan had no effect on the hydrochloric acid content 


of the gastric juice, or on the gastric response to 
histamine. His patients were given neoantergan in full 
dosage for several months without untoward results. 

` We have used anthisan (neoantergan malleate) in the 
treatment of allergic conditions since November, 1946. 
Only thé effects in selected cases of urticaria and angio- 
neurotic cdema will be discussed here; its use in the 
treatment of asthma and other presumed allergic states 
will be published later. l 


CASE-RECORDS 


Case 1.—A married woman, aged 47, developed urticaria 
for no obvious reason in December, 1946. From then until 
her admission to hospital in March, 1947, she was never free 
from urticarial lesions. The condition was very much worse 
at night, and whereas at first it only affected her limbs and 
trunk it later involved her face, eyes, ears, and tongue. 
There was no family history of allergy. In 1945 a subtotal 
thyroidectomy had been performed for thyrotoxicosis, with 
good result. 

Electrocardiographic examinations carried out béfore anti- 
histamine treatment was begun and again while the patient 
was having 0-5 g. of anthisan daily gave no evidence of a 
The patient had a histamine-fast 
achlorhydria. The anthisan had no effect on the blood- 
pressure or on the differential white-cell count. There was no 
eosinophilia at any time. 
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0°6 g. was required for complete relief. 


The patient continued taking 0-5 g. of anthisan daily for a 
month with no increased tolerance to the drug. The effect 
on the lesions is shown in fig. 1. When she was put on dummy 
tablets the lesions seemed to be more severe than they had 
been before treatment. During the second month of treat- 
ment she had only 4 small urticarial patches which came out at 
8 a.M. on the days when she was late in taking her morning dose. 

She was sleepy on the first day of anthisan treatment, but 
otherwise there were no side-effects. 


~ Case 2.—A married woman, aged 49, had an attack of 
urticaria in 1917 and again in 1921, both seemingly precipitated 
by tinned milk. Thereafter by avoiding tinned milk she kept 
free from urticaria until’ April, 1946, when she had a severe 
attack which lasted for ten days. On this occasion there 
was no possible association with milk, and thorough investiga- 
tion revealed no cause for the attack. Her general health had 
been good, though she had gone through a period of nervous 
strain because of the sudden serious illness of her husband. 
Further urticarial attacks occurred in June, 1946, and from 
that time until her admission to hospital on March 4, 1947, 


she was never free from lesions for more than an hour day or | 


night. During these months she had been given autohemo- 
therapy, bowel wash-outs, and ephedrine without result. An 
attempt to desensitise her with a histamine azoprotein 
(‘ Lertigon ’) was made without benefit. After this, ‘ Benadryl,’ 
in a dosage of 50 mg. three times a day for six weeks, produced 
no improvement. 

During treatment with anthisan no abnormality of white 
cells was noted, and an electrocardiogram done before and 
during anti-histamine treatment showed no quinidine-like 
effect. The effect on the lesions is shown in fig. 2. The lesions 
which appeared while the patiept was taking anthisan were 
not itchy, and were retrogressive, fading within an hour or 
two. The patient’s final dosage was 0-6 g. daily. When seen 


"a month later she had had smal! retrogressive urticarial 


patches on two occasions only. 

The patient had some transient nausea for two days after 
leaving hospital. She had one attack of breathlessness during 
treatment associated with some bronchial spasm which lasted 
for. two hours. No other side-effects were noted apart from a 
slight lassitude. i 


Case 3.—A man, aged 52, developed angioneurotic œdema 
in 1938. Before that he had suffered from severe hay-fever. 
The attacks of angioneurotic oedema became more frequent 
and severe, until by 1945 lesions were appearing every two 
or three days in all parts of the body including the tongue 
and eyes. Sometimes the patient’s whole arm would be 
swollen right down to the finger-tips, and he found that 
pressure on the skin by sock-suspenders or tight clothing 
would bring out a lesion in that area ; excitement and nervous 
strain had the same result. Between 1945 and 1947 he had 
various forms of treatment. ‘Ephedrine and adrenaline 
modified the condition, but he was never entirely free from 
symptoms and severe lesions would appear at intervals of 
three days to three weeks. A course of autohemotherapy 
and bowel wash-outs produced little improvement but there 
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was some definite improvement with lertigon. After 11 injec- 
tions, however, he began to have so sharp local reactions to 
lertigon that this treatment had to be stopped. 

Anthisan was strikingly successful in this case (fig. 3). 
When the patient had been entirely free from urticaria for a 
month as the result of treatment with the drug as an out- 
patient he was admitted to hospital and treatment was 
stopped. There was an immediate recurrence of angioneurotic 
cedema within 17 hours. Dermatographism was pronounced 
when he was taking dummy tablets. When anthisan was 
resumed he felt slightly sleepy and his mouth was dry, but 


there were no other side-effects. The dosage required to keep 
. this patient completely free varies from 0-6 g. to 0:8 g. daily. 


The other 5 cases of chronic urticaria treated with | 
anthisan were all improved. Three were completely 
controlled with 0-6 g. anthisan a day. These patients 
received 0:1 g. at 8 A.M., 0-2 g. at 2 P.M., 0-1 g. at 5 P.M., 
It was found that complete 
control could be achieved with the minimum amount 
of drug if the dosage was spaced out in this way. These 
patients manifested the same mild side-effects which 
have already been mentioned. In addition one of them 
had a single asthmatic attack during the second month 
of treatment; she had never previously suffered 
from asthma. In the fourth case the lesions were 
modified in number and size with 0-3 g. a day, but the 
patient, had so much dizziness and nausea that the drug 
could not be given in larger dosage. The fifth case 
was partially controlled with 0-8 g. anthisan in the day. 

Six cases of acute urticaria were treated with definite 
and even dramatic results. In 2 of these benadryl in 
full dosage had previously produced no benefit. Five of 
them were cases of penicillin urticaria and in 2 of these 
treatment was successful even though the penicillin was 
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continued. They required between 0-6 and 0-8 g. anthisan 
a day. . Skin irritation disappeared within an hour and 
the urticaria had practically gone within three hours. 
In 3 of the cases the anthisan was withdrawn at the end 
of twenty-four hours with a return of skin irritation and 
urticaria, but these disappeared quickly again when 
anthisan was administered , once more. In all these 
cases the treatment was stopped at the end of seven 
days without any recurrence. of urticaria. | 
In 3 of the acute cases the only side-effect noted was 
sleepiness. Two others had in addition dryness of the 
mouth and dizziness. One had a severe reaction with 
collapse, hypotension, diarrhoea,. and intense nausea 
within an hour of 0-05 g. of anthisan being given sub- 
cutaneously ; a single dose of 0-1 g. by mouth later 
produced a similar, though less severe, effect. ‘This 
patient had fleeting joint pains while the drug was being 
given. Í a; 
SUMMARY 


Eight cases of chronic urticaria and. angioneurotic 
cedema were treated with the anti-histamine drug, 
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anthisan (neoantergan malleate). The dosage required 
--was between 0-3 and 0:8 g. a day, given in divided doses. 
Most of these cases were well controlled and had only 
mild side-effects. Once the required dosage was established 
increased tolerance to the drug was not observed in the 


first three months of treatment. Removal of the drug or. 


reduction of the dosage was followed within ten hours 
to four days by a recurrence of chronic urticaria. 

` Six cases of acute urticaria were treated, 5 of them 
the result of sensitisation to penicillin, and in 2 of 


these the urticaria was controlled even though penicillin - 


treatment was continued. If this effect is confirmed it 
will allow penicillin therapy to be continued even in 
patients who manifest severe urticarial reactions. 

The commonest side-effects noted were sleepiness, 
mild headache, nausea, and dizziness. In the main they 
were not severe. Two patients had a single asthmatic 
attack during treatment. One severe toxic reaction to 
parenteral therapy was observed, and it is suggested 
that in the present state of our knowledge the drug should 
be administered by mouth only. 
the initial dosage should be 0-1 g. three times a day and 
that this should be increased as required to a maximum 
of 1 g. a day. 

Grateful acknowledgment is made to Prof. D. M. Dunlop 


for his advice and criticism, and also permission to publish ` 


his case-records. We are indebted to Messrs: May and Baker 
Ltd. for supplies of tablets of anthisan. 
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SHRAPNEL SHOT THROUGH THE 
_ PLACENTA 
; BERNHARD ZONDEK 


. M.D. Berlin | 


From the Gynecological-Obstetrical Deparimeni of the 
Rothschild Hadassah University Hospital, Jerusalem 


` DURING the Palestine disturbances in August, 1939, 
a woman, aged 24, a primipara nearing term, sustained 


an injury from the explosion of a nearby bomb. She 
felt 4: sharp pain in the abdomen, walked on a little way, 
duit thet! collapsed. In this condition she was brought 
to'the! hospital!) 
On the tight Hypogastrium, below the umbilicus, four 
wounds! wile! visible? the largest of them about 2 cm. 
in’ diameter’ Tha’ tinodubus external appearance of the 
itty tities! cotitrasted’ With" the" serious general condition. 
The ‘patient: ‘owas! very! “aitamic’ ‘and covered with cold 
sweat ; the pulse Was'tapid atid feeble. All the symptoms 
pointed’ Jan! mtetnal!! heitidrthage.''The foetal heart 
Was ‘Hot distindtty’ heard: and ° “tt Wag ‘very doubtful 
whether thé foetus Wad liWting. tO onio ba 
~ THG "patton w 
ticed under éther ánæsthesia; The abüoreri was opened 
AEN Hw thypdgaxtric!’ idngitudinal - iričision:; v Phe: bomb 
shidpnel iwas:foundsto have sieredd the irsetus; fascip! an 
muscle, ;: leaving, a a: | jarge! Po Sila ae vwhieh; torn rmnueele 


protruded. There was considerable hemorrhage. 

When the peritoneum was ppened, two perforations, Teach 
about 1 cm. in diameter, were found in the uterus. Blood 
atid! amniotic’: fluid: dripped) ‘through’ the tperforationsi: i The 
abdominal cavity-containdd about 200 smem. af blood: and 
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Lien, ‘ink! hiidvenbiiir saline “dbip infusion . 


[may 17, 1947 


amniotic fluid. The uterus was opened through a longitudinal 
incision. Its muscles had been much torn, with strips of 
muscle hanging loosely in the uterine cavity. 

A male child was then extracted; the child was born in 
pallid asphyxia, which was relieved. after treatment lasting 
45 min. In other respects he had escaped unhurt. 

The placenta was readily separable; it had been shot 
through near the edge. One of its blood-vessels had been 
perforated, from which extensive bleeding had taken place 
into the amniotic cavity. 

After complete excision of all the torn tissues, the uterus 


was sutured in three layers, as in cesarean. section. -The 


bladder had sustained no injury, and it was possible to cover 
the sutures with bladder peritoneum. No injury to intestines 
having been found, the peritoneum was closed.. The torn 
soft -tissues of the abdominal wall were excised, the skin 
perforations were sutured, and a drain was inserted. 

The postoperative course was undisturbed except for an 
infection of the abdominal wall. - The peritoneum gave no cause 
for concern. Four weeks later the patient was discharged. 

Careful radiography had not revealed the shrapnel which 
must have entered the uterine cavity; it had doubtless 
been expelled thence through the vagina during the operation. 


- Had the patient not been pregnant, the shrapnel would 
undoubtedly have torn the intestines ;- but these were 
shielded by the uterus and the amniotic fluid. The 
fœtus therefore saved its mother. 

We have kept the.child under observation: up to: now ; 
he has developed well physically and mentally. | 

Five years later, early in 1944, the patient consulted 
ine for a missed menstruation. The Aschheim-Zondek 
hormonal pregnancy test was positive. The patient was 
aware that her pregnancy, in view of the severe uterine 
tear which she had sustained, entailed some danger, 
but she accepted the risk, as she very much desired’ a 
second child. She came to me for examination once a 
month. The pregnancy ran a. normal course. At 


term the question arose whether a cesarean section | 


should be performed to avoid uterine rupture from the 
labour pains. In view of my experience in conservative 
myomectomy and of the favourable outcome of conserva- 
tive management of delivery in cases so operated on,! 

I decided not to perform a cesarean section. Labour 


ran à normal course and lasted only four hours. A' 


healthy boy was born. The placenta was expelled 
spontaneously without difficulty. 


PALUDRINE IN RELAPSING BENIGN 
TERTIAN MALARIA . | 
_ FURTHER TRIALS 
R. D. C. JOHNSTONE 


_M.D. Lond., M.R.C.P. 
LATE MAJOR R.A.M.C. 


Fottowine the trials with ‘Paludrine’ already 
reported (Johnstone 1946a), a further series of cases of 


. relapsing benign tertian malaria were treated at Colchester 


Military Hospital with paludrine and quinine combined. 
This treatment was thought to have distinct possibilities 
in view of the similarity in action of paludrine and 
pamaquin. As before, a control series of cases treated 
with the standard quinine-pamaquin course were included 
in the investigations. Unfortunately the number of 
admissions to the malaria ward fell so considerably as the 
investigation progressed that it was finally decided to 
abandon the trials before an adequate number of cases had 
been treated. The results, however, seem worth recording. 

Exactly similar precautions, admission to hospital, 
and follow-up were used as in the previous investigations. 

.,In-all, 61 cases were treated on the following courses, 
each. course being used alternately : 


“UL Quinine gr. 10 and pamaquin 0-01 g. t.d.s. for 10 days. 
(2) í üinine gr. 10 and paludrine 0:25 g. t.d.s. for 10 days. 


eg wer pee ‘Harefuah, 1936, 11,1; Surg. Gynec. Obstet. 1939, 
sra 9G BIA grocery VOT 
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The final follow-up in these cases includes 29 cases of 
each series, two patients having failed to report in spite 
of repeated requests, and one patient having been 
accidentally killed before the end of the six-month 
period. The table shows the results obtained in the 
58 cases successfully followed for six months. 


RESULTS OF TREATMENT 


| | 
No. p No Proved ‘Clinical Porenta. Percentage 
Course of elapse | relapse |lrelapse®*! of proved | of total 
| cases | | relapses relapses 
Quinine | | 
and palu- : l | 
drine 29 I$ 3 8 10-3 37-9 
Quinine | : 
and pama- j | 
quin | 29 24 2 3 6-9 17-2 
$ 


* The criteria of clinical relapse include the history of a rigor and a 
tertian periodicity of symptoms. 


The factors which may have influenced the results 
have been briefly compared in the two series. 


(1) The average intervals between the date of arrival in 
the U.K. and the date of admission to hospital were for 
quinine-paludrine 4:8 months, and for quinine-pamaquin 
4-1 months. 


(2) The probable areas of infection were as follows: 


Indiu- Far East Other 

Burma (P.O.IWW.) areas 
Quinine-paludrine .. 24 a 4 F l 
Quinine-pamaquin.. 20 4 23 5 


The fact that each series contains equa] numbers of patients 
who had been in captivity in the Far East obviates any 
possible bias due to the higher relapse-rate that is to be 
expected in that group. 


(3) The average intervals between treatment and further 
relapse. were for quinine-paludrine 3:6 months, and for 
quinine-pamaquin 3-7 months. 

It was previously thought that paludrine possibly gave a 
longer period of freedom from relapse than did the combined 
pamaquin-quinine treatment (Johnstone 1946a). This sug- 
gestion is not borne out by the present investigation, in spite 
of the fact that the dosage of paludrine was larger than in 
the previous investigation. 


(4) As would be expected, no difference was noted in the 
rapidity.with which the temperature fell to normal in the 


two series, since both received equally large doses of quinine. 


CONCLUSIONS 


This series is too small for conclusions to be drawn 
regarding an exact relapse-rate, but the results indicate 
that paludrine with quinine is not so effective as 
pamaquin with quinine for controlling further relapses 
of benign tertian malaria. 

The possibility that paludrine may have a synergistic 


action similar to that of pamaquin has not been 


confirmed. 

The results obtained in the quinine-pamaquin series 
closely approximate to those previously reported (John- 
stone 1946a and b, Malaria Committee 1945), and the 
quinine-paludrine results are very similar to those found 
with paludrine alone (Johnstone 1946a), mepacrine 


(Malaria Committee 1945), and ‘4430’ (Johnstone - 


1946b). 


I wish to thank Major-General Sir Alexander Biggam for 
permission to publish this paper; and many members of the 


staff of the Colchester Military Hospital for their help. I- 


am indebted to Imperial Chemical (Pharmaceuticals) Ltd. 
for the supplies of paludrine. 
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Reviews of Books 


Renal Diseases 


E. T. BELL, M.D., professor of pathology, University of 
Minnesota. London: H. Kimpton. 1946. Pp. 434. 35s. 


Professor Bell’s renown as a morbid anatomist and 
his special interest in the kidney are well known; his 
monograph, besides surveying the literature of both 
medical and surgical diseases of the kidney, contains a ° 
detailed analysis of renal cases in a series of 32,360 
autopsies, with statistics and numerous case- -records. 
It is primarily an’ exposition of pathological findings 
and their interpretations, and it is well illustrated with 
117 photographs and 4 colour plates, all original, well 
chosen, and germane. The section on tubular disease 
is disproportionately short, perhaps because Dr. Bell is 
interested mainly in the glomerular basement-mem- 
brane (as his good account of the diabetic kidney shows). 
He hopes, he says, to encourage closer codperation 
between pathologist and clinician; and if pointing out 
the gaps and contradictions in our knowledge of function 
will help to fill and resolve them, the book should fulfil 
its purpose. At present we know little of the functional 
aspects of renal disease, except in essential hypertension, . 
and it is inevitable that the chapters on function and 
functional disturbances (‘‘ extrarenal azotemia ’’) should 
be less satisfactory than the rest. Clinicians will regret 
the absence of clinical charts or diagrams, and the scanty 
reference to the grosser biochemical disturbances ; and 
English readers will be surprised to find no mention of 
the work on nephritis of Ellis, Evans, and Wilson. 
Despite these minor criticisms the book is a stimulating 
achievement. 


Ranson’s Anatomy of the Nervous System 
(8th ed.) Revised by Sam LILLARD CLARK, M.D., PH.D., 
professor of anatomy, Vanderbilt University, Nashville. 
Philadelphia and London: W. B. Saunders. 1947. 
Pp. 532. 32s. 6d. 


IT is a difficult task to take over the revision of an 
established textbook which is stamped with the indi- 
viduality of its creator. In the 8th edition of ‘‘ Ranson ”’ 
Dr. Clark has succeeded in revising and even improving 
a good book while preserving its distinctive approach 
to the subject. The matter has been to some extent 
rearranged, and gross descriptive anatomy is now col- 
lected into one section. <A new set of illustrations made 
from parasagittal sections makes it possible for the reader 
to picture the structures of the brain-stem in three 
dimensions. The whole book has been revised to include 
the results of recent research. It is doubtful whether 
the addition of a chapter of clinical illustrations was 
worth the space, for the comments are necessarily 
sketchy and there are already plenty of. books dealing 
with the applied anatomy and physiology of the nervous 
system. The statement that the posterior columns of 
the spinal cord conduct sensory impulses serving tactile 
discrimination and localisation is based on Head’s 
views; but, as Walshe has pointed out, these activities 
are not forms of sensibility but judgments, and cannot 
be assigned to tracts in the a cord. 


Heparin in the Treatment of Thrombosis 
An account of its chemistry, physiology and application 
in medicine. (2nd ed.) J. ERIK JORPES, M.D., reader in 
biochemistry, Caroline Institute, Stockholm ; , foreword 
by Prof. J. R. LEARMONTH, CH.M. London : Oxford 
University Press. 1947. Pp. 260. 18s. 


JusT before and during the war, interest in . the possible 
treatment of thrombosis by anticoagulants was stimu- 
lated by the production of heparin on a commercial 
scale in Canada and Sweden. Venous thrombosis, long 
known as a cause of surgical tragedies, is now recognised 
as being just as common an agent of sudden death in 
the medical wards. It is among the dangers of taking 
to one’s bed for any illness; and is responsible, too, for 


much disability from swollen legs, and for pleural’ pain 


and breathlessness. Even when emboli appear it may not 

be easy to locate their source; the process begins in 

the deep veins of the calf in almost every instance, and 

emboli have usually appeared before the leg begins to 
s2 
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swell. Tenderness in the calf is taken to be an early 
sign, especially when accompanied by mild fever. 

his book gives an excellent account of the great 
advances made in Sweden on the study of the chemistry, 
mode of action, and clinical use of heparin. There is 
little - doubt that heparin shortens the course and 
diminishes the incidence of complications of venous 
thrombosis. Jorpes states that, on the average, rest in 
bed is reduced from 5 weeks to 9 days, and duration of 
` fever from 3 weeks to 7 days, and that further pulmonary 
emboli rarely occur in patients treated with heparin. 
His monograph is fully documented and should be 
carefully considered in Britain, where we have had little 
opportunity to do much in the way of active treatment 
for thrombosis along these lines. The amounts of heparin 
required may cost up to £20 or more per patient, but the 
Swedish results, if substantiated, would certainly suggest 
the expense is justified. The cheaper method of using 
dicoumarol is much more risky and seems to be less 
satisfactory. 


A Descriptive Atlas of Radiographs 
(6th ed.) A. P. BERTWISTLE, M.B., F.R.C.S.E. 
H. Kimpton. 1946. Pp. 606. 45s. 


THE author states that this atlas is primarily designed 
for the clinician, to whom knowledge is presumably 
denied by a number of “ vociferous radiologists who 
wish to keep radiology as a closed art, a mystic rite.” 
There are 947 illustrations, most of which are accom- 
panied by a short text. Some of the illustrations are good, 
some are indifferent, and a regrettable number are of 
such ancient vintage that text and picture cannot be 
correlated even by a radiologist. The text is scrappy and 
makes no attempt at differential. diagnosis. Unfor- 
tunately some pictures are open to an interpretation 
different from the author’s ; accompanying a normal chest 
picture is the alarming mis-statement that the ‘ older 
view that the lung markings were due to the pulmonary 
vessels can be discountenanced definitely.” An atlas 
of X-ray pictures could be very helpful to both student 
and géneral practitioner, but this one requires more 
critical revision. . 


London : 


Buchanan’s Manual of Anatomy 
(7th ed.) Editor: F. Woop JONES, D.SC., F.R.C.S., 
F.R.S., professor of anatomy, Royal College of Surgeons 
of England. London: Bailliére. 1946. Pp. 1616. 45s. 


THE student, as we have remarked,! can make use 
of three kinds of anatomy textbook—a small concise 
dissecting manual which can be thrown away when 
dirty and done with, a larger book giving a coherent 
account of the systems rather than the regions of the 
body, and a big work of reference which both he and 
his teachers can consult at need. ‘‘ Buchanan’s Ana- 
tomy ” falls into the class of the reference work. — : 

After an interval of nine years a new edition appears 
under the editorship of Professor Wood Jones, the 
revision of the various sections having been deputed to 
members of the department of anatomy at Manchester 
University. As hitherto, the book deals mainly with 
topographical anatomy on a regional basis, but there 
are innovations. Some, such as a series of radiographic 
illustrations, will certainly be approved; but others 
may disappoint those acquainted with previous editions. 
The introductory section on embryology and the descrip- 
tive accounts of organogenesis have been almost elimi- 
nated, and histology has been greatly reduced—sometimes 
inconsistently, as when the minute structure of the 
cerebellar cortex, but not the cerebral, is described. 
Nearly all the original drawings of Buchanan’s Anatomy 
have been restored, supplemented .by almost 200 new 
diagrams; but the removal of all colour (on the ground 
that colour is unnecessary and sometimes misleading) 
has made some of the diagrams less effective. The text 
still contains much: of the sort of topographical detail 
which many anatomists feel might with advantage now 
be discarded in a reference work used chiefly by students. 
Certainly there are few items of anatomical topography 
of which a knowledge may not be of some value at 
some time to the practising clinician ; but if our physio- 
logical colleagues adopted the same principle in planning 
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their curriculum, the medical student would face a 
textbook of physiology about the size of the Encyclopedia 
Britannica. In any case the medical student is unlikely 
to make much practical use of such things as the chorda 


obliqua posterior, the external petrosal nerve (which is 


stated to be ‘‘ of doubtful existence ’’), or the transversus 
nuche muscle. 

More eponyms have led to multiplication of terms, 
which some will feel imposes an unnecessary strain on 
memory ; but the perverse fact is that an eponym often 
strikes into the mind better than a more logical name. 
Miss Dobson’s biographical notes, at the end of the book, 
refresh their interest, though perhaps there are rather 
too many of them. 


Textbook on the Nursing and Diseases of Sick 
Children (4th ed. London: H. K. Lewis, 1947. Pp. 744. 
30s.).—The new edition of the textbook for nurses, edited by 
Prof. Alan Moncrieff, has just appeared. . It will be welcomed 
by sister-tutors and student nurses, in orthopedic as well as 
children’s hospitals. | 


Syndrome _ cortico-pleural : son étude clinique et 
expérimentale (Paris: Masson, 1946. Pp. 140. Fr. 160).— 
The German occupation of France in 1940 postponed publica- 
tion of this monograph written in French by Prof. J. Skladal, 
of Prague. An English translation was published by the 
Cambridge University Press in 1942 (Lancet, 1942, ii, 281). 


A Short Handbook of Practical Anzesthetics (Bristol : 
J. Wright, 1946. Pp. 120. 12s. 6d.).—Surgeon Commander 
Hoël Parry Price writes a breezy, friendly little book, covering 
a wide range. Mistakes are acknowledged, and advice based 
on a wide practical experience is given freely. The chatty style 
makes easy reading at the end of the day’s work, but some of 


the advice should not be taken too literally by the beginner. 


Incidentally, the statement that carbon-dioxide absorption 
“was first used by Snow in about 1887” is only a rough 
approximation, since Snow died in 1858. __ : 


Diseases of the Skin (3rd ed. Philadelphia and London : 
W. B. Saunders, 1946. Pp. 937. 50s.).—Prof. George Clinton 
Andrews, of Columbia University, New York, deals fully with 
the commoner skin diseases, and gives enough information 
about the rarities to stimulate the reader’s interest: The 
chapter bibliographies, omitted. from the second edition, 
have happily returned. The work has been brought right up 
to date, new illustrations have been added, and redundant 
It is a pity that Professor 
Andrews’s just enthusiasm for penicillin has caused him to 
rate it so highly in the treatment of early syphilis. Many cases 
of clinical and serological relapses in patients treated solely 
with penicillin are now reporting at the clinics. 


Hematological Technique (3rd ed. Calcutta : U. N. Dhur, 
1945. Pp. 128. Rs. 8).—Prof. L. Everard Napier and Dr. C. R. 
Das Gupta describe the standard hematological methods 
followed at the Calcutta School of ‘Tropical Medicine; they 
are all well-established methods, and no original ones are 
included. They also give an account of bilirubin estimation 
and gastric analysis. The blood-transfusion section is-some- 
what limited and does not mention the Rh factor. The colour ` 
plates are unfortunately poor; it would be very difficult to 
identify the different erythroblasts from these reproductions, 
and the leucocytes have fared little better. All the same, the 
full detail will undoubtedly secure a wide local circulation for 
this book, which is particularly useful for less experienced 
workers or for training technicians. ei 


_ Diagnostic. electrocardiographique (Paris: Masson, 
1946. Pp. 362. Fr. 860).—In this new addition to French 
textbooks Dr. A. Jouve and Dr. J. Senez provide the beginner 
with a clear account of the principles and methods of cardio- 
graphy. The normal tracing and the borderline patterns 
between normal and pathological are fully described. The 
arrhythmias receive relatively more attention than conditions 
of greater clinical importance such as disease of the coronary 


` arteries, pulmonary lesions, and pericarditis. English readers 


will find this book a sound introduction to the interpretation 
of electrocardiograms, though they will notice that the 
old technique is used for -chest -leads and will encounter a 
few unfamiliar terms (such as auricular tremulation). 
The illustrations are good, and the book is a ‘notable 
achievement under difficult conditions. : 
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Infection by Injection 


THERE is no form of anasthesia which does not 
carry some risk to.the patient’s life or health; and 
often the risk is from infection. With inhalation 
anesthesia the infection seldom comes from with- 
out: postanzsthetic pneumonia is endogenous. But 
whenever anesthesia or analgesia is induced by 
injection there is a chance of introducing fresh organ- 
isms into the body; and though cases that “ go 
wrong ” are not often published, pathologists are only 
too familiar with unfortunate complications ranging 
from subcutaneous abscesses to meningitis. 

The risk varies with the route. Intravenous injec- 
tions are relatively safe, because the natural anti- 
bodies and complement of the plasma, aided .by the 
reticulo-endothelial system, eradicate all but highly 
pathogenic forms introduced in large numbers. The 
pleural cavity is less well protected, when effusions 
are present, since in such cases antibody content is 
apt to be low. Subcutaneous injection, though infec- 
tion is localised at first, is more dangerous, since the 
subcutaneous tissues are poorly supplied with blood. 
But intrathecal injection is the most dangerous of all. 
Normal cerebrospinal fluid (c.s.F.) contains negligible 
amounts of protein, and thus no natural antibodies : 
moreover, it has been noted that when spinal anzs- 
thetics are injected there is usually a measurable rise 
in C.S.F. protein content, which, though insufficient 
to provide antibodies, makes the fluid a still better 
culture medium for organisms, even those not norm- 
ally pathogenic. Cerebrospinal fluid is in fact so good 
a medium that an excellent method of isolating 
pathogens in meningitis is simply to incubate the 
fluid. From this it follows that spinal anesthesia 
demands particularly rigid attention to aseptic 
technique, and though the records of failure are not 
at all complete they show that this attention is far 
from universal. Valuable warnings have been given 
by WILSON SMITH and MURIEL Smitu,! by FRANKIS 
Evans,? by VUYLSTEKE,’ and by KREMER, who 
described 7 cases of meningitis in a Middle East 
hospital. Meningitis has also followed lumbar puncture 
for other purposes, and vertebral osteomyelitis is fairly 
common; rarely, meningitis complicates caudal 
anæsthesia. A striking feature of most recorded 
infections is the presence of organisms of very 
low virulence, such as Ps. pyocyanea, B. proteus, 
feecal streptococci, and coagulase-negative staphylo- 
cocci. This again shows that more than ordinary care 
is required, since such organisms are widely distri- 
buted: they need not, indeed do not, come from an 
infected source. Also they happen to be the group of 


organisms against which even modern therapeutic 


methods are unavailing. - 


1. Smith, W., Smith, M. Luer. Ri ii, 783. 
. Evans, F. T. Ibid. 1945, i, 

. Vuylsteke, C. A. Brit. say 1947, i, 179. 

- Kremer, M. /bid, 1945, ii, 
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These risks are emphasised by the case of Voller v. 
Portsmouth Corporation and others, in which, as 
we recorded last week, Mr. Justice BIRKETT awarded 
damages of £12,000 against the corporation. The 
patient, a boy of 18, contracted Ps. pyocyanea 
meningitis after spinal anesthesia with ‘ Nupercaine.’ 
The judge was satisfied that the nupercaine was 
sterile, that the ampoule containing it did not convey 
the infection, and that the infection was not airborne 
and did not come from the skin of the adminis- 
trator of the anesthetic or the skin of the patient. | 
He concluded that the infecting organisms were 
derived from the apparatus used for the injection— 
the syringe, needle, bowls of water, or other equipment. 
In evidence it appeared that the syringe and needle 
were “sterilised ’’ by a chemical method, including 
the use of methylated spirit. It was agreed that the 
general condemnation of chemical sterilisation is of 
comparatively recent date, though WILSON SMITH’s 
1941 paper in THE LANCET was quoted as proof that 
the grave dangers of sepsis in spinal anesthesia had 
been fully ventilated. : The accident happened in 
1944, but the judge felt that even at that time the 
technique used should have been better. Certainly 
there is no longer any excuse for ignorance of the 
essential factors in such infections. WILSON SMITH 
found that some 40% of 223 unselected specimens 
of c.s.F. reaching the laboratory for bacteriological 
examination had been contaminated by non- 
pathogenic organisms, probably introduced from the 
‘sterilised’? water used for rinsing the syringes 
and needles employed for lumbar puncture. The 
Medical Research Council’s War Memorandum no. 
15 (1945) on the sterilisation of syringes, which 
severely criticises “ chemical ’’ sterilisation, states that 
even methylated spirit may contain organisms, and 
clearly lays down approved technique for sterilisation. 
Autoclaving, which is undoubtedly the best method, 
or adequate dry heat, is not always applicable to 
glass-metal syringes, though many will stand up 
to the necessary temperatures. Boiling, however, is 
within the scope of all; and boiling is perfectly 
satisfactory provided the syringes and needles do 
not remain in water exposed to the air, and are 
assembled with forceps or sterile gloves. It is very . 
easy to contaminate a sterile syringe by immersing 
a hand in the water in which it has been sterilised. 

It is clear that the formation of “ syringe services ” 
in all hospitals is urgently needed: that is to say, 
all syringes should be distributed already sterilised 
from the theatre. But much more knowledge is 
necessary, among doctors and nurses alike, of the 
meaning of “ sterility.” All should now be aware that 
there is no safe chemical method of sterilisation ; 
that tap-water is not sterile; that water which has 
been autoclaved does not remain sterile when exposed 
to the air; and that the same syringes must not be 
used both for removing infected material and for 
spinal anzsthesia. Despite repeated and authoritative 
statements to this effect, individuals will always be 
found to quote their own immunity from catastrophe 
as proof of the unreliability of laboratory experiments 
and clinical experience. There is no room, however, 
for such self-satisfaction, and we trust that this 
Portsmouth case may lead to a continuous effort to 
re-educate nursing staff and doctors on the penalties 
of laxity. 
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The Anti-histamine Drugs 

HISTAMINE, which can be looked on as the amino- 
acid histidine minus a molecule of CQ,, was first 
isolated from ergot by BARGER and DALE in 1910, 
but has since been found in many other plants. Its 
astonishingly wide and powerful pharmacological 
activity had been extensively studied before DALE, 
Best, and their colleagues at the National Institute 
of Medical Research showed that it was a normal 
constituent of all body tissues, especially plentiful in 
the lungs.! Lewis preferred to call the active substance 
obtainable from tissue cells “ H-substance,” but it 
seems probable that histamine itself is normally held 
within cells which are insensitive to its action, and 
that when it is liberated by trauma, infection, or 
toxins it produces various local and constitutional 
disturbances by acting on responsive cells in the 
blood-vessels, bronchioles, gut, and so on. When 
injected parenterally histamine can produce effects 
, closely resembling many familiar syndromes, including 
anaphylaxis, traumatic “‘ shock,’ ’ the collapse following 
burns, and the “ allergic ” maladies urticaria, asthma, 
and hay-fever. It may be that in all these conditions 
an escape of histamine, either free or in loose molecular 
combination, is an essential factor. On this view, when 
the specific antibodies in an allergic person’s cells 
react to a foreign protein, histamine is liberated and 
causes spasm of smooth muscle or capillary dilatation. 
Man possesses highly efficient mechanisms for the 
destruction of histamine, and can detoxicate 10 mg. 
an hour given intravenously. The process seems to 
take place partly in the liver and partly in the various 
tissues which contain the enzyme histaminase (kidney, 
small intestine, &c.). Histamine has proved ineffective 
therapeutically, and attempts to build up an active 
immunity to histamine by injecting increasing doses 
have failed, because histamine does not: produce 
antibodies, even when linked with iodine or bromine. 
Research chemists have therefore sought for anti- 
histamine agents: barbitone, the potassium salts, 
ascorbic acid, hesperidin, and ethylene disulphonate 
have in turn been lauded and then.disparaged ; by 
1932 the list of substances or methods numbered 165 
items. The amino-acids histidine and arginine were 
found to inhibit some of the effects of histamine in 
the guineapig and in isolated tissue, but they are too 
toxic and too weak to be useful. . 

The successful line of research dates from 1937, 
when UNGAR, Parrot, and Bover ? in France found 
that some phenolic ethers are potent antagonists of 
histamine. These compounds had previously been 
synthesised and shown to possess sympatholytic 
activity by FournEav and Bovet.? The most 
effective compounds in this series were named ‘ 929F ’ 
and ‘1571F,’ and the claims made for them were 
confirmed, but they proved too toxic for clinical use. 
However, it soon became clear that phenolic ethers 
could be found which were no less active and of 
reasonably low toxicity. Two of them, ‘ Antergan ’ 
and ‘Neoantergan,’ were strikingly effective in 
protecting guineapigs against the bronchospasm caused 
by atomised histamine, and they have been widely 
used in France since 1942 in the relief of allergic 


. Seo Dale, H. H. ct al. Lancet, 1929, i, 1233. 
2: Ungar, Ü. , Parrot, J. L., Bovet, D. C. lt. Soc. Biol., Paris, 1937, 


3. Fournean, E., Bovet, D. Arch. int.. Pharmacodyn. 1933, 46, 178. 


disturbances. Neoantergan is better tolerated than 
antergan and can therefore be used in higher doses. 
FEINBERG and his colleagues * sum up their experience 
of neoantergan thus: “In seasonal hay-fever the 
drug was of benefit to 39 of 60 patients ; in perennial 
rhinitis to 8 out of 10 patients; and in asthma to 
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1 of 5 patients.” The ineffectiveness of this drug in 
asthma is characteristic of all the synthetic anti- 
histamine drugs so far tried. “On another page 
Dr. HUNTER confirms the excellent effects of neo- 
antergan in urticaria and angioneurotic oedema. He 
also describes the side-effects noted—usually no worse _ 
than a mild lassitude provided the drug is given only 
by mouth. Oddly enough, as Dr. HUNTER points out, 
neoantergan is a potent local anesthetic and also - 
exerts a quinidine-like action on heart muscle. 

Two years ago, Loew and others 5 in the U.S.A. 
introduced another of the phenolic ethers—§-dimethyl- 
aminoethyl benzohydryl ether hydrochloride, or 

‘Benadryl ’—which quickly established itself in 
therapeutics. The formule show how close is the 
chemical relationship between this and antergan. 
FEINBERG et al. have reported benefit from benadryl 
in 80% of patients with sensitisation dermatitis. 
Others &1° have recorded relief from hay-fever in 
about three-quarters of their cases, but. FRIED- 
LAENDER 1! has been less impressed by its effects in 
this condition. He also remarks that the conspicuous 
success of benadryl in urticaria suggests that histamine 
may be a more important factor in urticaria than in 
other allergic conditions. In perennial vasomotor 
rhinitis 33 of 47 patients were benefited.!2 Temporary 
improvement has been reported in chronic hyper- 
plastic etlmoiditis ; the polypoid tissue retracts and 
disappears, and the purulent discharge diminishes, 
but only so long as the drug is being taken.” In purely 
allergic asthma, even under the most favourable 
conditions, the results obtained from benadryl are 
disappointing—only about 1 in 10 cases derives 
benefit 3—and in bronchial asthma with secondary 
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infection the drug is of little value.14 Benadryl is a 
cerebral depressant, and minor toxic effects such as 
lassitude, drowsiness, and giddiness are common, 
even with therapeutic doses of 25-50 mg. Other side- 
effects reported include hot flushes, dryness of mouth 
and nose, nausea, aggravation of existing headache or 
asthma, and, paradoxically, insomnia. Nervousness, 
difficulty in codrdination, and epileptiform movements 
were noted in a boy aged 31/, years being treated for 
hay-fever.15 A young woman of 26 with dermatitis 
reacted to the drug in a shock-like manner,!® and a 
girl of 18, who appears to have helped herself to 
2000 mg. of benadryl in 48 hours, developed severe 
mental confusion and disorientation.17 In view of 
these rare but alarming manifestations it is well to 
remember that histamine acid phosphate, in doses of 
0-5 mg. intravenously, is a specific antidote to benadryl. 

At about the time when benadryl was being intro- 


duced MAYER and his colleagues !8 produced ‘ Pyri- 


benzamine,’ which again closely resembles antergan in 
composition. This drug can protect animals against 
60-120 times the lethal dose of histamine given 
intravenously, and so is about a hundred times as 
powerful as the early anti-histamine drugs. FRIED- 
LAENDER and his colleagues }* found that, in guinea- 
pigs, five or six times the lethal dose of histamine was 
needed to kill all animals protected with 3 mg. per kg. 
of benadryl] or of antergan, whereas the same dose of 
yribenzamine protected some animals against thirty- 
five lethal doses. Pyribenzamine has been highly 
effective in vasomotor rhinitis and hay-fever ; it has 
given good results in urticaria and angioneurotic 
cedema, and has relieved itching in dermatitis ; 
moderate relief has been claimed in chronic allergic 
rhinitis; but in asthma the results have again been 
poor.2° The side-effects of pyribenzamine are similar 
to those of benadryl and are fairly common but mild. 
Lately, HALPERN and his colleagues #4 in France 
have introduced yet another group of anti-histamine 
drugs, this time derivatives of thiodiphenylamine, 
known as ‘ 3015RP’ and ‘3277RP.’ Experimentally 
these have been shown to be less toxic and very much 
more potent than the antergan group, and they have 
been successfully used in cases of urticaria. 
_ Here, then, we have some new recruits to the élite 
class of specific remedies, and sufferers from hay-fever 
and the like are duly thankful. But it should not be 
forgotten that the anti-histamine drugs are at best 
only palliatives; they do not remove the need for 
attempts to recognise the allergen and eliminate it 
or to desensitise the patient. Nevertheless, in the 
hands of the research-worker, they may well lead to 
fundamental advances in the study of allergy. The 
drugs can be used to distinguish weals caused by release 
of histamine from those produced in other ways °? ; 
or to decide what elements of anaphylaxis are attri- 
butable to liberation of histamine from the tissues.?? 
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It has been found, too, that the drugs block all the 
actions of histamine except its stimulation of gastric 
acid secretion. This makes it possible to inject large 
doses of histamine plus an antagonist in experimental 
studies of peptic-ulcer production.24 It also throws 
some light on the mode of action of the anti-histamine 
drugs. The mechanism is still doubtful; one view, 
based on the observation that the amount of his- 
tamine antagonised bears a quantitative relationship 
to the amount of anti-histamine drug injected,?5 
is that the drugs compete with histamine for a 
site of action or receptive substance, in the same 
way as para-aminobenzoic acid competes with the 
sulphonamides. 


Matters of Life and Death 


WE welcome the appearance of the text of the 
Registrar-General’s .Slatistical Review for 1938 and 
1939,2° both for its account of the vital events of the 
last years of an uneasy peace, and even more for its 
commentary on the first fruits of the Population 
(Statistics) Act of 1938, whose inquisitorial nose was 
so firmly tweaked by Sir ALAN HERBERT. We may 
share A.P.H.’s distaste for the intrusion into private 
lives entailed by the questions about the, dates of 
marriage and the birthdays of children, but this is 
certainly a case where the ends justify. the means. 
These ends are quite clear. This country now faces 
the problem of an increasing proportion of older 
people with declining numbers of the young adults 
on whose working capacity the future depends. The 
problem stems from the low birth-rate between the 
two wars, culminating in 1939 when, with a rate of 
15 births per 1000 of the population, we shared with 


-France the melancholy distinction of the lowest rates . 


in Europe. The post-war boom in the birth-rate, if 
it continues, will of course have its ultimate effect ; 
but it will not tide us over the interim period until 
the children born in.recent years attain maturity. 
As a profession we can do two things to minimise 
the scriousness of the situation now developing: we 
can blunt the worst effects of the inter-war lapse 
by reducing the mortality among potential mothers, 
and we can try to prolong the useful and happy 
working lives of older men and women. On the larger 
questions involved we must echo the cri-de-coeur of 
the R.A.F.—“ give us the gen.” For without the 
“ general information,” which only vital statistics 
can provide no decisive action is likely. 

The marriage habits of a country tend to reflect 
the psychological reaction of the people to the social 
and economic conditions of the time. Marriage-rates, 
which were depressed during the slump years of 1926 
and 1930-32, were rising steadily before the late war. 
Even more important was the fact that people were 
tending to marry younger. The favourable marriage 
position is indicated by a fall in the proportion of 
spinsters remaining unmarried—l19% at age thirty 
and 11% at forty in 1938, instead of 32% and 20% 
The reverse of the medal, 
however, is less cheerful. The new method of birth 
registration provides statistics to show that one in 
seven of the children now born in this country is the 
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product of extramarital conception and that nearly 
30% of all mothers conceive their firstborn out of 
wedlock. Of married women under twenty, between 
40% and 50% were pregnant before marriage; and lest 
it be thought that the under-twenties are in any way 
worse than their older and theoretically better sisters, 
it is pointed out that taking all extramarital concep- 
tions as a whole, whether later legitimised or not, 
the rates of irregular maternity are highest among 
women of twenty to twenty-four (36°0 births per 
1000 unmarried women), gradually decreasing to a 
rate of 4.0 per 1000 in those over forty. The extensive 
range of these sexual irregularities indicates that 
despite the availability of contraceptive methods “ a 
large proportion of our children continue to arrive 
other than at the conscious and deliberate intention 
of their progenitors.” The medical implications of 
these facts are seen in the statistics of infant mor- 
tality. In the first days of their lives the mortality- 
rate among illegitimates is more than twice that 
among legitimates. The precise causes of death 
responsible for this difference are hard to assess 
owing to the vagueness of certification in conditions 
like congenital debility and enteritis ; but syphilis is 
clearly one of the principal reasons for disparity, 
followed by diarrhoea and enteritis, prematurity, and 
congenital debility. 

Despite a general improvement in mortality-rates 
among the adult male population, there has been a 
dramatic rise in the wastage from cardiovascular 
disease of the degenerative type in men over forty. 
Comparing the male and female death-rates in 1939 
with those of 1921-30, we have the following 
percentage increases in the death-rates from 
_coronary and myocardial disease, arteriosclerosis, and 
_ senility : 


45— S50— 85— 680-— 65— 70— 75+ 
Males +130 +157 +137 +115 +83 +58 +39 
Females ... + 78 + 76 + 79 + 81 +78 +53 +32 


It is perhaps significant that these excessive rates 
weigh most heavily upon men who were between 
twenty-five and forty-four years of age during the 
war of 1914-18. Similar dramatic 
apparent in the standardised death-rates in cancer of 
certain sites; mortality from lung cancer in- 
creased by 78% from 1931-35 to 1939, cancer of the 
_ testis by 14%. Despite the difficulties of certification 


in deaths from multiple causes among the aged, 


these events can hardly be explained entirely by 
improvements in diagnosis or changing fashions ‘in 
nomenclature. They remain as a challenge to further 
research. In that research the demand will be 
always for more facts, and these facts must come 
from the general practitioners of this country. “A 
death rate,” as WILLIAM FARR said, “is a fact, any- 
thing beyond this is-an inference ” ; but the specific 
death-rate for any disease is a fact only if its 
certification is at once complete and accurate. At 
both ends of the age-scale, death certification lacks 
the precision it has attained for childhood and young 
adult life ; yet the importance of adequate information 
about these periods is surely manifest. Let us look, 
therefore, upon the certification of death not as a 
chore demanded by a bureaucratic machine but rather 
as an opportunity to contribute to the science of 
medicine. 


increases are. 


Annotations 


| IN MEMORIAM 

THE young have eyes only for the road ahead; but 
as they grow older they begin to glance back, and finally 
they stop to study quite openly the way they have come. 
This is the true luxury of age ; and happy is he who 
can relish it. In his imagining each lingers over some- 
thing. different, for there are many roads and many 
eyes; but the best-remembered images usually have 
this in common, that they spring from an experience. 
shared. A common aim, a common interest, or perhaps 
a common peril has swelled the store of happy experience. 
For those who served in the war that is past the strange 
experience is not yet clear in its full form and size. 
But one thing is certain: the memory will continue. 
What will be best recalled is not the dragging days of 
boredom, the long hours of work, or the brief encounters 
with danger, but those with whom these times were 
spent. Not all returned ; and some came back scarred. 
by battle; General Hood has appealed 1 for a memorial 
to the two thousand men of the Royal Army Medical 
Corps who were’ killed; it is to be a living memorial, 
to help the injured and the relatives of the dead. Those 
who served will need no second bidding, and in answering 
this call they will brighten their memories ; while those 
who did not serve will wish to give in thanks that they 
were served so well. - 


THE COMMON COLD 


' THE common-cold research unit at - -the Harrad 
Hospital, Salisbury, has now been working for ten months, 
and the 2000 volunteers who.came forward after the 
recent newspaper appeal have assured a supply suflicient 
for the rest of this year. Results of initial experiments 
were given to the epidemiological section of the Royal 
Society of Medicine at a meeting in Salisbury on May 2. 

As we have already noted,? volunteers on arrival are 
isolated in pairs and observed for three days, in case they 
are in the incubation period of a cold. On the fourth day 
they are inoculated with test or control material. In 
work of this character, where the experimental animals. 
are able to express subjective impressions, it is of the- 
first importance that the doctor diagnosing the induced 
colds should be unaware of the nature of the inocula. 
The period of trial is ten days, of which six remain for the 
development and assessment of colds. Since the unit. 
can take only 12 pairs of volunteers at fortnightly 
intervals progress by this method 1s bound to be slow ; 
and the first objective is the discovery of some more 
convenient test for the presence of the “‘ cold ” virus. 

Attempts to cultivate the virus, which have occupied 
most of the investigators’ time, are still only in the 
preliminary stages. Washings from the nose and throat 
of persons in the first or second day of a cold have been: | 
found to provide a satisfactory source of virus. Bacteria. 
are removed from the washing by filtration through 
collodion membranes with an average pore-diameter of 
0-7u. Of 64 volunteers inoculated intranasally with 
- filtrate,.28 developed definite though usually mild colds, 
11 developed doubtful colds, and 25 proved refractory. 
Of the nine filtrates that have been prepared, all have 
induced colds in some of the volunteers. Even diluted 
to 1:100 the filtrates still provoke colds, though with 
less certainty. The filtrates can be stored for at least 
three days at 4°C without apparent deterioration, for 
at least twenty-seven days at —10°C, and for at least 
four and a half months at —76°C. Preliminary filtration 
studies suggest that the size of the virus is under 150 mu, 
but over 30 mu; but the lower size-limit is tentative 
because the starting material was probably of low 
titre. 


1. See p. 698 
2. See Die ‘Jan. 18, p. 108. 
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31 volunteers who, acting as controls, received normal 
broth-saline intranasally, were uniformly negative; but 
of 20 who received normal egg-fluids, 1 developed a 
definite cold and 3 had doubtful colds. Possibly these 
colds were acquired before isolation, aud became manifest 
after a rather long incubation period ; but fortunately 
such “ unauthorised ” colds have been few. Experience 
has shown that in 70°, of induced colds the incubation 
period is two to three days, though it may be as short as 
twenty-four hours or as long as six days. The volunteer 
seems to be equally susceptible whether he has had a 
cold within the past month or has been free for over six 
months. A possible, though unlikely explanation is that 
the filtrates contain a virus different from that currently 
producing natural colds; or a general immunity may in 
some be more important than a transient specific 
immunity. 

DRINKER’S PROGRESS 

ALCOHOLICS Anonymous is an American fellowship 
of heavy drinkers, some cured, some newly joined in 
the hope of cure. New members who live in remote 
places get a steady flow of helpful letters, mostly by 
air-mail, from others who have been through a like 
experience and who talk their own language; town 
members, whenever their longing for a drink beeomes 
unbearable, can ring up a cured member, at whatever 
time of the day or night, and are encouraged to talk 
with him or go walking with him. Some pieces of advice 
are given to all who join: they are told that “‘ A.A. will 
work if you want it to work,” and are urged to say to 
themselves on waking, not that they will give up drink, 
but that they will not drink for this one day. They 
are taught to eat sweets to replace the sugar which 
they were previously getting from alcohol. “ The 
technique,” one recovered alcoholic writes} “‘. .. was not 
to push, or even to lead, but to walk with you and 
offer you something you need—if you want to accept it.” 

A.A. claims 75% of successes in the treatment of its 
members: half of them are able to stop drinking at 
once, and a further quarter stop after one or two lapses ; 
a quarter fail, or lose touch with the fellowship. There 
is no charge: a sincere desire to stop drinking is the 
only thing required of new members. 

Among other work, A.A. has provided research 
material; and two monographs,? reprinted from the 
Journal of Studies on Alcohol, have lately thrown light 
on alcoholism from data made available by the fellow- 
ship: one is an analysis of the results of a survey into 
phases of the drinking habits of alcoholics conducted 
through the Grapevine, the national organ of the Alcoholic 
Foundation, New York; the other sets out detailed 
histories and the psychological findings in ‘‘ compulsive ” 
drinkers, most of whom were members of the fellowship. 
The Grapevine survey was made by means of a ques- 
tionary which members of the organisation were asked 
to fill in, so that it could be learnt at what ages those 
events occurred which, in the experience of recovered 
drunkards, are critical turning-points. Dr. E. M. 
Jellinek’s analysis of the replies is illuminating in 
its reasoned rejection of some widely held opinions and 
acceptance of others. Solitary drinking at an early 
stage, and bouts with subsequent amnesia for what 
happened in them, are ominous signs: about two 
years after the first of such amnesic bouts the man usually 
finds that he is constantly drinking more than he had 
intended ; this is the crucial phase. Ife next begins to 
rationalise his conduct (“I can stop it if I want to,” 
““I never get drunk without a good reason ”), and 
thenceforward, unless circumstances prevent him or 


1. Jeeader’s Digest, 1946, 48,9. Article condensed from the Grapevine, 
2. Studies of Compulsive Drinkers: HrrMAN WOoORTIS, M.D, 


LEONARD SILLMAN, M.D., FLORENCE HALPERN, M.A. New 
Haven: Hillhouse Press. Pp. 90. S}. Phases in the 
Drinking History of Alcoholics: E. M. JELLINEK, 8C.D. 


Memoirs of the Section of Studies on Alcohol, Yale University. 
No. 5. New Haven: Hillhouse Press. Pp. 99. $1 
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insight develops, his course is set for steady alcoholism. 
About a year after the process of rationalisation has 
begun (at the average age of 30) he starts taking a drink 
first thing in the morning, so that he can face the day 
before him. About a year, or perhaps as long as three 
years, after this he begins to indulge in bouts of drinking 
without regard to his family, work, or other obligations. 
Solitary drinking, which had been practised sooner or 
later by 90% of the ex-alcoholics who answered the 
questionary, Was closely associated with ‘‘ antisocial ” 
acts—quarrel-picking, brawling, violent jealousy. A 
still later phase was characterised by tremors and 
indefinable fears: this usually developed after about 
another three years of excessive indulgence. Two 
years later the subjects realised that they ‘‘ were licked ” ; 
they could not control their drinking or rescue themselves 
from their degradation. It was after they had reached 
this nadir that they got in touch with Alcoholics Anony- 
mous. There were of course wide variations in the length 
of interval between these phases in the drinking history of 
individuals, and in a few cases the order in which they 
developed was atypical, but in most the drunkard’s 
progress had been towards a predictable downfall ; 
the length of time between prodromal symptoms and the 
lowest point before recovery was, in the shortest instance 
in the survey, 12 years, and in the longest, 18 years. 
Jellinek concludes his analysis with the design of a much 
more comprehensive and skilful questionary which could 
be used in any study of the history of recovered alcoholics 
to discover significant prognostic factors. 

The other study fills a surprising gap in psychiatric 
knowledge by providing authentic and detailed life- 
histories of a number of drunkards, most of them well- 
educated men and women from upper social and economic 
levels. The histories make gloomy but absorbing read- 
ing; and though the dénouement is often satisfactory 
enough for the quondam drunkard, he leaves in his wake, 
as he progresses towards ultimate reformation, such a 
trail of misery as to put the reader in mind of that 
Mr. Wilson whose story was once heard by Joseph. 
Andrews and Parson Adams. 

Psychological tests given to 47 of these alcoholics 
consisted of the Rorschach inkblots, the vocational 
interest indicator of masculinity and femininity, and the 
level of aspiration test. The results showed the alcoholic 
to be an unstable, restless person who does not withdraw 
in the face of difficulties or adjust to them, but treats 
them as a challenge ; he takes chances, refuses to recog- 
nise his inadequacies, and denies any confli¢t within 
himself. He exposes himself to the risk of failure, 
inviting rather than avoiding trouble. ‘ 


GESTATION PERIODS 


THE whole gamut of mammalian gestation periods, 
from the elephant (about 620 days) to the opossum 
(about 12 days), is accurately recorded in the second 
edition of Kenneth’s! comprehensive and _ well-docu- 
mented tables. His figures offer some support for the 
belief of Aristotle and “William Harvey that the length 
of pregnancy is directly proportional to the size or 
weight of the animal, but several exceptions must be 
admitted—compare the hippopotamus (about 240 days) 
and the lion or tiger (about 110 days) with the human 
(280 days). Needham? maintains that despite such 
discrepancies the log. of the adult weight—or, better, 
the birth-weight—of an animal is directly proportional 
to the log. of its gestation period. 

Among several figures for human gestation periods 
Kenneth gives the longest recorded menstruation-labour 
interval as 351 days and the shortest as 196 days. 
1. Kenneth, J. H. Gestation Periods. A Table and Bibliography, 

Technical Communication no. 5. 2nd ed. Imperial Bureau of 
Animal Breeding and Genetics, Edinburgh. 1947. Pp. 30. 3s 
From Central Sales Branch, Imperial Agricultural Bureau, 


Penglais, Aberystwyth. 
2. Needham, J. Sci. Progr. Twent. Cent, 1930-31, 25, 251. 
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The medicolegal importance of such cases is obvious ; 
the law has “indeed recognised a gestation period of 
331 days.2 The average period is “280 days, but the 
observations of Hotelling and Hotelling * and Anderson 
et al.5 indicate significant racial differences ; the average 
gestation period of the American negro, for example, is 
a few days less than that of the white American. 

Kenneth notes several instances of the “‘ fertilisation- 
labour ” interval—which should be termed the “ coitus- 
labour.” interval because the exact time of fertilisation 
of the ovum cannot be readily determined in the human 
subject. The coitus-labour period is a more accurate 
approximation to the absolute length of pregnancy than 
the menstruation-labour interval, often and conveniently 
used in obstetric practice. Further information about the 
coitus-labour interval could be gained from studies on 
artificial insemination or the correlation of a single act 
of coitus with the result of an Aschheim-Zondek or similar 
test some 3-4 weeks later. Venning ë has shown that 
adrenal corticoid excretion is increased in the first trimester 
of pregnancy. If corticoids, in addition to hormones 
derived from the chorion or the anterior lobe of the 
pituitary, are excreted in the urine shortly after implanta- 
' tion and embedding of the ovum, the elaboration of more 
sensitive tests for their identification might well replace 
the Aschheim-Zondek and similar tests as the earliest 
proofs of pregnancy. 


A NEW CORONARY VASODILATOR 


A DRUG capable of active coronary vasodilatation 
without reduction of the blood-pressure or increase in 
the pulse-rate would clearly be valuable. These proper- 
ties are claimed by Anrep and his colleagues ” for khellin, 
the active principle of Ammi visnaga Lam. This plant, 
which grows wild in Eastern Mediterranean countries 
and in Arabia, has for centuries been a popular remedy 
in Egypt for renal and intestinal colic; and in 1934 
the tincture and decoction were included in the Egyptian 
pharmacopeia. 

The active principle, a di- methoxy- methyl-furano- 
chromone, has been carefully investigated. In heart- 
lung preparations from dogs the minimal active concen- 
tration .was found to be about 1: 2,000,000, while 
concentrations of about 1: 200,000 produced a three 
to fourfold increase in coronary blood-flow. The same 
effect was obtained in the intact animal, provided the 
dose did not exceed 2 mg. per kg. body-weight. It is 
thought that khellin acts directly on the muscle-fibres 
of the blood-vessels and that the apparently selective 
response by the coronary vessels is due to their particular 
sensitivity. The drug has now been used in over 150 
patients ; and with single or repeated doses of 100 mg. 
intramuscularly, or with 50-100 mg. by mouth thrice 
daily, the results are said to be “ extremely encourag- 
ing.’ Among 38 patients with angina pectoris the 
response was satisfactory : in 13 who received 40 mg. 
thrice daily, one to three days being required for the 
full effect ; of 9 treated by intramuscular injections of 
90 mg. daily, or 120 mg. on alternate days, 8 responded 
well; while of 16 severe cases treated by a combination 
of intramuscular and oral therapy, 14 responded well. 
This dosage was given daily for 2-5 weeks to 8 patients 
with coronary thrombosis; and these too were appa- 
rently benefited. Full trial of the drug is thus justified. 

That khellin may have further uses is suggested by 
the observation that after a single intramuscular injec- 
tion of 200-300 mg. ‘‘ complete and prolonged relief ” 
was obtained in 41 out of 45 patients with severe bron- 
chial asthma; and even this fairly large dose had no 


- Gaskill v. Gaskill. See Lancet, 1921, ii, 357. 
. Hotelling, H., Hotelling, F. Amer. J. Obstet. (ynec. 1932, 23, 643. 
- Anderson, NLA. PTowu; E. W., Lyon, R. A. Amer. J. ’ Dis. 
Child, 1943, 65, 52 
Ge Venning, E. H. Pndoerin oao, 1946, 39, 203. 
7. Anrep, G. V., a Ou G. S., Kenawy, M. R., Misrahy, G. 
Brit. Heart J. 1946, , 171; Lancet, April 26, p. 557. 
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effect upon the blood-pressure.. It has, moreover, 
relieved attacks resistant to adrenaline and amino- 
phylline. Whether, as suggested, khellin is safer than 
aminophylline, is not yet certain, for experience with it 
is so far small. If, however, khellin is to come into. 
general use preparations of it must be purified and 
standardised ; for there is some evidence that the 
impurities in Ammi visnaga may be toxic. 


PLEURISY AND TUBERCU LOSIS 


In 1911 Köster and Allard published a classical report 1 
indicating that “primary” pleurisy with effusion was 
followed in nearly 50% of. cases by pulmonary tuber- — 
culosis. Later investigations, however, have yielded less 
alarming figures, and a study by Lassen and Kjaergaard 
in 1935 suggested that only some 8% become tuber- 
culous. Opinion on the best treatment is still divided, 
as is shown by two recent papers. In one, Jervell and 
Istre ? found that of 143 cases of primary pleurisy, 
observed for 1—5 years, pulmonary tuberculosis developed - 
in 11, with 4 deaths. Apart from the effusion the radio- 
logical findings were negative in 100, of which 3 
subsequently showed signs of pulmonary tuberculosis. 
There was no subsequent history of tuberculosis in any 
of the 24 cases showing hilar adenitis,.or of the 28 
showing homolateral pulmonary infiltration. Tuberculosis 
did, however, develop in 2 of the 3 with pulmonary 
infiltration on the side opposite to the effusion, and in 
6 of the 7 with bilateral infiltration. Jervell and Istre 
conclude that the patient with a primary effusion need 
very rarely be submitted to the hardships of an artificial 
pneumothorax. 

This is not the view of Nilsen,? who*has followed. up 
138 cases for an average of 4!/,, years. His routine 
treatment of these patients consisted in aspiration of the 


. fluid, with air replacement at atmospheric pressure. Of 


the 138, 18 developed some form of tuberculosis, which in 
8 proved fatal; and in more than half of these 18 cases 
the disease developed within a year of the pleurisy. 
Nilsen, though not suggesting a sustained pneumothorax 
for every case of tuberculous pleurisy with effusion, 
advocates this treatment when there is homolateral infil- 
tration, or when the sputum contains tubercle bacilli 
and there is no evidence of contralateral infiltration. 


ADVICE ON THUNDERSTORMS 


THE East African Medical Journal 4 is usefully confident 
about behaviour in thunderstorms. The best place to be, 
it affirms, is inside a house with all doors and windows 
closed and not too near the fireplace ; “ to seek further 
safety in a cellar or clothes cupboard is not necessary.”’ 
Lightning is apt to come through an open window with 
wind and rain. If a chimney is struck, bits of masonry 
and metal may be blown out into the room and cut an 
occupant’s legs. The neighbourhood of the main switch 
and meter are also best avoided, since they may 
be blown up and burnt out if lightning strikes the supply 
wires; and it is advised that the lead-in wire from the 
aerial to a radio set should be fitted with a switch so that 
both may be earthed when thunder is about. 

Open windows, doorways, and verandas are dangerous. 
If it is impossible to seek sanctuary in a house or a closed 
motor-car any solid shed will do, especially if doors and 
windows can be shut. A shallow shed with one side open 
is said to be little safer than the open air. Crowds of 
people and herds of cattle seem to be mildly attractive 
to lightning. If one is far from home or shelter when the 
storm breaks the best plan, it seems, is to lie down in a 
ditch or hollow until it is over; but the writer of the 
article had no hope that this advice would be widely 
followed. Single trees, wire fences (which may carry a 


1. Hygiea, Stockh. 1911, 73, 1105. 
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fatal charge for miles), walls, hedges, river banks, and 
ponds are dangerous ; but apparently the heart of a wood 
is fairly safe. Finally, the person who is going to be 
struck. is better wet than dry: for wet clothing will 
short-circuit some of the current. In the same issue 
Dr. T. H. White and his wife report the case of two 
children in England, sheltering under one umbrella 
beneath a high wall, and standing in a pool of water. 
They were struck and killed outright. 

Mrs. White herself had a strange experience from secondary 
discharges when lightning struck the ground some 60-70 feet 
from the room in which she was with her 15 months’ baby. 
The room filled with a great flame, as it seemed, but she- 
heard no sound. She felt as though the floor and ceiling were 
giving way, and seemed to see the baby screaming and debris 
falling. She was numb and stiff from the chest down and 
tingling all over. She remembered beginning to scream, and 
next remembered finding herself on a neighbour’s veranda 
200 yards away, without knowing how she got there. The 
numbness subsided, but the tingling became worse and she 
had a violent headache. The baby was dazed and pale for 
about five minutes after reaching the neighbour’s house, but 
then recovered and walked about. Three hours later Mrs. 
White was still suffering from shock with dilated pupils and 
stiff limbs, but with a slow pulse. She had no burns or bruises. 
Next morning the baby was normal and so was | she except for 
some stiffness of the neck. 


She and her husband comment that a house with a 
galvanised-iron roof and a veranda all round closed in 
with mosquito gauze should be nearly lightning-proof, 
since it forms in effect a Faraday cage—a closed conductor 
inside which there can be no charge. 


THIOURACIL AND THE HEART 


As.a remedy for heart-failure and angina pectoris total 
thyroidectomy has never found much favour in Britain ; 
for it is an irreversible procedure with a considerable 
operative mortality. Not unnaturally, thiouracil has 
lately been suggested as asubstitute. Raab,! who attaches 
importance to adrenergic discharges in the pathogenesis 
of angina pectoris, reports favourably on thiouracil, 
ascribing its efficacy to “a diminution of myocardial 
sensitivity to heart-anoxiating, angina-producing epi- 
nephrine and sympathin discharges.” Of his 10 patients, 
7 responded satisfactorily, 1 was slightly improved, 1 
showed no improvement, while 1 died as the result of 
a coronary occlusion during treatment. The dose of 
thiouracil in the early stages ranged from 0-4 g. to 1-2 g 
in divided doses daily, with 0-1 g. as a daily maintenance 
dose. 

A very different view is taken by DiPalma and 
MaGovern,? who hold that thiouracil is indicated in 
angina pectoris only when the basal metabolic rate is 
raised, or as a test in the selection of patients for thyroid- 
ectomy. Their conclusions are based upon a small series 
of 8 patients, of whom 6 had had coronary occlusion and 
l had severe rheumatic aortic incompetence ; in only 1 
is the result described as excellent, and in 5 it was poor. 
The daily dose of thiouracil was 0-6 g., given in divided 
doses, and the duration of treatment ranged from three 
weeks to over a year. In 4 cases treatment had to be 
stopped because of toxic reactions—skin rashes or 
dyspnea. During treatment 1 patient had a coronary 
‘occlusion, and 1 developed dyspnma attributed to water 
retention. This latter reaction to thiouracil has already 
been described ?; and DiPalma and MaGovern refer to a 
patient with hypertensive heart-failure, not included in 
their series, in whom administration of thiouracil was 
followed by recurrence of‘subcutaneous and pulmonary 
edema. On the other hand, Sharpey-Schafer 4 has used 
thiouracil successfully in patients with severe congestive 
heart-failure who had not responded to treatment by 
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rest in bed, digitalis, and organic mercurial diuretics. 
He divides his cases into two groups: low-cardiac-output 
failure (hypertensive and valvular heart disease), and 
high-cardiac-output failure (heart-failure with emphy- 
sema). In the former thiouracil decreased arteriovenous 
oxygen differences and the resting oxygen consumption, 
while in the latter it reduced the high cardiac output to 
normal through a decrease in oxygen consumption and an 
increase in the arteriovenous oxygen difference. Dosage 
was high—1-3 g. daily for up to 275 days. It is clear that 
further work is required for the assessment of thiouracil 
in both angina pectoris and congestive heart-failure. 


NEW OUTLOOKS ON INDUSTRY 
“, , . to know, as Cromwell’s picked captains knew, 
‘what they are fighting for, and to love what they know,’ 
to be informed and consulted about the job and their part 


in it. It is no longer sufficient that a man should ‘ do 
what he is — well told,’ and leave the worrying to the 
‘ bosses.” ” 


Mr. H. E. G. West,} managing director of Newton 
Chambers & Company, writing on the conversion of 
management into leadership, heads his article “ A 
Matter of Confidence ?” ; and confidence only comes 
when the men realise that the management is treating 
them sincerely. Such sincerity, initiated at the highest 
level of management, must be transmitted to the lower 
levels. “ I believe,” he says, ‘“‘ joint consultation is 
possible in every industrial unit at almost every level.” 
If the men are to know what they are doing they must 


‘be given some insight into the work of the firm. His 


firm has arranged short training courses for groups of 
15-20 men and women returned from the Forces; this 
“ reinstatement week ”? gives them a chance to see the 
entire background of the industry and its relation 
to the firm’s activities. The young people entering the 
firm from school have the various departments and 
activities explained to them by senior managers and 
executives ; business-training pupils have been asked 
to “log ” the instruction given in their first month and 
the impression the managers made on them. ‘“ The 
comments in those journals were often illuminating, 
indeed salutary, to the lecturers.’ Training of these 
kinds have spread understanding and good will, and 
have no doubt had other good results, raising self-respect 
and encouraging initiative; but training courses, Mr. 
West points out, will not supply deficiencies in transport, 
canteen service, ventilation, heating, lighting, tools, 
clothing, health services, or safety precautions. Dr. 
R. S. F. Schilling,? writing on the next steps in industrial 
health services, brings this home. The shrinking’ man- 
power in dirty and unattractive industries—notably the © 
mining, foundry, and textile trades—and shorter hours of 
work, will oblige management to depend for increased 
production on more mechanisation,: better layout, and: 
improved methods. Toxic and dust hazards, once the 
doctor and chemist have made their nature clear, must 
be prevented largely by the engineer. The selection 
of workers for various tasks, and accurate job-analysis, 
falls to the psychologists; human relations must be 
studied with the help of social scientists and welfare 
officers. 

Mining presents special problems: in the three years 
1943-45 accidents to miners causing incapacity ‚for 
more than three days came to more than 170,000 yearly ; 
and nearly 1900 miners were killed in the three years by 
accidents at work. In 1944 more than 12,000 miners 
or their dependants were granted compensation for 
industrial diseases, the most important being pneumo- 
coniosis, “the beats,” and nystagmus. It is hardly 
surprising that many of the older miners discourage their 
sons from entering an occupation with such risks. Dr. 
Schilling suggests “that. a comprehensive health service 
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‘for the mines must make use of physicists, physiologists, 
and engineers as well as doctors, to reduce dust, improve 
bad lighting, and restrict causes of accident to the 
unforeséen. All new miners should be examined on 
entry, and those working on the face should be examined 
at intervals, to ensure that only those fit for this ‘work 
are employed on it, and that those who show early signs 
of pulmonary disease are removed from it. 

Commenting on an article è? on the care of the aged by 
Mr. Seebohm Rowntree, the editor of Industrial Welfare 
notes that the capacity for work and ability to learn 
has been shown to be much higher among the ageing 
than is usually assumed, and that their speed of work, 
reliability, and absence-rates compare very favourably 
with those of younger workers. Once physical power 
has declined they can hardly be used in heavy industries, 
of course, but he suggests that in the lighter trades— 
as the textile industry has proved—our labour force 
could be much augmented by allowing older men and 
women to continue in full or part time work. 


PHYSICAL ANTHROPOLOGY 


In the last decade or two the science of physical 
-anthropology has enlarged its horizon, multiplied many 
times the number of its unofficial devotees, and tran- 
scended its name. The metamorphosis is largely due to 
these unofficial professionals, for there are only a handful 
of self-styled physical anthropologists, and in any case 
advances have mostly come from fields outside the old 
science. The development of the blood-group investi- 
gations was perhaps the beginning. With it came the 
promise of ever-increasing data on human genetics, and 
of a clarification of the old muddled problems of race 
classification and race origins. In America in the 1930's 
ambitious studies of child growth began ; anthropometry 
has gradually become dynamic. Physiologists of all 
sorts, but especially those concerned with endocrinology 
and those interested in man’s adaptation to artificial 
environments, began to contribute. Psychologists like 
William Sheldon in America and Cyril Burt in England 
revivified and extended the constitutional studies of 
the old Italian school of clinical anthropologists ; their 
findings seemed, too, to hold the germ of yet more 
interesting investigations on the psychological correlates 
of physique and physiological function. Meanwhile, in 
the more familiar territory of palzoanthropology and 
- comparative anatomy, material has been accumulating 
faster than ever before. 

All this activity is well portad in a new American 
Year Book of Physical Anthropology, whose first number 
has belatedly come to hand. The year covered is 1945, and 
the book is a paper-bound collection of reprints of twenty- 
six articles. A particular effort has been made to gather 
contributions from journals off the anthropologist’s 
beaten track, and none from the American Journal of 
Physical Anthropology is included. All, however, are in 
English, and we may hope that in future years French, 
Swiss, Scandinavian, South American, and Russian work 
will find a place. Nevertheless, most of the new—and 
old—interests of physical anthropologists are well repre- 
sented, though there is little on growth or physique and 
nothing on human physiology. 

A long article comes from Franz Weidenreich on fossil man in 
Java, with a welcome tabulation of all hominid fossils dis- 
covered there up to 1941. W. E. Le Gros Clark contributes 


two further papers on pal:voanthropology. Adolph Schultz. 


and William Strauss jun. are represented by a contribution 
on the number of vertebræ in the primates, which will long 
remain the most informative account of this subject ; it gives 
a classification of primates and a considerable bibliography. 
Papers on functional anatomy are particularly plentiful, and 
include two by H. Haxton on joint structure and movement, one 
on the structure of the external nose, and another on variations 
in the form of the vertebral border of the scapula. No fewer 


3. Ibid, p. 46. 
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than five articles are devoted to some aspect of tooth formation 
or evolution ; , but there is only one on human genetics—by 
L. H. Snyder and F. Blank on the inheritance of the shape of the 
sella turcica. Finally, an entire chapter of Alexander 
Wiener’s Blood Groups and Transfusion is reprinted, with 
tables of racial distribution of the ABO and MN characters 
complete to 1943. It comes as something of a shock to find 
in this chapter only a few paragraphs on the Rh groups—so 
quickly has the subject developed—-but a table of these up 
to 1945 is included in a further article by the same author. 


This yearbook in short contains much information of 
interest to those who are not primarily anthropologists, 
as well as a useful conspectus for those who are. 


VENEREAL DISEASE IN BRITISH WEST AFRICA 


SMALLPOX, dysentery, cerebrospinal fever, plague, 
typhus, rabies, leprosy, yellow fever, malaria, black- 
water fever, trypanosomiasis, bilharziasis, filariasis, 
infestations with intestinal worms, yaws, and dietary 
deficiencies are but a*few of the special problems con- 
fronting the medical authorities responsible for the West 
African colonies, and somewhere in this long list have 
to be fitted tuberculosis and venereal diseases. The 
Colonial Medical Service is hopelessly understaffed for 
the job—in Nigeria, for example, there is only one 
doctor per 130,000 of population. 

No-one who served with the Forces in that area can 
have failed to be impressed by the high incidence of 
venereal disease among the African troops, and, though 
the task of obtaining a substantial improvement may 
appear impossible, the problem is multiplying as long 
as nothing energetic is done. Judged by the published 
medical statistics of the four colonies the venereal 
disease situation would not appear to be so bad as for 
some of the other diseases listed. The annual medical 
report for 1943 shows that in the Gambia, for example, 
1555 patients were treated in the hospitals and dis- 
pensaries for venereal disorders—a ratio of 7:77 per 
thousand of the population of 200,000. However, in 
the African troops stationed there in 1944, when the 
majority of sufferers were seen by a doctor, the ratio 
was 120 per thousand. In Sierra Leone, with a popula- 
tion of 1,770,000, in 1943 some 3880 of such patients 
were treated in the civil hospitals,! or 2-19 per thousand 
of the population, but in the Army the ratio in 1944 
was as high as 279 per thousand. In the Gold Coast 
the annual report for 1943 reveals an even wider 
difference—11,903 civilian patients of the 3,790,000 
population were treated, or 3-14 per thousand, while the 
Army figures reached the staggering total of 500 per 
thousand or 50% per annum. Of the 20!/, million in 
Nigeria, only 44,625 patients ‘are reported as treated 
by the civilian authorities in 1943, a ratio of 2-17 per 
thousand. Comparable Army figures for 1944 are not 
available, but the estimated incidence of gonorrhea 
alone in West African personnel was in the astronomical 
region of 625 per thousand. Thus, taking the four 
colonies together, in 1943 the civil authorities treated 
some 62,000 cases of venereal disease in a population of 


26'/, million; while in 1944 the Army treated 27,800 


such cases out of about 60,000 African troops. 

It is evident from these figures that only a few drops 
are being pipetted from a vast cesspool, and it is to be 
hoped that future methods employed in tackling this 
problem will include not only better treatment for the 
small nucleus already secured but an imaginative scheme 
aimed at substantial portions of the whole. That there 
are regions of comparative freedom is shown in the 
difference in the numbers involved in the Gambia and, 
say, Nigeria. In 1938 Purcell? said he had treated over 
5000 cases of yaws in the Northern Territories of the 
Gold Coast in a tribe where there was no gonorrhea 
or clinical syphilis. Therefore even in the more infected 


1. Willcox, R. R. Brit. J. vener. Dis. eee 22, 65. 
2, Purcell, F. W. JV. Afr. med. J. 1938, 7, 96. 


nucleus pulposus compressing the nerve-root, 
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colonies there are islands of comparative cleanliness 
where a start with hope of extension could be achieved. 

Until a fully comprehensive operation can be launched, 
the best line is to concentrate on making one class of 
African reasonably clear—that is, the educated African. 
If these are taught, in the schools and universities, and 
by all means possible, how to dislike and avoid venereal 
disease and where to get treatment if they become 
infected, then slowly, as the clerks, telegraphists, and 
printers emerge from their technical training, they will 
also be “ V.D.-conscious.”” Then one day, perhaps, 
gonorrhoea will be regarded as an unpleasant disease 
to be nd of and not as a rather annoying variant of 
normality. 


MORE PITFALLS IN DIAGNOSIS OF ANGINA 


Taer fact that cervical arthritis nay cause precordial 
pain has been known for some time,! and two American 
workers ? report a series of cases in which angina pectoris 
was closely simulated by ruptured intervertebral disks 
in the lower cervical spine. Of 30 patients with this 
lesion, there were 7 in whom the differential diagnosis 
between ruptured cervical disks and coronary disease 
had to be carefully considered. These subjects had 
precordial pain, sometimes radiating to the shoulder and 
into the arm. In some this was associated with exertion 
and accompanied by dyspnea; in others the pain 
occurred at rest but was so severe that, being accom- 
panied by dyspnea, it immediately suggested myocardial 
infarction. Only by careful examination was the possi- 
bility of coronary disease excluded. In 3 the diagnosis 
was confirmed at operation, which revealed a herniated 
and the 
removal of the herniated nucleus led to complete relief 
of pain. In a 4th case the precordial pain occurred only 
after operation, but was finally relieved by neck retraction. 

In establishing the diagnosis the important points are 
a history of trauma to the neck, and the radiation of the 
pain which is sometimes rather diffuse. With a ruptured 
disk, pain which is related by the patient to exertion 
turns out to be due to strain on the neck or shoulder ; 
another useful guide is a history of repeated attacks of 
numbness in the fingers. Examination may show wasting 
of the pectoral muscles, or of the biceps, triceps, or small 
muscles of the hand. The pain may be reproduced by 
pressure on the head or over the affected nerve root in 
the brachial plexus, and radiography often reveals 
characteristic changes in the spine. Where the diagnosis 
is still in doubt the lack of response to nitrites is a pointer. 

Why a ruptured intervertebral disk should cause 
precordial pain is still unexplained, but it is noteworthy 
that in one patient in this series pressure on the annulus 


fibrosus at operation reproduced the precordial pain of 


which he had been complaining. 


LOCUST BEANS IN INFANTILE DIARRHEA 


A METHOD of treating infantile gastro-enteritis, which 
has been favourably reported on in Italy, uses a flour 
made from the beans of Ceratonia siliqua, an evergreen 
tree of the order leguminoszx, which has spread from the 
Levant throughout the coasts and islands of the Medi- 
terranean as far as Spain. It was introduced into England 
in 1570, and its cultivation in London is recorded in 
Gerard’s Herball. From the earliest times its long bean- 
pods have been eaten by man and lower animals ; they 
were thought at one time to have supported John the 
Baptist in the desert—hence the names “ locust beans ” 
and ‘‘ St. John’s bread.” In Sicily a spirit and a syrup 
are made from them. 

During the Spanish civil war? it was observed that 
poor children, whose food consisted largely of these 


1. ‘Nachlas, I. W. J. AR: Sred, Ass, 1934, 103, 323. 
2. Josey, A. I., Murphey, F. /bid, 1946, 131, 581. 
3. Mozaici Sales, M. Med. esp. 942, $, 563. 
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beans, did not get the diarrhea which was prevalent 
among children of the rich. Moreover, children some- 
times developed obstinate constipation after eating the 
beans. So research into the properties of the beans was 
instituted in Spain? and in Switzerland.‘ Soragni,® in 
Italy, has since treated 11 cases of diarrhoea in children 
with a preparation of locust beans made into a flour with 
starch and cocoa powder by Messrs. Nestlé under the 
name ‘ Arobon.”’ This contains fat 1%, protein 4:5%, 
carbohydrate 40%, “ amido ” 15%, mineral salts 3-5%, 
pectin 1-5%, cellulose 6%, lignin 23:5%, and water 
5°4 ; calorie value 250 per 100 g. The results of treat- 
ment were good, and the success has been attributed 
to the large content of lignin, whose properties resemble 
those of pectin. Neyroud ® thinks that the flour adsorbs 
toxins and also helps to re-establish a normal bacterial 
flora in the gut. Scarzella? has used it to treat diarrhea 
in 23 babies, aged 1-14 months, and has found that 
usually within 12 hours the colour of the fieces changes, 
and their reaction becomes acid instead of alkaline. He 


` emphasises that locust-bean flour must be regarded as 


a medicine rather than a food. 


“A COUPLE OF ASPIRINS” 


For many years now aspirin has been the domestic 
panacea. Toxic reactions, including gastric hemor- 


rhage and anaphylactic phenomena, may be alarming 


but are fortunately very uncommon. A recent American 
report suggests, however, that the safety of aspirin for 
young children has been too readily assumed. Erganian, 
Forbes, and Case® have seen, within two years, 13 
young patients with symptoms attributed to salicylate 
intoxication, mostly after aspirin had been given for a 
“cold.” All showed a’ similar pattern of acid-base 
imbalance which the authors believe to be characteristic 
of this poisoning in the young. The clinical picture 
was of a severely toxic, febrile, apathetic, or even semi- 
comatose, infant, with increased, deep, and pauseless 
respiration, vomiting, and disinclination for food or 
drink. The patients were either very pale or cyanosed, 
and dehydration was pronounced. Spontaneous hemor- 
rhages in the skin and from the gastro-intestinal tract 
were seen in 2 cases. The urine contained albumin, 
casts, and ketone bodies. Treatment consisted in gastric 
lavage, subcutaneous glucose-saline, warmth, and oxygen; 
and to counteract the acidosis M/6 sodium r-lactate was 
injected in Ringer’s solution. In all, except one infant 
of four and a half months who died from renal failure, 
the condition improved within two hours. 

Erganian and her colleagues find that salicyl com- 
pounds in a dosage of about !/, grain per lb. body-weight 
(in six divided doses) in the twenty-four hours tend to 
accumulate in the body; and they think that in infants 
who show no sign of renal failure, diarrhea, diabetes, or 
severe infection the combination of hyperpnea and list- 
lessness with fever should suggest salicylate intoxication. 
The frequency of such poisoning in Britain cannot be 
estimated, but it might be well to adopt the American 
workers’ proposal that aspirin should never be given to 
infants, and that it should be prescribed for young 
children only with caution and a watchful eye for signs 
of overdosage. 


4. Martin du Pan, R. Ann. pediat. 1945, 165, 205; 
Wschr. 1945, 75, 763. 

5. Soragni, E. Lattante, "1947, 18, 78. 

6. Neyroud, M. Ann. qeediat. 1946, ace 113. 

7. Searzella,.M. Minerva med. 1947, OT. 

8. Prone: J.-A., Forbes, G. B., Ca. D. M. . J. Pediat. 1947, 


Schweiz. med. 


REGISTERS FOR 1947.—The Medical Register contains 


76,292 names, being 1159 more than twelve months ago. 


During 1946 2237 names were added, and deaths totalled 
1043. The number of temporary foreign registrations 
has increased by 101 to 3449. 

The Dentists Register contains 15, 266 names—1 56 fewer 
than twelve months ago. 


oe 
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_ THE NATIONAL SITUATION * 
Social Objectives and Economic Necessities 
FROM A CORRESPONDENT 


Ir happens that since 1939 two of the most dramatic 
changes that have ever occurred in our economic life 
have taken place together. 

First, the loss of our foreign assets has precipitated 
the need for a great alteration in our way of living: 
we no longer possess the income from foreign assets 
which for a century has enabled us to enjoy imports 
greatly in excess of our exports. Secondly, the country 
has taken a great step forward in its determination to 
put social welfare above the freedom of the. old 
unrestricted industrial England. 

Our present malaise is largely due to the combination 
of these two changes, and our failure to work out their 
implications. 

Had the first change occurred by itself, the old correc- 
tive process of supply and demand would after its own 
fashion have provided a solution. There would, for 
example, have been a sharp rise in the prices of many 
things hitherto imported from abroad, and in due course 
a reallocation of our internal resources between one 
occupation and another. This would have been attended 
by high prices and high wages in some occupations, 
and by low prices, low wages, and unemployment in 
others. Though the social consequences would have been 
“most uncomfortable, and the cost in human welfare very 
heavy, the economic machine would eventually have 
attained a new equilibrium. 

Had the second change occurred by itself the picture 
would again have been different. The determination to 
put social welfare above industrial laissez-faire means 
primarily two things: (1) the setting of a brake on the 
old corrective machinery of supply and demand; and 
especially on its chief instrument, unemployment ; and 
(2) redistribution of the national income to ensure a fair 
share of the necessities of life for all before superfluity 
for the few—a redistribution which has been attained 
partly by taxation, partly by rationing, and partly by 
food subsidies. These things—rather than the present 
drive for nationalisation and a “‘ planned economy ”— 
are the essential features of the drive for social justice 
on which all parties are at heart agreed. 

Now had this programme had a fair field in which to 
operate—i.e., relatively stable economic conditions—a 
great social advance would almost certainly have been 
achieved at a moderate cost in economic efficiency. The 
refusal to use unemployment as a means of transferring 


labour from one industry to another is unimportant in - 


relatively stable times; for other methods, such as 
discouraging entry into a particular industry, are 
sufficient to bring the desired results. Similarly, given 
relatively stable “conditions, the redistribution of our 
national income by taxation, rationing, and food 
subsidies need not have unduly disturbed the economic 
machine. 
The tragedy of our present plight is that these two 
trends are in absolute conflict. We have on the one hand 
an economic situation which urgently demands a realloca- 
tion of our resources, and on the other hand a social 
| policy which not only abhors the old corrective mechan- 
ism but actually obscures the need for any adjustments 
at all. We cannot go on fumbling like this. If we are to 
‘retain the measures we have already taken for social 
betterment,.and to go further on the same path, we must 
promptly devise some means of distinguishing more 
clearly between economic necessities and social objectives. 


Oc a a i ee a a a 
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Without this clear-cut distinction, the “‘ planning ” 


. which is now our recipe represents no more than a 


groping towards a solution. Once the economic necessities 

stand out stark and clear we can consider how far their 

operation can be controled in the interests oF social 

welfare. | | 
THE FOOD PROBLEM 


The conflict between these two forces is nowhere more 
evident than in our handling of agriculture. Until 1939 
we pursued a policy of importing food—to such an 
extent that half our import bill was in respect of food, 
and only about 40% of our requirements was produced 
at home. Today the import-export balance has under- 
gone a radical change, and we cannot find enough foreign 
currency to pay for food imports on the old scale. But 
though we have granted the farmer fixed prices and 
thereby improved his prospects, we have not yet recog- 
nised the need to devote to home agriculture a far greater 
proportion of our resources. 

The adjustment required can be grasped only if we 
remember that for over a century agriculture has been 
steadily drained of man-power, not only in numbers 
but in quality, since able and ambitious men have been 
steadily attracted into industry and commerce. In 
estimating what home agriculture is capable of providing, 
it is idle to use figures (like those of the white-paper 
recently published by the Government) which ignore 
the possibilities of a policy which would put this process 
into reverse. If we want to get more out of the land, the 
reward to the producer must be allowed to rise: it is 
insufficient to offer the farmer merely his cost of produc- 
tion plus a reasonable profit—there must be real monetary © 
incentive on a grand scale until the needs of the com- 
munity are met and a new equilibrium is attained. 
Under the old regime of supply and demand such 
a change would have occurred; and from the 
economic angle the necessity for it can be decisively 
demonstrated. 

As things stand today the nutritional and social 
policies of the Government keep the price of food to the 
consumer under rigid control ; and, despite the subsidies, 
the reward to the farmer is fixed by reference to cost 
of production. By obscuring the possibilities of a rapid 
rise in production of food, this policy has played into the 
hands of the export industries, to which we are told to 
look for the £300-400 million needed to balance our 
import-export account. These industries have been 
given priorities ; the home market is subjected to rigid 
controls; and we have almost unwittingly embarked 
upon an attempt to draw a still greater proportion of our 
man-power into industry, with all the doubtful conse- 
quences that such a policy must entail if it succeeds. The 
Government have thus been led into all sorts of difficul- 
ties ; they have on their hands a shortage of man-power 
for the basic and export. industries, and no real means of 
correcting it; and a huge bill for stabilisation of the 
cost of living which reflects their attempt to continue 
to import food on the old scale and yet maintain prices to 
the consumer at a low level. 

Standing in too close a proximity to the industrial 
and commercial life of the nation, the Government and 
their advisers assume that salvation is only to be found 
by a search for pre-war standards of living along the road 
that leads to enhanced industrialisation. If only our 
planners could be induced to step back a few paces 


and see the goal in perspective ! ! 


: INCENTIVES | 

If we take things in the proper order, we must surely 
recognise the need for a steep rise in the incentives to 
the producer of home-grown food—a rise sufficient to 
draw into the field a larger proportion of our man-power 
and other resources. This applies not only to the farmer 
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and horticulturist, but to the many millions of individuals 
who can make their own substantial contribution to the 
food-supply if they are given good reason to do so. 
In producing many important items of food—potatoes, 
vegetables and fruit of many kinds, and poultry—the 
ordinary Englishman (especially when he has a five-day 
-working week) is ready enough to play his part. But if 
he is to do so he must have the necessary incentive ; 
we must put an end to the artificially low prices now 
prevailing for these things. If he can buy potatoes and 
eggs in the shops at the present subsidised price, the 
incentive to produce them for himself and for his neigh- 
bours rests wholly on his own actual shortage of them. 
Once increase the price of these things to a ‘level corre- 
sponding to our need, and production everywhere will 
take a sharp upward turn. Our present policy dis- 
courages all effort except by the subsidised large-scale 
producer. Here is one way of reducing our imported-food 
bill to which we are turning a blind eye. 

It does not follow, however, that subsidies could be 
dispensed with. For if the prices paid to producers 
are allowed to find a natural level it will be necessary 
to use Government money to reduce the burden on 
consumers where it is worst borne. 


PLANNING 


The case here made for incentives first, and redistri- 
bution of the national income second, should not be 
confused with the cry for laissez-faire so often heard 
from some sections of the business community. It is 
not, indeed, a case for absolute priority for incentives 
over redistribution, but rather for logical sequence and 
orderly thinking. It is quite possible to arrange incentives 
aright, and at the same time to proceed with redistribution 
in the interests of social justice. What is dangerous, and 
what is at present hampering us, is failure to recognise 
the need for economic adjustments on a sufficiently 
drastic scale, and having done so to plan the redistribution 
in the light of these requirements. What the Government 
are trying to do is to settle the programme of redistribu- 
tion on the basis of the old economy, the old scale of 
imports, and the old allocation of man-power and 
resources as between different occupations; and then 
to force the economy of the country into line. If the new 
Planning Chief is not given a real opportunity to assess 
the relative merits of the alternative methods whereby 
an underlying balance may be attained, he will prove 
but another cog in the machinery. 

Measured in terms of man-power, only about 1/,,th 
of our resources is devoted to agriculture, and on the 
face of it the radical change in our import-export situation 
dictates a drastic revision of this ratio. If this 3/,,th 
were doubled or trebled, our livelihood would cease to 
depend on the success of the drive to double our exports— 
a success which under present conditions is at best 
problematical. Admittedly the difficulties standing in 
the way of so big a reallocation of labour are formidable. 
In particular, if we think that a big rise in agricultural 
prices and wages is the only means of drawing 
man-power back to the land, we must discover how 
it can be applied without causing a fresh all-round 
increase in the cost of living and an inflationary wage 
movement. These difficulties, however, are not in- 
surmountable, and it is high time they were given more 


serious attention in official aoe than they seem to 


have had so far. 

Planning, it has been well said, is not a matter of 
superimposing some new authority: “it is much more 
a question of providing existing authorities with informa- 
tion sufficient to enable them to codrdinate their work 
effectively and accurately.” In the national sphere today 
it is up to the economists to provide the data needed to 
display the choices before us. , | 


Special Articles 


SHORTAGE OF NURSES 
Hospital Doctors’ Review 


THE fevers group of the Society of Medical Officers 
of Health and the London and Home Counties branch 
of the Medical Superintendents’ Society met in London 
on March 14, to discuss the nursing shortage. The fol- 
lowing memorandum * embodies the meeting’s discussion 


and conclusions. 


CHARACTER AND INCIDENCE OF THE NURSING SHORTAGE 


It has been stated that there are more nurses in the 
country today than ever before. This may be so, for 
nurses are now employed much more than formerly 
in attractive jobs outside hospitals—e.g., in public- 
health and school services, day nurseries, and factories. 
Furthermore, the shorter hours now worked in many. 
hospitals necessitate an increase of some 10-12% in the 
number of nurses. 

It is pre-eminently in the local-authority hospitals, 
the special hospitals, and the smaller voluntary hospitals 
that the acute shortage of nursing staff exists. Most 
of these have been compelled to close a considerable 
proportion of their beds because of it. London is 
particularly hard-hit; most of the _ local-authority 
general hospitals in London have had to close down 
about half their beds and the fever hospitals even more. 
This means daily refusal of admission to thousands of 
cases recommended to hospital. It also threatens, as 
far as the fever hospitals are concerned, the training of 
medical students and graduates. 

It is said, on the other hand, that the great London 
voluntary hospitals with medical schools have no short-- 
age of nurses, and have, indeed, waiting-lists. This is 
doubtless due partly to the inherent attractiveness of 
these hospitals. These discrepancies in staffing as 
between different kinds of hospitals have been greatly 
increased since the Rushcliffe scales of salary were 
introduced in 1943. The Rushcliffe policy of uniformity 
of salary-scales for all hospitals, regardless of their 
varying appeal to prospective nurses, is undoubtedly a 
major factor in the shortage which now threatens the 
existence of many local-authority and other hospitals. 


FEMALE POPULATION CONCERNED 


The Registrar-General has kindly supplied the following 
estimate for England and Wales of females aged 17 in 
the 25 years from 1922 to 1946 (figures given 
in thousands): 358, 356, 360, 367, 364, 357, 350, 346, 
353, 354, 345, 314, 296, 263, 262, 399, 374, 357, 334, 
324, 315, 309, 300, 291, and 291. ‘Thus, the main average 
female population from which nursing recruits may be 
drawn dropped from 361,000 in the quinquennium 
1922-26 to 301,200 in the quinquennium 1942—-46—a 
decrease of 16% in 20 years. If we compare the earlier 
quinquennium with the 2-year period 1945-46, however, 
the drop is nearly 19%. Owing to the continued low 
birth-rate during the years 1930-45, the available 


population is unlikely to increase and is more likely to 


decrease during the next 15 years. We have, therefore, 
good reason to reckon that for the next few years the 
female population available as potential nursing recruits 
will be some 20%. less than that available a quarter 
of a century ago. 


ALTERNATIVE EMPLOYMENT 


. From this diminished female population, the propor- 
tion attracted to industry, to the Services, and to clerical 
and administrative work has increased as compared 
with that entering hospital nursing. The reasons usually 
advanced for this shift include the higher wages, shorter 
hours, advantages of home life or unrestricted private 
life, and the generally easier time enjoyed in those 
alternative occupations. On the other hand, the nurse’s 


E *Dr. WILLIAM GUNN, president of the fevers group, presided over 


the meeting, at whose request the memorandum has been 
written by the ‘principal’ speakers.- These speakers were 
Dr. H. STANLEY BANKS (president, London and Home Counties 
branch, Medical Superintendents’ Socicty); Dr. E. B. BROOKE 
(Surrey) ; Dr. O. W.S. FITZGERALD (Herts) ; and Dr. W. F. T. 
McMaTH (Willesden). 
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life has been represented for years in the press as one 
of ‘‘ genteel poverty,’’ hard domestic work (e.g., scrubbing 
floors), long hours, and semi-monastic severity. The 
facts, however, are that remuneration (except for student 
nurses) has been substantially increased, that ward 
orderlies are being recruited for the more menial tasks, 
that in most hospitals there is minimal interference by 
senior staff with the nurse’s private life, and that any 
qualified nurse may live out. These facts, which are 
not yet widely known, should be publicised in every 
possible way. It is suggested that a propaganda film 
should be made by the Ministry of Health, and also 
that advertisements for nurses should be sited and framed 
so as to make a really popular appeal to prospective 
candidates. 


RECRUITMENT OF NURSES 


The shortage of nurses at present is one mainly of 
entrants to the profession—that is, of student nurses or 
other recruits. 

Economic factors.—All our observations tend to indicate 
that, in London at least, the first and foremost reason 
for this shortage is the low salary offered to nurses in 
training under the Rushcliffe conditions of service. The 
Rushcliffe Committee rightly considered the nurse’s 
prospects after training to be more important than an 
attractive salary during training. But the salary of 
trainees was fixed at figures which are now below the 
economic level and require subsidy from private sources, 
at least in London, if a reasonable standard of existence 
is to be maintained. A recent inquiry among the 
student nurses in a large London fever hospital as to 


the reasons for the virtual cessation of recruitment - 


to the hospital revealed the following factors in their 
order of importance: (1) inability to live on their 
salary in London, (2) the unattractive uniform (mostly 
second-hand overalls), and- (3) the erroneous belief 
amongst the public that student nurses had to do hard 
physical work and had poor off-duty time. The student 
nurses were pleasantly surprised to find that most 
of the hard work was done by ward orderlies and that 
the off-duty time was generous. They did not wish to 
live out; they enjoyed the communal. life. They had 
no complaint as to restrictions on their private life, 
but in some cases resented ‘‘ bullying” by certain ward 
sisters. . 

The Rushcliffe salary scales -for student nurses, 
although slightly increased since 1943, have been ren- 
dered out of date by (1) the rising cost of living since 
1943, and (2) the Hetherington scales for female domestic 
staff and the Mowbray scales for domestic staff, which 

‘have more recently come into force. The Mowbray 
scales oe the principle of a “ loading ” of about 

19% for London, which is not excessive considering 
the present high cost of maintaining even the smallest 
degree of social life in London. This principle should 
certainly be applied to nurses’ remuneration. 
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A student nurse has to work and study for about 
seven years from the age of 17 or 18 before she attains 
to the remuneration of a maid aged 18 years. When 
superannuation, insurance, and the other . necessary 
contributions are deducted, she has some 17s. or 18s. 
a week on which to clothe herself, travel, entertain 
herself on her day off, meet personal items of expenditure, 
buy textbooks, and pay examination fees. 

İt is clear that a higher salary (or training allowance) 
for student nurses is needed in those hospitals which cannot, 
now attract recruits—e.g., fever, tuberculosis, mental, 
children’s, and . certain general hospitals. It should 
not be applied uniformly everywhere, for that would not 
cure the maldistribution of student nurses: that now 
exists owing to the vast majority applying for admission 
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to the great voluntary hospitals with medical schools. 
In order to preserve the balance, higher salaries (e.g., 
£100 plus emoluments) are needed in the less attractive 
hospitals ; and in London, there should be a ‘ loading ” 
of 15-20% as in the Mowbray scales. 


Social factors.—Formerly the sense or spirit of vocation 
was one of the most powerful motives in the recruitment 
of nurses. It inspired them to endure the discomforts 
of poverty, hard work, and long hours of duty. For 
this they earned the high respect of the community, 
and they also experienced a sense of satisfaction in their 
work which was largely its own reward. This unselfish 
spirit, however, came to be exploited by hospital authori- 
ties and the public; and this led gradually to the present 
emphasis on the economic factor. The economic motive 
cannot now be displaced, but it is still far from being 
the only motive. The sense of satisfaction derived from 
succouring helpless human beings will always remain 
the greatest attraction of nursing, and should ensure 
its professional status. This motive should be fostered 
in recruitment, especially among senior school-girls. In 
these times of economic stress, however, it is useless to 
rely upon the vocational motive, without at the same 
time offering reasonable monetary inducements. 


TRAINING 


Thegapfrom 15to17'/, years of age.—Itis generally agreed 
that many potential recruits are lost because their interest 
in nursing is not sustained between the school-leaving 
age and the age of entry as a student nurse. Various 
efforts have been made to bridge this gap, but with little 
success. It is now clear that in order to obtain enough 
suitably educated nurses it will be necessary for education 
authorities to set up pre-nursing training-schools for 
suitable girls from the age of 15 years. A small main- 
tenance grant would be necessary in most cases, especially 
in London. Subjects of instruction should include 
further general education, mothercraft, nursing methods, 
elementary anatomy, physiology, hygiene, dietetics, and 
domestic-science subjects—e.g., cooking, washing, and 
care of linen. During this course periodic visits might 
be made to day nurseries and hospitals, and in the last 
year of the course the girls might be fully employed in 
day and residential nurseries. An admirable scheme 
of this sort is actually in operation in the city of Dundee. 

While this scheme would be expensive, it would be 
a substantial gain to education, it would materially aid 
the staffing of hospitals, and it would tend to eliminate 
wastage by better selection of recruits. - Recruitment to 
these courses could be greatly stimulated through 
occasional lectures by selected speakers of wide general 


_ outlook to senior school-girls. 


Short practical. basic course.-—The regulations of the 


General Nursing Council are too exclusively directed 


towards the enhancement of the professional status of 
the nurse and too little towards the production of sufficient 
practical nurses to care for the sick. The many women 
who are cut out for the practical work of nursing, but who 
are unable to master the theoretical teaching of the 
present syllabus, are not sufficiently encouraged to become 
nurses. They can, of course, train as an ‘“‘ assistant 
nurse,” but the implied inferiority is not encouraging. 
This category is, moreover, at present largely made up 
of the early failures among student nurses, and is set 


-to work almost exclusively at the less popular forms of 


nursing—e.g., the chronic sick. 

The number of nurses required in the country is so 
large that it is wasteful and indeed impracticable to train 
them all, or even a high proportion of them, to.under- 
take the most highly skilled work. The work of the 
hospitals demands large numbers who need no more 
than the basic skills of practical nursing, and only rela- 
tively few with an advanced theoretical training. But 
in order to give reasonable satisfaction to all concerned, 
the former group must be thoroughly well trained in 
practical bedside nursing, must be accorded the status 

of “ nurse,” and must have remuneration adequate 
to their status. We consider that the whole of the 
regulations of the General Nursing Council should be 
redesigned to this end, and that the Council should 


be endowed with responsibility for ensuring that its 


regulations for training are compatible with an adequate 
flow of recruits to the profession. — 
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We consider that a shortened practical basic course of 
two years’ duration should be undertaken by all nurses. 
This course should include three or four months’ whole- 
time theoretical training in elementary physiology, 
hygiene, and dietetics; but the main emphasis should 

e on training in practical bedside nursing. The examina- 

tion should be entirely practical and should lead to 
qualification as ‘‘ enrolled nurse.” The practical train- 
ing should be taken in any general or special hospital of 
suitable size. The status and remuneration attached 
to the grade ‘enrolled nurse” must be sufficient to 
satisfy the large numbers who would elect to remain 
in this grade. 

For those who wished to rise to the rank of ward sister 
there should be one year’s higher training in each of the 
following: medical nursing, surgical nursing, tuber- 
-culosis, fever nursing, mental nursing, and midwifery. 
The higher examination would be both theoretical and 
practical, leading to qualification as *‘ State-registered 
nurse.”’ 

SPECIAL HOSPITALS 


Much experience has shown that special hospitals 
cannot be staffed unless additional inducements are 
offered over and above those available to nurses in general 
hospitals. In fever, children’s, tuberculosis, and mental 
hospitals student nurses and post-registration student 
nurses must be paid higher salaries than the correspond- 
ing es in general hospitals. In addition, the full 
conditions of service recommended in the Rushcliffe 
report should be applied without delay to those special 
hospitals which have not yet put them into practice. 


This applies particularly to the 98-hour fortnight. 


Arrangements should be made for the nurse’s private 
life to be removed from supervision by senior nursing 
officers. In mental hospitals there should be a longer 
prelimi training-school course in order to acclimatise 
new nurses to the treatment of patients. In those 
fever hospitals which are training-schools for medical 
students and graduates, specially attractive conditions 
of service are necessary in order to attract staff and so 
retain the teaching and other functions of these hospitals. 
Special hospitals of all types, provided they are of suit- 
able size and have suitable equipment, should be able 
to provide adequate practical training for the basic 
course, leading to the qualification of ‘‘ enrolled nurse.” 


' . MINIMUM AGES | 
The minimum age of enrolment as a nurse should be 
20 years, and of registration 21 years. | 
CONSCRIPTION OR DIRECTION OF WOMEN TO NURSING 


The plight of the hospitals must be faced ; the closure 
of wards for lack of nursing staff is alarming, especially 
in London. The worst feature is that recruitment in 
many hospitals has virtually ceased. Within 12 months 


there will be a crisis unless some drastic improvement . 


is made. Many of the hospitals, including large ones 
with training-schools for doctors and nurses, will be 
forced to close down or will be handed over to the National 
Health Service in a moribund state. 

The facts set out above have driven some to consider 
that there is no ultimate solution to the problem except 
conscription of women, with direction of a certain number 
to nursing. Conscription might have to be considered 
seriously if all other methods of staffing hospitals failed. 
It would be much better, however, to attract staff 
voluntarily by improving the economic and other 
conditions of service of student nurses. 


FOREIGN TRAINEES 

The reduction in the total number of poe recruits, 
and the great demand for female labour in industry 
point strongly to the need for foreign immigrants 
sufficiently. educated to train as nurses. There are, we 
believe, still large numbers of suitable young women 
on the Continent willing and anxious to come to Britain 
for such a purpose. Trained nurses, whether of foreign 
or British origin, are never likely to become a burden 
on the community through unemployment, but are 
likely to remain permanent assets. 


PART-TIME HOSPITAL NURSES 


The employment of part-time nurses, on the Gloucester- 
shire model or otherwise, is to be encouraged. It is a 


particularly suitable method for nursing the chronic 
sick, since part-time nurses have other absorbing interests, 
and the time spent at the work is sufficient to interest 
and not to depress. The scope of part-time nursing 
in acute hospitals with training-schools, is however, 
limited, and the problem of staffing the hospitals as a 
slang cannot be greatly affected by schemes on these 
ines. 


General Recommendations 


1. Increased salaries (or training allowances) for 
student nurses in all approved hospitals where recruit- 
ment has seriously diminished. 

2. Recognition of the principle of differential salary 
scales within limits for the grade of student nurse, in 
order to meet varying needs and conditions. 

3. Recognition of the principle of ‘‘ loading’”’ for 
London in nurses’ salary scales. | 

4. Establishment of  pre-nursing training-schools 
under education authorities for selected school-girls 
from the age of 15 years, with provision for small personal 
maintenance grants. ; 

5. A practical basic course of two years’ training in 
approved general or special hospitals for all nurses, 
leading to qualification as ‘‘enrolled nurse,’ with 
recognised professional status as a nurse and adequate 
remuneration. | 

6. A higher qualification as ‘‘ State-registered nurse,” 
equivalent to the rank of ward sister. This would — 
require advanced theoretical and special training. 

7. Higher salaries for student nurses in all special 
hospitals as an urgent measure if these hospitals are to 
be preserved. . 

8. The minimum age for 
20 years. 

9. Immediate arrangements for foreign immigrants 
to train as nurses. k - 

10. Publicity for the advantages instead of the dis- 
advantages of nursing as a profession, including more 
attractive advertising. , 


“ enrolled nurse” to be 


SOCIALIST MEDICAL ASSOCIATION 


THE 17th annual general meeting of this association, 
held in London last Sunday, was attended by some 120 
doctors and health-workers. Mr. SOMERVILLE HASTINGS, 
F.R.C.S., M.P., the president, said. that the National 
Health Service Act provided a framework, sound in 
most (but not all) of its provisions, into which the detail 
had yet to be filled. Bad features were the retention 
of the pay-bed in hospitals, and the provision for part- 
time employment of doctors within the service. The 
association wished to see temporary health centres 
provided in all localities, and sites allocated for permanent 
centres. | i ie > 

The meeting adopted a resolution which welcomed 
the National Health Service as a positive contribution 
to the post-war reconstruction and pressed for staff 
committees in hospitals, elected by health-workers, which 
would take an active part in administration and policy. 
The association, it said, looked forward to the day 
when, following the inevitable reform of local govern- 
ment, the country’s hospitals would be administered 
by local-government bodies. Health centres were pivotal 
to a satisfactory service. | 

The urgency of the nursing crisis was stressed in a 
resolution which emphasised the serious effects of the 
shortage of nurses, drawing special attention to the 
wastage of those who leave the profession before they 
qualify, and singling out institutional life as the main 
factor which deterred girls from becoming nurses and 
prevented completion of training. It called for the 
immediate transformation of nurses’ homes into hostels 
ran by lay wardens, immediate increases of pay for 
nurses, and the employment of part-time nurses on a 
nation-wide scale. An emergency resolution asked 
the Minister of Health not to approve any changes in 
the nursing curriculum without considering the views 
of organisations representing: members of the nursing 
profession. ee ad l 

A resolution, passed unanimously, called on the 
Minister to resist any attempts to amend the provisions 
of the National Health Service Act dealing with abolition 
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of the buying and selling of practices, the better distribu- 
tion of doctors, and the inclusion of a basic salary in the 
payment of all doctors. Other resolutions called for the 
permanent provision of day-nurseries for children. up 
to fivé years of age, and .the abolition of charges for 
school meals. The nationalisation of all water under- 
takings was demanded, and legislation was urged for the 
abolition of patent medicines. The need for price-control 
for all essential foodstuffs was the subject of another 
emergency resolution, which was passed, and the last 
resolutions of the day expressed the need for a national 
economic plan, and for speedy demobilisation to overcome 
the man-power shortage. ps 4 l 

The officers for 1947-48 will be: president, Mr. Somerville 
Hastings; vice-presidents, Dr. H. H. Joules and Dr. D. Stark 
Murray; hon. secretary, Dr. D. E. Bunbury; treasurer, Dr. 
L. T. Hilliard. ne H 


Medicine and the Law 
Illegal Claim to Treat Disease 


AT the Hampstead police-court on May 7 Jacques J.. 


Harpman and the Institute of Endocrinology, Ltd., 
were fined £50 and £6 6s. costs each on six summonses 
relating to the publication of an advertisement. 

Mr. A. C. Castle, prosecuting: for the Pharmaceutical 
Society of Great Britain, reminded the court, that, under 


the Pharmacy and Medicines Act, 1941, it was an offence 


for anyone, even a doctor, to advertise an article which 
might be used to treat a number of diseases whereof 
cure was deemed either very difficult or hopeless ; 
among such diseases, listed in section 8,-were diabetes, 
infantile paralysis, and epilepsy. The defendant company, 
which was régistered in 1931, formerly traded at Baker 
Street, London, W.1, and was now at 31, Heath Drive, 
N.W.3. Last October a Mr. John F. Armstrong wrote a 
letter to the institute asking for particulars of a certain 
treatment. He received in reply a list of ailments treated 
by the company, which included epilepsy, infantile 
paralysis, and diabetes. In the same envelope was ‘a 
booklet, entitled ‘‘ Hormone Therapy,” bearing the name 
of the company and that of Mr. Harpman, the managing 
director; this was apparently designed to impress on 
its readers the importance of the glands, in particular 
the pituitary, the thymus, and the pancreas. On the 
pituitary it said: “ In short, the gland has a controlling 
influence in the growth: of bones ... such diseases as 
debility, impotence and epilepsy.” On the pancreas: 
‘“ The system needs sugar, but not too much... if it 
becomes fiooded, we have a disease known as diabetes.” 
On the thymus: ‘It is also used in other diseases of 
childhood such as infantile paralysis.” In other parts 
of the booklet it was stated that ‘‘ glands seldom work 
normally . . . let members of our Institute ascertain (the 
position) with their modern knowledge.” 
block capitals : 
preparations.”’ . 

Interviewed on Feb. 11 by.an inspector of the 
Pharmaceutical Society, Mr. Harpman said he qualified 
as a doctor in South Africa in 1903 and was in practice 

‘till 1930. His age was 69 and he took his m.D. at La Plata 
University. In 1930 he founded the Institute of Endocrin- 
ology. The booklet was published in 1935 and he was not 
now distributing it. He had a few copies left and that 
was how it came to be sent to Mr. Armstrong. 

Mr. Christmas Humphreys, defending, said that the 
institute had an enormous practice and had done a 
great deal of good work. There had never been a summons 
previously. Over 200,000 booklets had been distributed. 
““Then came the Act—a very remarkable document, 
because there are many thousands of people registered, 
and as many unregistered, who are required to heal their 
fellow-men of a variety of diseases mentioned in it. The 
Act discusses hopeless diseases; it says no person shall 
claim to treat the diseases mentioned. He may treat them, 
he may cure them, but he must not claim them. He must 
not advertise. The defendants have had to plead guilty 
to claiming to do something which they probably do do.”’ 

In spite of its frankness, this argument appears to 
have little effect. However that may be, the directors 
of the institute have now been made aware that further 
use of the booklet is definitely illegal. 


“ Restore balance by our fresh hormone 
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Public Health 


Decentralisation in London 


THE London County Council has been considering 
how best to administer the local and domiciliary health 
services for which it will become responsible next year 
under the new Act. Some of these services are already 
administered by the council; others will be transferred 
to it from the metropolitan borough councils, still others 
are new duties. Last year the council resolved that the 
administration of these personal health services should 
be decentralised as far as possible and the plans drawn up. 
by the L.C.C. general-purposes committee, after consulta- 
tion with the borough councils, to give effect to this 
resolution were submitted to a meeting of the council 
on May. 13. 


The central administration of the services will be in | 


the hands of a committee of whom 30 will be members 
of the L.C.C. and not less than 10 will be appointed from 
members of the City corporation (1) and borough 
councils (9). The remaining 6 will be codpted. - The 
day-to-day administration of the services will be 
entrusted to divisional health committees and for this 
purpose London has been divided into 9 divisions. 


The local committees, which will be appointed by the 


central committee, will have 12-23 members drawn from 
the borough councils included in the division and the 
L.C.C. in the ratio of 2 to 1. . Each committee will also 
have 6 codpted members. Besides their responsibility 
for the detailed administration of the services the com- 
mittees will report to the central committee on ‘ local 
“considerations,” and they will be empowered to spend 


1 i 


up to £500 ‘‘ in any one case.” 
Smallpox | | £ mie 
At Bilston, Staffs, the disease, originally thought to 
be variola minor, has proved to be variola major. As 
reported last week, a labourer, not included in the list of 
contacts, was taken ill on April 25 and removed to hos- 
pital on May 1, where he died the following day. Now 
his wife, vaccinated 64 years ago in infancy, and his 
son-in-law, aged 30 and unvaccinated, have developed 
the disease (vaccinated May'2; onsets May 7 and 8; 
rashes May 11; removed to hospital, May 11). l 
At Coseley, near Bilston, a woman, aged 78, confined 
to her house for several weeks past with broncbitis, 
developed high fever about May 1; the condition was 
diagnosed as pneumonia. A rash, first noticed on May 7, 
was thought to be due to chemotherapy, but by May 9 
it had become semi-confluent ; and on the same day the 
patient, now very ill, was removed to hospital. The 
original case at Bilston is said to have visited this 
patient’s house ‘‘ about a month ago.” Be 
A case of smallpox reported from Sheffield cannot at 
present be associated with a known source. An unvac- 
cinated schoolboy, aged 11 and living in a tenement house, 
sickened on May 1 and developed a rash on May 4. 


The diagnosis was confirmed and the patient removed . 


on May 10. Fortunately he had been confined to bed 


since the onset. 


Infectious Disease in England and Wales 
: WEEK ENDED MAY 3 ., 


Notifications.—Smallpox, 1l; scarlet fever, 873; 
whooping-cough, 2033; diphtheria, 186; paratyphoid, 
1; typhoid, 1; measles (excluding rubella), 8442 ; 
pneumonia (primary or influenza]l), 516; cerebrospinal 
fever, 52; poliomyelitis, 7; polioencephalitis, 3 ; 
encephalitis lethargica, 3; dysentery, 122; puerperal 
pyrexia, 122; ophthalmia neonatorum, 87. No case of 
cholera, plague, or typhus was notified during the week. 

The case of smallpox was notified at Bilston, Staffs. Of the 
122 cases of dysentery, 76 were notified in Lancashire (including 
32 at Prestwich, 18 at Ši. Helens, 15 at Liverpool, and 6 at Whiston). 

Deaths.—In 126 great towns there were no deaths 
from enteric fever, 2 (0) from scarlet fever, 2 (0) from 
diphtheria, 10 (0) from measles, 22 (3) from whooping- 
cough, 73 (6) from diarrhæœa and enteritis under two 
years, and 12 (2) from influenza. The figures in paren- 
theses are those for London itself. a 

The number of stillbirths notified during the week 
was 259 (corresponding to a rate of 26 per thousand 
total births), including 47 in London. `= . 
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In England Now 


A Running | Commentary by Peripatetic Correspondents 


I FIRST saw the children as they came running into 
their chalet for the midday meal, hungry and happy. 
It is easy to be sentimental about children, especially 
children who have come from concentration camps, from 


- "holes in the ground, from the garbage heaps of Europe— 


and all of them orphaned by the war. Certainly they do 


not spend much time on sentiment at the Pestalozzi _ 


children’s village. They are anxious to get on with the 
work and to build more houses for new arrivals—houses 
without the slightest smell of an institution : no uniforms, 
no severe matrons, no barred windows or locked doors. 
Each nation has its own chalet, like the one illustrated 
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Chalet at Trogen. 


here, where about 20 children from five to twelve years 
old are to live for ten to fifteen years. They are looked 
after by house-parents and treated as a large family. 
The village is at Trogen, in the north-east corner of 
Switzerland, five miles from Lake Constance. It is named 
after Johann Pestalozzi, the Swiss educationist, who 
died in 1827 at the age of 81. Disliking and distrusting 
the orphanages of his day, he collected as many down- 
and-out orphans as he could cope with, and brought them 
up as a family, regardless of their race or religion. It 
was in this spirit that W. R. Corti, a firm believer in 
Pestalozzi’s ideals and the editor of an influential Swiss 


magazine, conceived the plan of the children’s village. . 


Switzerland was already giving holidays to war orphans, 
but he thought that three months’ holiday was not 
enough. A child would soon forget this happy time when 
it returned to its own unfortunate country; better, 
he thought, to give a few children a really good home. 
So the scheme was started, and public subscriptions 
poured in. School-children of all ages gave up their 
holidays and went to help build the chalets; Swiss 
townsfolk sent practical gifts, and villages too poor to 
give money went out into the forests to fell trees, to be 
sold for the good cause. 

Our arrival at the Austrian chalet was unexpected. 
We found the house-father helping one of the children to 
make a boat. Each chalet, set in a landscape of green 


hills and woods, has a playroom stocked with construc- ~ 


tional toys and carpentry materials, bedrooms holding 
four or five children, and a modern washroom with 
showers. Each child has his own cupboard which he has 
carefully labelled with his Christian name only, because 


young and energetic chief organiser proudly showed us 
houses already finished, and others in the building. But 
he knows that unless large sums of money can be raised 
the whole village will have to be written off as a failure. 

We lunched in the French chalet with the children. 
They were happy members of a family; when the 
“ parents ” came in (young married people with a child 
of their own) the children rushed eagerly up to clutch at 
them and kiss them. During lunch the house-mother 
told the children that in the afternoon they were going to 
watch a tree being felled for them. This pleased and 
excited them, for they realised well enough it meant more 
help for the village. 

In one room a piano—the only one the village has 
been able to afford so far—is the gathering point for a 
weekly sing-song, when all the different national songs 
are sung. The children like painting, and one twelve- 
year-old Polish boy was found in Warsaw scratching 
designs on the pavement. When he came to the village 


The . 


and was given all the painting materials he liked he worked 
every day at vivid but lurid scenes of street-fighting 
and battles. A freshly coloured landscape, just done, 
was the first work he had produced which had nothing 
to do with the war. Possessions are still a wonder to 
them; Johnny gets up each.morning long before the 
rest to sit at his table in the school-room. When asked 
why, he said: ‘‘ Because it is my own.” 

In Zurich we visited Herr Corti, who believes that now 
is the time to make the village an international. affair. 
He wants to see other nations build such villages. France 
and Italy and a few other European countries are already 
interested. He even wants to build a house for the war- 
orphans of our country. But Switzerland alone has 
neither the money nor the scope to do all that must be 
done. Is it not time that we had an English village for 
children of all nations ? ry 


* + * 
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Her adenoids caressed the ‘ well, I guess those were 
genu-ine Bedou-ine (both rhyming with wine) A (as in 
cake) rabs.’’ We fled from her through the mountains 
to the Red Sea, to Suakin. One story about the origin 
of this old and now ruined port is that seven beautiful 
virgins, a present from the king of Abyssinia to the 
court of Egypt, once stopped the night there. When 
they finally arrived in Egypt they were all found to be 
pregnant, and the eunuch in charge was blamed. He 
escaped the king’s wrath, however, because the girls 
claimed to have been visited during their night’s halt 
by seven ginns who were the cause of their trouble. 
Pharaoh therefore packed them off back to the port, 
where they kept up their prolific reputations. On this 
theory the name Suakin comes from Sawwa ginn, which 
means ‘‘ the ginn did it.” 

Having wandered through the old place, where some 
of the 1884 campaigns were fought, and the pilgrims now 
gather Mecca-bound, we went fishing. It was like using 
a bent pin in an overstocked aquarium. From the boat 
one could see through the crystal-clear water a million | 
colours in nearly as many fish queueing for the old sardine. 
I. Walton would have been staggered by the experience. 


* * * 


We had a house-party the other day. Some jovial 
types coupled up the fire hose and inundated half the 
hospital. Then they threw a sofa and a bicycle out of 
a fourth-floor window. Next morning they felt terribly 
ill—especially when they heard that they had to pay for 
the damage. One would have thought that they had 
learnt their lesson. But no; they say:- ‘‘ By George, 
that was a wonderful party. Old so-and-so was 
absolutely stinking. Do you remember?...’’ They are 
looking for another excuse to blow off steam. Odd how 
educated men of above normal intelligence can behave 
when exhilarated en masse. Even when drunk they are 
lovable characters, but put them together when they 
are in that condition, and the whole appears to be very 
different from the sum of its parts. 


* * * 


Do many members of our profession look forward to 
Sunday mornings as much as I do? What joy to wake, 
not alas as one should in May to the cheerful singing 
of birds but to the monotonous sound of rain dripping 
on the lino outside, and to know that on this day at 
any rate I need not rush out wash-basin in hand to stay 
the flood before it cascades into the drawing-room below. .- 
‘* On Sunday the doctor breakfasts in bed.” The family 
surges round me. The two children are ordered by their 
despairing mother to ‘‘ get into Auntie’s bed and keep 
quiet.” My bath towel may be used to mop up the land- 
ing. My comb may be broken over the two-year-old’s 
head. My secret store of handkerchiefs may vanish 
before my eyes, and the baby be potted in my bedroom 
as its Sunday treat. But all this is part of the joy of 
anticipation. Nine o’clock strikes. The gong is sounded 
and they are all gone. The elder child can vomit its 
breakfast. The cat can steal the baby’s kipper, and the 
toast can be burnt to a cinder. I am away from it all. 
My housekeeper brings in my favourite dish.. I relax and 
enjoy it. Truly a doctor’s life has its moments. And 
if Sunday morning eight to nine is not. one of the high 
spots nine to ten certainly is. ` 
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Letters to: the Editor 


ACADEMIC FREEDOM 


SIR „—In the lecture you published on May 3, Professor 
Polanyi has, it seems to us, given a warning ‘about the 
dangers in store for the younger scientific workers. His 
analysis of the freedom of the scientist is of great import- 
ance at a time when the whole conception of ‘‘ freedom ”’ 
has become the central theme of debate about the 
National Health Service. | 


There are two main fallacies in Professor Polanyi’s © 


arguments. Firstly, his two different concepts of 
freedom, ‘ freedom from external constraint” and 
-“ liberation from personal ends by submission. to 


impersonal obligations,” are not, as he suggests, ‘‘ near 
opposites’; at best they are statements of one aspect 
of the problem of freedom. Secondly, there is not in 
fact the hard-and-fast differentiation of scientists, or of 
science for that matter, into ‘‘ pure ” 
of which he writes. Study of the history of science 
shows that there has never been any such thing as 
“ research conducted for the advancement of knowledge ” 
as distinct from applied science. Many scientists may 
think that they are just advancing ‘‘ pure ” science or 
knowledge, but in reality they are, to greater or lesser 
degree, helping to solve the problems of the society 
they live in. Newton is often quoted as an example of a 

‘ pure” scientist, but when one comes to examine his 
Principia M athematica one finds that in this work he 


attempts to find the theoretical basis for the solufion. 


of the most important, practical, economic problems of 
his day. Thus, his work on ballistics arose from the 
social need to improve the accuracy of firearms, and his 
work on specific gravities from the requirements of the 
shipbuilding industry, &c. In other words, these sorts of 
problems were thrown up, as it were, by his particular 
economic ‘and cultural period, and the measure of 
Newton’s genius is the extent to which he helped to 
solve these problems and lay the foundations for the 
solution of many other, future problems. Similarly, the 
measure of Einstein’s genius has been not the ‘‘ beauties ”’ 
or ‘internal logic’’ of his theories but the extent to 
which’ these theories solve practical problems. Con- 
versely, the so-called applied science of the atomic bomb 
has helped to solve many “ theoretical’ problems of 
physics. In fact there is an indissoluble unity between 
the theoretical and applied aspects of science; ‘* pure’ 
science never has existed and never will. 

The historical process of selection whereby certain 
scientific work emerges as important and other work 
(by far the greater proportion, incidentally) is forgotten, 
is not an haphazard one; it is essentially one by which 
theory is tested in practice—i.e., how far these theories 
fulfil the needs of society. 

Freedom,: whether scientific freedom’ or ‘any other 
type, as Professor Polanyi verbally admits but implicitly 
denies, is not an absolute quality. As man’s knowledge 


advances, as he is able to gain an increasing degree of - 
control of his environment, so does he become more: 


33 


‘ free.” Freedom consists in a mastery over ourselves 
and external nature founded upon the knowledge of the 
necessities of nature. In so far as man is able to find 


out the factors—economic, political, biological—which | 


affect his actions, so, if he is able thereby to influence 
these factors and change nature, he has freedom. The 
extent of this freedom is determined by the accuracy 
` of his knowledge and understanding, on the basis of which 
he can influence his environment. 

If Professor Polanyi’s general conclusions are applied 
to the present state of medicine it can be seen that 
they are not realistic. There is no sharp division between 
the “ advancement of [medical] knowledge ” and applied 
medicine. The two are interdependent. We doubt if 
other scientists would agree that there is a choice between 
“ dedication to the advancement of a system of 
knowledge which requires freedom, or pursuit of applied 
science which involves subordination,’ but in the 
realm of medicine we are sure that such a distinction does 
not exist. — 

The ‘‘ freedom ” which we desire is not the spiritual 
abstraction of the Professor but the organisational 
facilities afforded by a planned service, to solve the very 


and ‘‘ applied,” ` 


. the search for spiritual objectives. 


real medical problems which confront us. This does not 
mean a blind submission to “ external authority ” but 
active participation in formulating the plans which we 
ourselves will carry out. 

A. W. LIPMANN KESSEL 
A. MCPHERSON. : 


S1r,—Professor Polanyi’s lecture i is valuable in showing 
that scientific and academic freedom is not an isolated 
phenomenon but is related to the totality of its social 
surroundings: it cannot be guaranteed merely by 
institutional forms, but blossoms only when the cultural 
and ideological traditions of the social milieu favour its 
growth. He rightly points out the difference between the 
anarchic individualist and the self-discipline of the 


London. 


individual scientist, with his multiple relations with his 


fellow-workers and with the whole body of traditional 
science. 

But why should Professor Polanyi want to imprison 
the tradition and ideology of scientific freedom in the 
strait-jacket of philosophical idealism? Histery 
against him. Plato in ancient Greece and Hegel .in 
modern times have been the leading exponents of philo- 
sophical idealism and of the totalitarian State. The 
materialist tradition, from Epicurus and Lucretius to 
Voltaire and Marx, has favoured the free growth of 


-gcience. 


There is no necessity (except as a matter of personal 
faith or preference) to postulate a spiritual reality 
as the distinctive and unifying factor of science: what 
distinguishes the tradition of science from cabala, 
witchcraft, and astrology is the constant unification 
and testing of hypothesis in the light of verifiable facts. 
The revolutionary in science claims to be heard because 
he believes that his new hypothesis explains better than 
previous hypotheses a known range or a greater range 
of socially verifiable facts. Neither the discovery of 


sulphonamides nor that of their mode of action are’ 


discoveries of “hitherto hidden spiritual realities,” 


but of material agents and of their mode of action in the 


presence of other material agents, in specific quantities 
and. circumstances. 

This constant testing of hypothesis’ with fact is the 
distinctive spiritual or moral tradition of science—not 
This constant 
return to the world of facts and of social action 
also invalidates the too-sharp distinction drawn by 
Professor Polanyi between academic science and 
applied science. The two aspects of science interact 
on each other: each is necessary to the growth of the 
other; each languishes without the other. It is indeed 
a pity that Professor Polanyi feels himself compelled 
to believe that only those who hold certain unverifiable 
metaphysical assumptions are true and consistent 
champions of freedom. 

London, W.1. 


Sir,—Professor Polanyi’s article was extremely 
interesting—but how depressing!. Is there really no 
other means of securing academic freedom than by 
demanding belief in essentially unconfirmable hypo- 
theses ? Science certainly requires acceptance of the 
reality ‘of the external world, but beyond that some sort 
of experimental evidence is necessary before beliefs can 
be confidently held. 

Professor Polanyi asks us to give reality to “© trans- 
cendent ideas” with spiritual foundations, such as 
Ps absolute truth ’’ and “ absolute justice.” Now, ‘‘ trans- 
cendent ” has different meanings in different systems of 
philosophy ; but it is probably most often used in the 
Kantian sense of not realisable in experience, and I 
hesitate to acknowledge as transcendent, in this sense, 
more than is absolutely necessary. 

Truth is the description of reality, and the conception 
of it must be relative to the observer and the existing 
sum of knowledge; the object of science is continually 
to make this description more general and more exact. 
Justice, which is a concept arising from. the social rela- 
tions of humanity, has been evolved for the protection 
of both the individual and the group; and no-one can 
hope to be just who does not realise the limitations of 
justice. History shows that in the name of transcendent 
ideas groups of men, such as religious sects, have carried 
out persecutions comparable to those of Hitler. 


E. MONTOSCRE 
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At the same time, I do not believe that the scientific 
attitude will lead to loss of liberty, but rather that 
understanding of the limitation of our ethical ideas 
will enable us the better to control our destiny, increase 
our freedom and tolerance, and further the highest aim 
of man—the increased happiness and well-being of our 
fellow-men. 

London, W.1. 


EXCHANGE VISITS WITH CONTINENTAL 
~ DOCTORS 


SıR,—The World Friendship Association is anxious 
to hear from medical practitioners who are interested in 
the following plan: (1) to receive as a guest for fourteen 
days during August a medical practitioner from Denmark 
or Holland, and (2) to visit during the month of 
September a medical practitioner in Denmark or Holland 
and stay with him as his guest for fourteen days. 

The cost of the return journey to Denmark from the 
port of embarkation will be 15 guineas ; and for Holland 
the cost will be £9 10s. In addition a fee of 12s. 6d. is 
payable for membership of the association. The visits 
will normally be direct exchanges and are contingent 
upon hospitality being afforded here. 

The World Friendship Association is an organisation 
which exists to foster understanding by arranging mutual 
visits. Hitherto its facilities have been available only to 
school-children and members of youth organisations ; 
but it is now possible to extend them to adults. 

Practitioners who are interested should write to 
Mr. G. A. Talbot, World Friendship Association, 29, 
Portman Square, London, W.1, marking the envelope 
“ Medical Exchange.” 

London, W.C.2. 


HOSPITAL ADMISSIONS 


S1r,—May an assistant in general practice, who has 
had recent experience of the admission of patients to 
hospital from both ends of the telephone, make five 
comments on your article last week ? 

1. In the course of admitting nearly 60 patients to 
various hospitals in this area in the past year, I cannot 
recall any instance where the time between the hospital 
answering the telephone and the house-officer accepting 
or refusing the case was more than five minutes. Time 
has been wasted in some cases, but this was usually due 
to delay in getting the hospital number—1i.e., the respon- 
sibility lies with the local telephone exchanges. 

I should add here that most of my cases are sent 
to a large voluntary hospital in which the house-officers 
admit on a rota. 

2. Any hospital with more than 200 beds which does 
not possess a buzzer, broadcasting, or other signalling 
device for summoning house-officers should be regarded 
as an anachronism. The value of such systems in speeding 
admissions is out of all proportion to the cost of 
instalment. | | 

3. Much tiresome delay for the G.P. would be avoided 
if he -would familiarise himself with the admission 
systems of the hospitals in his area. For example, 
in some hospitals time may be wasted in summoning 
the house-surgeon to admit a fractured femur, when the 
casualty officer is the man to do it. It may save time 
also if it is known that there are house-physicians for 
adult and for children’s work, and house-surgeons for 
general work and for ear, nose, and throat. 

4, The system by which one medical officer has 
responsibility for all admissions has the advantage 
of simplicity, and should be the rule in all small hospitals 
and in those without signalling devices. Where a signal- 
ling device has been installed, the house-officer rota 
system can be made to work as well, if not better, and 
the advantage for the G.P. is that he can talk to the 
man who is going to look after his patient, instead 
of passing messages through a go-between. 

‘The only serious drawback to this system seems 
to be an occasional wastage of the patient’s time on 
arrival at the hospital receiving-room before the appro- 
priate house-officer arrives on the scene. I would suggest 
that all dangerously ill patients be sent direct to the 
wards, and that the housemen should take the G.P.’s 
word for the state of their patients. i 


RICHARD DOLL. 


RICHARD W. DURAND. 


2 


5. Finally, the three hospitals in which I worked all 
used the admitting-ward system, but it was the duty of 
the house-officer to see that beds were available for 
emergencies during the take-in period. He would do this 
either by transferring convalescent cases to other wards 
or to convalescent homes, or else by reducing the admis- 
sion of waiting-list cases. : 

Stokenchurch, Bucks. C. J. H. STAREY. 


EMOTIONAL EFFECTS OF TRAUMA. 


Sir,—In my opinion Dr. Csillag (May 3) has under- 
estimated the emotional effects of severe trauma. While 
I agree that amputations for grossly traumatised or 
severely infected limbs are rarely refused, it is difficult 
to accept the statement that ‘‘ amputations are never 
followed by depression or suicidal tendencies.’’ This 
may have been the case in battle casualties and other 
war injuries, but in civilian surgery the depression and 
often extreme melancholia which follows the loss of a 
limb is a factor with which every surgeon has to contend. 

Probably the improvement which Dr. Csillag notes in 
the 2 cases reported was due to two factors: (i) the 
relief from pain afforded by removal of an infected or 
grossly traumatised limb, and (ii) general systemic 
improvement following the removal of a secondarily 
infected elbow-joint. The idea of. giving a fretting and 
irritable child ‘‘ something to cry about ”’ can hardly be 
extended to traumatising a schizophrenic for the purpose 
of producing a shock. 

Edinburgh. J. W. PERROTT. 


PETHIDINE ADDICTION | 


Srm,—In his interesting paper of May 3, Dr. Polonio 
states that in pethidine addiction relapses are common, 
and then goes on to say that ‘“ none of our patients has 
relapsed hitherto.’’ The general experience seems to be 
that relapse is inevitable unless patients accept a long 
period of psychotherapy, re-education, and rehabilitation. 

As a rule addicts present themselves for treatment 


because it is socially or economically expedient to do so, | 


or because they have infringed the law. The desire 
to be cured is mere lip-service to environmental pressure 
of one kind or another, and it rarely comes from a 
fundamental urge to reintegrate their personalities and 
reorientate themselves to a normal way of living. In 
other words, the desire for cure rarely arises spon- 
taneously from within the addict. Moreover, as a group, 
drug-addicts are so unstable, and their lives become 
so complicated, that they seldom have the patience, 
or the means, needed for. undertaking a complete cure. 

I should be interested to hear how long Dr. Polonio’s 
patients were .under treatment before he considered 
them cured. It is comparatively easy to disintoxicate 
drug-addicts, but quite another matter to free them from 
the psychological craving which ultimately causes them 
to relapse. 

London, W.1. ELLIS STUNGO. 


SEASONAL CHANGES IN INSULIN | 
REQUIREMENTS 


S1ir,—I should like to draw attention to a phenomenon 


-which I have observed regularly each spring in some 


diabetic patients. | 

In a few of those who have been under my care for 
some time I have noticed that the insulin requirements 
change in the spring and again in the late autumn. In 
one case, which was otherwise well controlled, hypo- 
glyczemic reactions suddenly became frequent in April 
and the insulin unitage had to be reduced; in the late 
autumn the dosage of insulin had to be increased to its 
previous level. Other cases of mine have shown similar 
though less dramatic variations. 
patients was there any increased ‘bodily activity to 
account for the spring reactions ; and likewise there were 
no complications to give rise to the hyperglycemia and 
glycosuria in the autumn. : ; 

It seemed that the requirements of insulin in these 
people underwent. a seasonal change, increasing in the 
winter and decreasing in the spring and summer. I 
should be interested to know if other practitioners have 
noticed similar changes. | 

Preston Hall Hospital, Maidstone. G. R. W. N. Luntz, 


In none of these. 


_ 
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ON THE FLOOR OF THE HOUSE 


LATE night sittings and many divisions always bring 
discussion of the relative merits of American and British 
methods of voting. At Westminster m.Pr.s march 
through the lobbies, whereas members of the House of 
Representatives in Washington answer to a roll-call. 
But any one who has seen both methods has no doubt 
that the Westminster way, for all its seeming cumbrous- 
ness, is the quicker. . , 

On Monday the third reading of the Transport Bill 
took place at 11 p.m. But after that we had a debate 
on physical education, and Mr. D. R. Hardman, parlia- 
mentary secretary to the Ministry of Education, was not 
very encouraging. The plans for a national college 
of physical education prepared by a committee under the 
late Lord Dawson of Penn proposed a building costing 
£350,000. But that cannot be carried out in this time 
_ of building and financial priorities. The National Fitness 
Council which was buried in 1939 remains buried, but 
the Minister said that this does not mean it cannot 
be resurrected. 

Tuesday, Wednesday, and Thursday were taken 
up with the committee stage of the National Service 
Bill. The reduction of the period of service from 18 to 
12 months—notified before Easter and immediately 
after the earlier debate—led to a spate of critical 
eloquence from Mr. Winston Churchill, but the Govern- 
ment carried their amendment after a division in which 
a bare handful voted against it; for the Opposition, 
while delighted at the chance to castigate the Govern- 
ment for their change of attitude, were not willing to lose 
the chance of passing a National Service measure in 
peace-time. . i 

The medical and dental clause of the Bill, clause 9, 
was passed with a friendly comment by an Opposition 
medical M.P. and a brief explanation by the Minister 
of Labour in which he referred appreciatively to the 
work of the Medical Priority Committee. The medical 
side of the Services is as well organised as any and 
better than most, but there will be need to use our 


medical man-power economically for some time to 


come. 

In the House of Lords Lord Woolton called attention 
to the danger of a serious shortage of food in this country, 
but disclaimed any intention of dividing the House 
or of unduly embarrassing the Government. A serious 
criticism made by Lord Woolton was that British 
farmers are not producing now as much as they did 
in the war. They could, he affirmed, give us an 
additional £150 millions worth of foodstuffs at present 
prices. 

Lord Henderson’s reply was reassuring but he was 
subjected to more interruption than is usual in the 
House of Lords. Perhaps there was a touch, or more than 
a touch, of politics in it. And, as Lord Woolton said, 
food and politics do not mix well. Lord Addison had to 
intervene at one point to say ‘“‘ this is not a question- 
and-answer entertainment; we are having a serious 


debate on food.” Lord Henderson summed up by saying - 


that Lord Woolton had fallen into an exaggerated 
condition of alarm and despondency, the situation was 
not really as bad as all that. But it seems likely that 
food facts will become missiles of controversy—and 
in the process a greater, even if often inaccurate, 
knowledge of food will be spread abroad. 

MEDICUS, M.P: 


FROM THE PRESS GALLERY 
Peace-time Fare 


The two-day debate in the Lords showed how per- 
vasive food is, for it ranged with pertinence over 
agriculture, housing, man-power, foreign loans, and 
international trade. Lord WoOoOLTON opened the dis- 
cussion on May 7 by saying that in his opinion we were 
in danger of a food crisis as serious as the fuel crisis 
during the next few months when the yield of the 
previous harvest would have been consumed. He begged 
the Government to be frank with the country. People 
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wanted food, not ‘“‘ pep ” talks, and he doubted whether 
our heavy workers were getting the right sort of food 
to enable them to give increased production. -Lord 
Woolton quoted an article by Dr. Franklin Bicknell m 
the Medical Press (May 7) in which it was stated. that: 
“ England is dying of starvation. ... Fat is what miners, 
farmers, fishermen, housewives all demand. Lack of fat 
is why we are all worn out.” . oo 
Government buying was not giving us the goods, and | 
people felt it would be better. to have less politics and 
more knowledge in providing our food-supplies. If our 
dollars were dwindling why did we buy luxurious fruits ? 
With our dollar shortage it was lamentable that British 
farmers are not producing as much as they did in the 
war. Lord Woolton surmised that the meat situation 
was serious. We were living beyond our income, and 
between January and April had used 150.000 tons of 
our stocks, and the loss of livestock in the bad winter 
had not yet been felt. Turning to bulk purchasing 
Lord Woolton affirmed that we were confusing the 
separate functions of government and catering, and 
trading and politics made bad companions. But he 
was, he added, concerned about supplies, not prices, and 
he begged the Government to secure food for the nation, 
never mind by what means. B 
` Lord HENDERSON said the Government did not 
anticipate any disastrous increase of serious food short- 
age. There might be temporary cuts in some foods, 
but there would be increases in others. If there was no 
immediate prospect of a general removal of rationing 
control, there was no justification for alarmist prophecies 
of crises, and the prospects of a fair, though not a 
bumper, harvest were far better than anyone a month 
ago could have thought possible. We had, he admitted, 
been finding it difficult to maintain our supplies of wheat, 
and our present stocks made careful control necessary. 
But supplies from Canada now were coming forward 
freely and if this year’s harvests were good it might be 
possible to abandon bread rationing. It was expected 
to increase the rations of animal feeding-stuffs in the 
coming year and to maintain the sugar, fats, and soap 
ration at their present level, bit the meat ration might 
have to be reduced to the level ruling at this time last 
Potato supplies would be adequate to the demand, 
the supply of tea was being maintained with difficulty. 
Food was just as short now, he ended, as it was when 
Lord Woolton himself introduced many of the bulk 
purchase arrangements which he now criticised. We 
were not, Lord Henderson ended, living in a world of 
peace and plenty, but in a world that was only slowly 
recovering from the ravages and after-effects of war. 
But the Government would do their utmost to maintain 
and raise the food standards of the people within the 
limits imposed by the food shortage which continued to 
afflict a stricken world. : 


Lord BEVERIDGE recognised that today the food 
problem was harder than during the war, but he thought 
the Government did not have a clear grip of it. One 
of the best ways to save dollars was to increase our own 
agricultural produce, and that meant more men on the 
land and more houses for them. This Government, he 
also suggested, were too apt to be content with rationing ; 
they were proud of it as a means of equality. They 
should aim not at supplies that will enable them to go 
on rationing for ever, but at supplies that will make it 
possible to abolish rationing. l 


Lord HAWKe felt that only by getting more than our 
fair share of food could we fulfil our part in the world 
recovery, yet the Government clung to the principle 
of international allocation. Lord SHEPHERD pointed out 
that in the past money had enabled us to buy food from 
countries such as Russia and India when the people were 
starving. Food was now, under UNO, the concern of an 
international authority. which aimed not merely at 
regulating supplies but also at increasing production. 


Opening the second day’s debate, Earl DE LA Warr 
suggested that we could not deal with the crisis because 
we went on thinking of it as a crisis and not as a long- 
term change. We must and could produce more food 
at home and not regard agriculture as an emergency 
industry. The Earl of HUNTINGDON, parliamen 
secretary to the Ministry of Agriculture, said that in the 
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last few months agriculture had suffered a gigantic 
disaster. The likely crop after allowing for the replace- 
ment of winter corn by spring corn would be 1,940,000 
acres, aS compared with a target of 2,500,000 acres. 
The Government was also out for maximum production 
but believed we should switch over to livestock. Lord 
CRANWORTH declared that never had there been such 
gross inequality in the distribution of food as today. 
Those who could go to a canteen of some sort daily 
had ample, if not very appetising food. But the housewife, 
the very old and the very young, the sick and infirm, 
and all engaged in non-static industries, of which 

iculture was the most important, were on the border- 
line of malnutrition. 


Viscount ADDISON wholeheartedly agreed with the 
need to improve home agriculture, but added that the 
neglect of 50 years could not be put right in 5 minutes. 
The Government realised the need to make the country’s 
diet more interesting, but the world was short of food. 
He did not wish to underestimate the difficulties of the 
situation, but some of the speakers in the debate had 
overdone it. Great sections of our community were 
undoubtedly better fed than before the war, and nothing 
could be more harmful to this country than for the world 
to think that we were down and out; we were not. 
Lord Woolton’s quotation, ‘‘ England is dying of starva- 
tion,” would go out all over the world, yet it was a 
monstrous falsehood. 

Dr. Bicknell in his article went on to say that the 
unemployed before the war were better fed than most of 
the nation today. How did Dr. Bicknell know how the 
unemployed were fed before the war ? Sir John Boyd Orr 
had estimated that 77% of the population were so poor 
that they could not buy enough food. Dr. Bicknell 
also said the average person gets 2100 calories a day. 
In fact the figure was,2900 calories. Lord Addison was 
confident that this country would pull through, and 
anything that would give the world a false impression 
was wrongful to the best interests of the State. 


National Service Bill. 


When the House of Commons reached clause 9 of 
the Bill, which deals with special provisions for doctors, 
Mr. C. F. Byers asked for information as to the steps 
to be taken to ensure the economic use of doctors and 
dentists in the Armed Forces. Colonel M. STODDART- 
ScorT, M.D., said that about 3000 doctors qualified each 
year. That was far more than was required for the 
Services. Some were women, some might be too old 
for service, others might be unfit. But there would 
still be 1500 doctors fit to serve. In general practice 
there was 1 doctor for 3500 people. If that was reduced 
on a liberal allocation in the Services to 1 doctor for 
every 1000 recruits a force of 1,500,000 would be required 
to occupy the 1500 doctors. Were the doctors going 
.to be called up for a shorter period, or was some other 
employment to be found for them, such as service in the 
Colonial Service, or in the National Health Service scheme 
in the unattractive areas of the country which were said 
to be without doctors? The thing to be avoided was 
having Service doctors unemployed, or only partially 
employed, while there were at the same time overworked 
doctors in general practice. This clause made it possible 
for those who intended to specialise not to be called up 
until the age of 30. Colonel Stoddart-Scott believed 
that every student who intended to specialise would put 
off his call-up until he had his higher qualification. 
There would thus be in the Services many more specialists 


than were needed. 


Mr. G. Isaacs, Minister of National Service, said the 
Government did not want to denude the country of 
doctors by taking them into the Forces simply because 
they had a right to call them up. There was a Medical 
Priority Committee presided over by Dr. Haden Guest, 
and the Ministry would consult that committee as to 
the best way of using the medical services. It might be 
best in some localities if the doctors had to serve for a 
shorter period, or were exempt altogether. Specialists 
would be treated in the same way. They would not 
take a man into the Forces just because he was a specia- 
list, but they would choose the kind of specialist that 
the Forces were looking for. 
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QUESTION TIME 
Relaxations of Fuel Restrictions 
In the House of Commons on May 6 Mr. H. GarrsKeti, 


. parliamentary secretary to the Ministry of Fuel and Power, 


informed Mr. W. Elliot that, after further consultation with 
representatives of the women’s organisations and with the 
Minister of Health, the Minister of Fuel and Power had issued 
a licence permitting the use of gas or electricity for heating 
residential premises in so far as it was necessary for the 
health of children under the age of 3 and old people over 
the age of 70. Mr. Gaitskell reminded the House that gas 
and electricity might be used for heating when a certificate 
was given by a registered medical practitioner that it was 
necessary in the interests of health of any person. 


Extra Ration for ex-Prisoners-of-war 


Sir IAN FRASER asked the Minister of Pensions if he was 
aware that extra nourishment was recommended by a con- 
sensus of medical opinion for men who had suffered from 
vitamin deficiencies while prisoners of war and whose eye- 
sight or other faculties 'had been impaired even after they 
had finished their normal hospital treatment and had 
returned to their own homes; and whether he would make 
arrangements with the Ministry of Food for them to receive 
what was necessary.—Mr. J. B. Hynp replied: Experience 
has shown that men under treatment in Ministry hospitals 
for vitamin-deficiency diseases require a well-balanced high- 
calorie diet which is provided with the addition of vitamin 
concentrates. On discharge to their homes, after the necessary 
treatment, such patients do not in general require diet supple- 
ments except in certain specified conditions for which provision 
is already made in the existing regulations of the Ministry 
of Food. Certain cases require vitamin concentrates which 
can be supplied. : l l 
Sir Ian Fraser: But is not the Minister aware that there 
is a widespread opinion among medical men that additional 
foodstuffs, especially now that we are all on a bad diet, are 
required by these people for Some years, and will he see that 
they have it ?—Mr. Hynn: I.am not aware that there is 
any consensus of medical opinion in that direction. On the 
contrary, the opinion which I have consulted is unanimously 
of the decision which I have conveyed, but if the hon. gentle- 
man can bring me any evidence to the contrary I shall certainly 
be glad to examine it.—Sir Ian Fraser: Where the patient’s 
own doctor recommends a particular diet, will the Minister 
see that the patient gets it ?—Mr. Hynp:. Not necessarily, 
but that, of course, is not for me to decide. E 


Protection of Atomic Workers 


Mr. A. R. BLACKBURN asked the Minister of Supply whether 
he was satisfied that the necessary steps had been taken to 
accord protection to workers at plants associated with the 
production of atomic energy from radioactive and other 
poisons.—Mr. A. WOODBURN replied: After consultation with 
the Factory Department of the Ministry of Labour and 
National Service, and in the light of expert medical advice, 
I am satisfied that all the necessary steps have been taken to 
protect the workers. i a 


Paper for Medical Books 


‘Sir E. GRAHAM-LITTLE asked the President of the Board 
of Trade if he was aware that the shortage of paper 
allocated to the publication of medical books was resulting ` 
in a critical position seriously interfering with the medical 
education at all the medical schools; and if he would rectify 
the position.—Sir STAFFORD Cripps replied: I am aware 
of the general shortage of educational books and I am con- 
sidering whether steps can be taken to improve the position. ` 


| Mental Stability of a Prisoner | 
Mr. G. Lane asked the Home Secretary gewhen, and by 


whom, application was made for an examination of the mental 


condition of Thomas John Ley, recently under sentence of 
death.—Mr. C. EDE replied :' Consideration of the question 
whether a medical inquiry shall be held into the mental con- 
dition of a prisoner under sentence of death does not depend 
on the receipt of an application. It is my duty in every 
capital casé to consider whether any question arises as to 
the prisoner’s state of mind and to order a medical examination 
whenever I have reason to think further inquiry desirable. 
—Mr. Lane : But does the Minister not realise that the defence 
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of insanity was never raised at the trial and was never raised 
in the Court of Criminal appeal; and in view of the general 
disquiet about this case, will he assure the House that this is 
not a trial by doctors to supersede a trial by jury ?—Mr. 


EDE: I am not bound in my consideration of the case by what - 


has been submitted either to the-lower court or to the Court 
of Criminal Appeal. I have to examine all the documents, 
and they are many and various, which come into my possession 
with regard to each case. If I have any doubt as to the mental 
stability of the person who has been sentenced to death it is 


my duty to order a medical inquiry. If that medical inquiry - 


takes a certain course, the matter is then taken completely 
out of my hands. 


Obituary 


PHILIP ROSCOE WRIGLEY 
F.R.C.S. 


Philip Wrigley, who died, after a few days’ illness, on 
May 2, will be remembered by many for his friendliness, 
even temper, ‘and good sound surgery. To the first all 
who came into close contact with him can testify; of 
the second it may be told that he was one of the last 
to get upset, if ever he did get upset, by the trying 
climate of Mesopotamia where he served with the 33rd 
British general hospital in the 1914-18 war; and of the 
last. one can point out that in Manchester, when surgeons 
themselves needed operation, they called on Wrigley to do 
what was necessary. 

Of an Oldham family he was educated at Manchester 
Grammar School, and he spent all his surgical life in 
Manchester’s medical school and hospitals. He qualified 
in 1900 and obtained the F.R.c.s. five years later. At 


the Infirmary he was a popular and successful teacher, - 


but he did not publish much, his main articles being 
descriptions of unusual abdominal cases from his exten- 
sive .practice. He retired from actjye work about a 
year ago. i ` 

His brother, F. G. Wrigley, specialises in ear work in 
Manchester, and they are the only two brothers to have 
been on the staff of the Royal Infirmary together since 
the long-off days of the Halls, one of whom supported 
the Jacobite cause after the invasion of 1745. 

Philip Wrigley leaves a widow, a son and a daughter. 


E. B. L. 
DR. S. MONCKTON COPEMAN 


AT the memorial service to Dr. Copeman held at the 
Church of the Order of St. John of Jerusalem on May 7, 
Major-n eneral R. J. Blackham said ; 


“ Wherever he went Copeman was an outstanding and 
welcome figure and his unfailing courtesy and consideration 
for others won him many friends in many sections of society. 
He loved not only humans but all forms of animal life, 
and as a member of the council of the Zoological Society 
he did much to improve the lot of the residents of the gardens 
he understood so well. Copeman’s wide culture, travels 
in many lands, and retentive memory made him a delightful 
companion and nothing pleased him better than dispensing 
hospitality with a Javish hand. One of God’s good men, 
‘He scarce had need to doff his pride or slough the dross 

of Earth— 
E’en as he trod that day to God so walked he from his birth, 
In simpleness and gentleness and honour and clean mirth.’ ” 


MISS D. F. CLEPHAN 


For more than 25 years, with the support of the 
Medical Research. Council, Dorothy Clephan worked 
as illustrator with those engaged in radiological research 
and treatment at the Middlesex Hospital and the Marie 
Curie Hospital. She was responsible for the many 
coloured plates in the late Dr. Elizabeth Hurdon’s 
Cancer of the Uterus. Equally successful in pen and ink, 
water-colour, photography, and plastic and other kinds 
of modelling, she was, in fact, a genius with her hands. 
Services such as hers are best. appreciated by those who 
depend upon this kind of help to illustrate their problems 
when committing themselves to print. She was a gifted 
singer, and a delightful sense of humour rounded off 
her essentially gentle nature. She died on April 18. 


S. R. 


— 
radiologist, Bolton Royal 
_ surgeon, Hope Hospital, 


BRASH, DAVID, M.B. Glasg., D. M.R. 


mary. 
BURO H A. S., M.B. Mane. .» F. R.C.8.: 
o 
CAMPBELL, EDWARD, M.B. Edin., D.P.H.: 


yenereologist, West 
Riding, Yorks. 


asst. 


CARRAGHER, A. E. P., M.B. N.U.1., D.P.H.: pathologist, Warrington 
Infirmary and Warrington municipal bospitals. 

DavIiEs, J. H. T., M.B. Camb. : dermatologist, Rochdale Infirmary. 

DOBBS, R. H., M.D. Camb., F. R.C.P physician i.c. department of 


diseases of children, Southend-on-Sea General Hospital. , 

McDowELL, L. A., M.B. Belf., D.P.H.: deputy M.0.H., asst. school 
M.O., and asst. tuberculosis officer, Burton-upon-Trent. 

MACPHERSON, IAN, M.D. Leeds, M.R.C.P.: consultant physician, 
St. James’s Hospital, Leeds. 

NEWBOLD, J. C., M.B. Camb., F.R.C.S., M.R.C.0.G.: surgical registrar 
and obstetrical tutor, Jessop Hospital for W omen, Sheftield. 

SAVAGE, JOHN, M.B. Glasg. dermatologist, Doncaster Royał 
nfirmary and Worksop ‘Victoria Hospital. 

SCHOFIELD, J. E., M.B. Manc.: anssthetic registrar, Manchester 
Royal Infr 

SEVITT, STON: M. 8C., M.D. Dubl., M. R.O.P.1., D.P.H. 

ngham Accident Hospital. 

SIMON, GEORGE, M.D. Camb., D.M.R.E.: asst. director, radiological 
dept., Hospital for Consumption and Diseases of the Chest, 
Brompton. 

SINCLAIR, W. W., M.B. Glasg., D.P.H. : asst. county M.O., and M.O.H. 
for area 5, Ne orfolk. 

WILSON, J. D., F.R.C.S.E. deputy medical superintendent, Lora 
Mayor Treloar ripples’ Hospital and- College. Alton and 
Hayling Island, Hants. 


Middlesex Hospital, London : 


BLooM, Ross, M.B. Wales, M.B. Lond., F.R.C.S, : 
orthopsedic registrar. 
SELLORS, T. HOLMES, D.M. Oxfd, F.R.C.S. 


St. Mary’s Hospital, London: >. 


GIDEON, D. S., M.R.C.8.: specialist, ear, nose, and throat ae t- 
St. Mary’ 8 Hospital and Princess Louise Kensington Hospi tal 
for tear cole? 

eae A . Go M.D. Lpool, F.R.C.S. : 


asst. surgeon, 


fracture and 
thoracic surgeon, 


asst. ophthalmic surgeon, 

Mary's Hospital, and ophthalmic surgeon, Paddington 
Cenc dren’s Hospital] and pncess Louise Kensington 
Hospital for Children. 

MATHESON, W. J., M.B. Edin., D. C.H. joint pædiatric registrar, 
oe Mory roH Hospital and Princess Louise Kensington Hospital : 
or 

Rosy, I. G., M. B. Camb., F.R.C.S.: asst. surgeon for diseases o 
ear, nose, and throat, St. Mary’ 9S Hospital and Princess Eons 
Kensington Hospital for Children. 


St. George’s Hospital, London : 


CHALMERS, J. N. M., M.R. Glasg., D.P.B. : 
(clinical pathology). ` 


_ 


aset. pathologist 


MARTIN, N. H., B.M. Oxfd, M.R.C.P., F.R.1.C. : chemical pathologist. 
Birmingham United Hospital : 
Asst. radiologists in diagnostic X-ray dept. : : 
BISHOP, J. C., M.C., M.B. Birm. 
SMITH, O. E., M. B. Birm. 
St. Peter’s Hospital, Chertsey : 
BaAYNES, T. L. S., M.D. Lond., F.R.C.S. : gyneecologist. 
_ ETHERIDGE, F. G., B.M. Oxfd, D.A. : anæsthetist. 


GILLESPIE, H. W., M.D. Tübingen, L.R.C.P.E., D.M.R. : 
GoaDBY, H. K., M. D. Camb., F.R.C.P. : physician. 
MIMPRISS, T, W., M.S. Lond.. . F.R.C.S S. : surgeon. 


County Borough of Blackpool : 


: Asst. school M.O. : 
WARD, G. W., M.B. Manc. 
WRIGHT, J. M. L., L.R.C.P.E,, D.P.H. 


Manchester Public-health Department: 


CHADWICK, T. H., M.B. Manc., D.A. 
Withington Hospital. 

GOLPBERG, H. M., M.B. Lond., 
Booth Hall Hospital. 

GRIFFITHS, D. L., M.B. Manc., F.R.C.S.: 
surgeon, Crumpsall Hospital. 

HAxTON, H. A., M.B. St. And., 
Crumpsall Honpial 

, PARKINSON, J. M.B. Manc., M.R.C.P., D.P.H. 

physician, Withingo Hospital. 

ROBINSON, B. P., M.B. Manc., F.R.C.S. : consultant ear, nose, and 
throat surgeon, Booth Hail Hospital and Crumpsall Hospital. 

SAVATARD, JUDITH, M.B. Lond.: consultant dermatologist, 
Withington Hospital. 

SMITH, S. B., M.R.C.8., D.O.M.S.: consultant ophthalmologist, 
Booth Hall Hospital and Craumpsall P ospa 

SMYTH, G. G, E., M.D. Manc., M.R.C.P. consultant physician, 


Crumpsall Hospital. 
consultant - dermatologist, 


radiologist. 


consultant anesthetist, 
F.R.C.8. consultant surgeon, 
consultant orthopaedic 
F.R.C.8.: consultant surgeon, 


| consultant 


WERTHEIM, LEOPOLD, 


M.R.C.S. : 
Crumpsall Hospital 


‘Northants Maternity and Child Health Services: 


Asst. M.O.: 
GOODCHILD, Monier, M.R.C.S., D.C.H. : 
STARK, VIDA, M.D. Glasg., D.P.H. À 
Nottingham and Midland Eye Infirmary: 
Asst. ye Se = ` 
BooTn, A. H., M.B. Madras, D.O.M.S. 
GoLpsMiTH, HAROLD, M.D. Münster, L.R.C.P.E., D.0.M.8. 
Examining Factory Surgeons: 


MADDEN, C. P., L.M.S.8.A. : Romford, isr, 
SMALLEY, ERNEST, M.B. Edin. : Heywood, Lancs. 
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STATUS OF UNIVERSITIES 


TRE British Association last week held in Manchester a 
conference on the place of the universities in the community. 
Sir Henry Dale, F.R.s., called on universities to undertake, 
under normal peace-time conditions, no research contracts 
involving restriction on publication. The function of univer- 
sities was, he said, not prescribed but free research; this 
did not, however, exclude ‘‘ contract” research, provided 
that this did not divert the worker from the natural line of 
his own ideas. The implementation of the Barlow report, 
which calls for 90,000 scientists by 1955, was also considered. 
Prof. P. M. S. Blackett, F.R.s. (Manchester) is reported in 
the Observer aa expressing satisfaction that there is enough 
talent for such expansion, without reduction in the standard ; 
but, he added, this did not mean that there were enough 
rungs on the ladder to the university. Mr. Eric James, 
D.PHIL., high master of Manchester Grammar School, held 
that insufficient allowance had been made for the training of 
science teachers for schools. p 

The conference discussed how the universities were to 
retain their independence in the face of a Government grant 
of £16 million out of a total expenditure of £20 million a year. 
Prof. M. Polanyi, r.B.s. (Manchester) suggested that it was 
a waste of time to endow academic research unless the reci- 
pients were left free to use the funds at their own discretion. 
He was for paying scholars less than they could earn elsewhere : 
“only thus,” he said, “ can we keep out of our profession 


_ those who would abuse the liberty which we must have for 


the effective pursuit of our calling. While a business 
man’s standing is properly measured by the money he earns, 
a scholar’s is determined rather by the money he refuses 
to earn.” 


CONTROL OF PROPRIETARY MEDICINES 


In a report to the Minister of Health, based on a five-year 
survey, the Pharmaceutical Society suggests that the public’s 
demand for proprietary medicines will not grow less under 
the new comprehensive medical service. The right to self- 
medication is not denied, but the public should, it is held, 
be protected; for otherwise ‘‘the era of a comprehensive 
health service may bring with it the golden age for com- 
mercialised charlatanism, which makes a butt of the orthodox 
practitioners on whom the service depends and a victim of 
the public to the prejudice of the service.” Among the 
society's recommendations are : that the maintenance of proper 
standards for proprietary medicines and for their advertise- 
ment should be a statutory duty of the Minister of Health in 
England and of the Secretary of State in Scotland, who 
would be assisted by an expert advisory committee; that 
a register of medicines and manufacturers should be kept 
and the sale of unregistered medicines prohibited; that 
standards for medicines and advertisements, to be prescribed 


by regulations, should include requirements for the dis- 


closure of composition in approved words and quantities, 
and for the prohibition of false, misleading, or exaggerated 
claims, and of offers of postal diagnosis ; and that complaints 
of non-compliance with the regulations should be heard by 
the committee, who would advise the Minister whether the 
medicine or the manufacturer should remain on the register, 
any action by the Minister being subject to appeal to the High 
Court. 


University of Birmingham 


Dr. W. J. Lloyd and Dr. N. G. Marr have been appointed 
lecturers in occupational health in the department of social 
medicine in the university. Dr. Lloyd is medical officer at 
Guest, Keen, and Nettlefolds, and Dr. Marr is divisional 
medical officer of Imperial Chemical Industries. 


Service Prizes 


The following prizes have been awarded for 1946 : 
Parkes medal and £60.—Major-General F. Harris, c.B.., M.C., 
for his work in hygiene in India and the Far East. 


Leishman medal and £30.—Lieut.-Colonel A. D. Young, D.S.O., 
for his paper on the Parachute Field Ambulance. 


Alexander medal and £70.—Lieut.-Colonel W. H. Hargreaves, 
0.B.F., for his published work on Ameosbiasis. i 

Recommendations for the 1948 awards of these prizes should 
reach the hon. secretary, R.A.M.C. Prize Funds Committee, 
R.A.M. College, Millbank, London, S.W.1, by Dec. 31, 1947. 
The Parkes prize is also open to naval officers. 
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University of Oxford 


On May 1 the following degrees were conferred : 


B.M.—C. G. Elliott,* R. E. A. Hansen, N. V. B. Marsden, 
J. F. W. Redwood, G. B. Rooke,* Rachel F. Shackleton,” E. G. 
Walsh, C. E. M. Wenyon.* f l 

+ In absence. 


University of Liverpool 
At recent examinations for the D.T.M. & H. the following 


. were successful : 


D. Adler, D. A. Andersen. T. W. Buckley, J. Cameron, J. C. 
Chartres, J. M. Clow, J. J. Elphinstone, W. M. Holley, Y. Ip, B. M. 
Kothary, D. T. H. Ling. R. A. McInroy, K. B. Mistry, N. M. 
Mohammed, A. J. Nicholas, G. Q. Patton, Gladys Rutherford, 
G. T. Stewart, S. S. Y. To, R. H. Townshend. 

Dr. J. M. Clow was recommended for the Milne medal and 


Dr. D. A. Andersen for the Warrington Yorke medal. 


University of Manchester 


Dr. W. F. Gaisford, has been appointed professor of child 
health in the university. He will take up his duties in 
Manchester later in the year. l 

Dr. Gaisford obtained the Conjoint qualification from St. Bartho- 
lomew’s Hospital in 1925, and graduated M.B. Lond. the following 
year. In 1928 he took his M.D. and the M.R.C.P;> After holding 
resident posts at Bart’s, he held the post of R.M.o. at the 
East London Children’s Hospital for two years. He then spent 
a year at the Washington University, St. Louis. Soon after his 
return to London he became assistant physician and peediatrician 
to the East End Maternity Hospital. ater he was appointed 
deputy medical superintendent to the Alder Hey Children’s Hospital, 
Liverpool, tutor in clinical psediatrics and physician at the Royal 
Liverpool Children’s Hospital, and assistant to Dr. Capon at the 
Royal Liverpool Maternity Hospital. In 1935 Dr. Gaisford went to 
Birmingham as senior physician to the Dudley Road Hospital, 
where he started a children’s outpatient department. In 1941 he 
became consulting physician to the Warwickshire county-council 
hospitals and in 1942 was also appointed consulting peediatrician. 
His published work includes papers on pyloric stenosis and tuber- 
culosis in childhood, and with Evans he was one of the first to 
describe the clinical results of the use of sulphapyridine in pneumonia 
(Lancet, 1938, ii, 14). 


Royal College of Surgeons of England 

At a meeting of the council of the college held on May 8 
with Sir Alfred Webb-Johnson, the president, in the chair, 
Prof. J. Paterson Ross was elected a member of the court of 
examiners. It was reported that Mackenzie McKinnon 
research fellowships had been awarded to H. D. Moore (Bristol), 
and J. F. Smith (London Hospital). The Hallett prize was 
awarded to C. B. R. Mann (University of Queensland). 7 

A diploma of fellowship was granted to F. P. Dewar 
(Toronto, Canada), and diplomas of membership were granted 
to the candidates named in the issue of May 3 as having passed 
the final examination of the Conjoint Board, with the exception 
of four who already hold the membership. The following 
diplomas were granted jointly with the Royal College of 
Physicians : 

D.M.R.D.—J. D. Addison, T. E. Broadbent, A. C. Glendinning, 
H. J. R. Henderson, B. N. Klukvin, D. G. C. Macdonald, D. R. 


Morris, D. H. Nelson, R. L. Quilliam. A. C. Rogers, G. A. Stevenson, 
R. S. Thorpe, F. R. Turner, C. H. Wood. , p a 


D.M.R.—P. E. S. Palmer. 


Redhill County Hospital was recognised in respect of the 
six months’ resident surgical post, tenure of which is required 
of candidates for the final fellowship examination. 


British Legion Rheumatology Unit | 
This unit, which the Ministry of Health will take over on 
May 31, has now been transferred with its staff from the 
Three Counties Hospital, Arlesey, Beds, to the North-Western 
Hospital, Lawn Road, London, N.W.3. l 


Accident Service at Stanmore 

The Royal National Orthopædic Hospital at Stanmore has 
started a 24-hour service to deal with accidents of all types, 
particularly those of industrial origin. This new development 
is part of the hospital’s policy in widening its scope and 
function so as to provide full training for postgraduates in all 
branches of orthopædic surgery. The telephone number is 
Grimsdyke 1894. 


Birmingham Medical Society 

Mr. Anthony Eden was the guest of honour at the annual 
dinner of the society on May 9. Other guests included the 
Lord Mayor and Lady Mayoress of Birmingham, Mr. Sydney 
Vernon, pro-chancellor, Mr. Raymond Priestley, vice-chan- 
cellor, and Mr. Newton, treasurer of the university, and Sir 
Leonard Parsons, dean of the faculty of medicine. Prof. A. C. 
Frazer, president of the society, was in the chair. 
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Scientific Film Congress 


A congress is to be held in Paris at the beginning of October 
to consider the draft constitution of an international film 
organisation which has been prepared: by the British and 
French organisations. Further information may be had 
from the Scientific Film Association, 34, Soho Square, London, 


W.1. : 
University College of Nigeria ) 


` Mr. Kenneth Mellanby, D.sc., reader in medical entomology 
in the University of London at the Schoo] of Hygiene and 


` 


Tropical Medicine, has been appointed principal-designate 


of the university college which is to be set up in Nigeria. 
Dr. Mellanby was appointed o0.B.E. in 1945 for his services in 


connexion with the preservation of the health of our troops 
in South-East Asia. | 


Empire Rheumatism Council 


The council will hold a week-end course’on June 13, 14, 
and 15 at the Apothecaries Hall, Black Friars’ Lane, London, 
E.C.4. The speakers will include Sir Adolphe Abrahams, 
Dr. Ernest Fletcher, Dr. R. E. Bonham-Carter, Dr. G. D. 
Kersley, Dr. George Graham, Dr. W. S. C. Copeman, 
Dr. Oswald Savage, Dr. F. S. Cooksey, and Mr. W. D. Coltart. 


Further particulars may be had from the secretary of the 


council, Tavistock House North, W.C.1.- | 


b 


New York Academy: of Medicine 


At the centennial convocation held on April 24 the following 
were elected to the membership of the academy as honorary 
fellows: Sir John Fraser, Dr. Gordon Holmes, F.R.S., Sir 
Wilson Jameson, Sir John Boyd Orr, F.R.S., and Prof. John 
Ryle. The following were elected as corresponding fellows : 
Prof. H. R. Dean, Prof. N. Hamilton Fairley, F.R.S., Sir 
Alexander Fleming, F.R.S., Sir Howard Florey, F.R.S., Prof. 
James Mackintosh, and Sir Lionel Whitby. 


¢ 


Society of Apothecaries, of London ; i 


On: May 8 the honorary freedom was conferred on Sir 
Stanley Hewett, and the mastery of midwifery, honoris 
causa, on Sir Allen Daley, Sir Eardley Holland, and Sir 
William Fletcher Shaw. Dr. Thackray Parsons, the master, 
said that the society, which had brought women into the 
medical profession by giving its licence to Elizabeth Garrett 
Anderson, is this year to admit women to its freedom. Claim- 
ing that medical education in ‘England owes more to the 
society than to any other body, he described its influence on 
the provincial medical schools, almiost all of which began by 
framing their courses of instruction to satisfy the require- 
ments of its examining committee, and spoke particularly of 
its interest in midwifery, and the. relations of midwifery to 
pediatrics and to social medicine. 
receiving the freedom, said that as surgeon-apothecary to 
H.M. the King for nearly 40 years he felt he had served his 
apprenticeship. Dr. J. P. Hedley, a past master of the 
society, introduced the new masters of midwifery, each of 
whom returned thanks for the honour. . 


R.A.M.C. War Memorial Fund 

Launching a public appeal in London last week, Sir 
Alexander Hood, president of this fund, said that over 
£8000 had already been raised among personnel of the 
R.A.M.C. and the Emergency Medical Service. Further 
results could be achieved only through press publicity since 


the R.A.M.C., scattered throughout this country and over © 


the world, had no territorial background ; the Corps’ essen- 
tially humanitarian work justified extension of the appeal 
to a wider public. Proceeds, said General Hood, were to be 
spent, not on a memorial in wood or stone but on the welfare 
of those who suffered during the war or of their dependants. 
Help would be substantial, so that in six or seven years the 
fund would cease; and “welfare” would be widely inter- 
preted to include monetary grants and assistance—for 
example, in training for civil technical qualifications, in 
buying equipment, and in the education of children. After 
the 1914-18 war the corresponding fund totalled about 
£20,000 ; and it was hoped that this sum would be bettered. 
Subscriptions should be addressed to the hon. treasurer, 
c/o Glyn, Mills & Co., 22, Whitehall, London, 8.W.1. 


Return to Practice 


The Central Medical War Committee announces that 
Dr. M. P. Leahy has resumed civilian practice at 39, Harley 
Street, London, W.1 (Langham 4012). 


Sir Stanley Hewett, in- 


-WRIGLEY.—On May 2, at Swettenham, 


Diary of the Week 


at MAY 18 TO 24. 
Monday, 19th | E - 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 | 
5 P.M. r. Norman Capener: Reconstructive Operations in 
Chronic Arthritis. a. 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 _ 
5.30 P.M. Odontology. Sir Frank Colyer: Roman-British Burials. 


Tuesday, 20th 


ROYAL COLLEGE OF PHYSICIANS, Pall. Mall East, S.W.1 
5 P.M. Prof. R. E. Lane: Care of the Lead Worker (Milroy 
=. lecture). 
ROYAL COLLEGE OF SURGEONS _ : 
5 P.M. Sir Thomas Fairbank : Developmental Affections of Bone. 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2 l 
5 P.M. Dr. R. T. Brain : Electrotherapeutics. 
EUGENICS SOCIETY att 
5.30 P.M. (Burlington House, Piccadilly, W.1.) Mr. H. J. Eysenck, 
"PH.D. : Measurement of Socially Valuable Qualities. 


Wednesday, 21st 


RoyaL COLLEGE OF SURGEONS 
5 P.M. Mr. George Perkins : 

ROYAL SOCIETY OF MEDICINE i 
5 P.M. Endocrinology. Prof. F. G. Young, D.sc., Dr. R. D. 

. Lawrence: New Aspects of Insulin Action. l 

LONDON SCHOOL OF DERMATOLOGY 

5 P.M. i pe S W. McKenny : Technique òf X-ray. Treatment 
part 1). : ; 


Lesion of the Epiphyses. 


Thursday, 22nd 


ROYAL COLLEGE OF PHYSICIANS : l 
5 P.M.: Prof. R. E. Lane: Care of the Lead Worker (Milroy 
lecture). . i 
ROYAL COLLEGE OF SURGEONS Š l 
5 P.M. Prof. Lambert Rogers: Ligature of Arteries (Arris and 
Gale lecture). | Sey ok 
6.15 P.M. Mr. H. A. Brittain: Operative Treatment of Tuber- 
: culous Disease in the Larger Joints. | = 
UNIVERSITY OF DUBLIN 
5 P.M. (Dixon Hall.) Prof. B. R.Samuels : Sympathetic Ophthalmia 
(Montgomery lecture). . ae 


EDINBURGH POST-GRADUATE COURSE 


4.30 P.M. (Royal Infirmary.) 
Hydatid Disease. 
CHADWICK LECTURE \ 
3 P.M. (Cheltenham Town Hall.) Sir Arthur MacNalty : Advances 
in Preventive Medicine during the War of 1939-45. 


Friday, 23rd 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. H. Osmond Clarke : 
Spine. 
ROYAL SOCIETY OF MEDICINE . ’ 
3 P.M. Epidemiology and State Medicine. Dr. H. J. Parish : 
Future of Preventive Inoculations. 
5 P.M. Pediatrics. Dr. L. K. Diamond: Erythroblastosis. 


S . 
Mr. Donald Douglas: Surgery of 


Structural Deformities of the 


- m 


Births, Marriages, and Deaths 


BIRTHS ia i 
BLOMFIELD.—On May 9, at Sheffield, the wife of Mr. G. W. Blomfield, 
F.R.C.S.—a daughter. ; 
CowPER.—On May 6, at Kingsbridge, S. Devon, the wife of Dr. 
W. H. Cowper—a daughter. - ' Fa 
Day.—On May 6, in London, the wife of Dr. F. M. Day—a daughter. 
Fysu.—On May 7, at Roffey Park, Horsham, the wife of Dr. 
Christopher Fysh—a son. 
HuntT.—On May 4, in London, the wife of Dr. John Hunt—twin 
sons. ees oR, 
LAMBLEY.—On May 6, at Northampton, the wife of Mr. D. G. 
Lambley, F.R.c.8.—a son. 7 
Low.—On May 3, the wife of Dr. M. G. Low—a daughter.. 
Masson.—On May 2, in London, the wife of Dr. H. F. Masson 


—a son. , 
O’BRIEN.—On May 2, the wife of Dr. Brendan O’Brien—a son. 
SmMiTrH.—On April 11, in Ipswich, the wife of Dr. L. E, Smith—a son. 
Woops.—On May 5, in London, the wife of Lieut.-Colonel T. Woods, 
R.A.M.c.—a daughter. l 


MARRIAGES 


Davis—LOESER.—On May 7, in London, Albert Davis, F.R.C.S., 
to Renate Marie Loeser, M.R,O.8. men la 
MACARTHUR—PARTON.—On May 3, at Epsom, Angus MacLeod 
Macarthur, M.B., to Hilary Claire Parton, M.B. l 
PoLLITT—ATTWOOD.—On April 30, at Stafford, P. G. H. T. Pollitt. 
M.B., to Gwendoline Attwood. SA M 
WILKINSON—EXELL.—On May 7, at Kensington, Ronald S. Wilkin- 
son, B.M., to Thelma M. Exell. 


DEATHS , 
ALcocK.—On May 2, at Burslem, Staffs, Samuel King Alcock, 
M.D. Lond., J.P., aged 84. BS ed 
CAZALET.—On May 10, at Bexhill-on-Sea, Grenville William Cazaict, 


M.R.C.S., aged 87. 
CRAWFORD.—On May 4, at Martinstown, Dorset, James Muir 
I.M.8. (retired), 


tN O.B.E., M.B. Edin., lieut.-colonel 

age i , l 

LowsLEY.—On May 8, at Bradninch, Devon, Montagu Marmion 
Lowsley, D.8.0., M.R.C.S., lieut.-colone] R.A.M.C. ars 


R.—On May 2, at Blackheath Park, London, John Wilson 
Miller, M.B. Glasg., D.P.H. 


ee 


near Congleton, Philip 
Roscoe Wrigley, F.R.C.S. í i DaT 
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STORIES OF ENDOCRINE RESEARCH * 


E. C. Dopps 
M.V.O., M.D., D.Sc. Lond., F.R.C.P., F.R.S. 


COUBTAULD PROFESSOR OF BIOCHEMISTRY IN THE UNIVERSITY 
OF LONDON 


From the Courtauld Institute of Biochemistry, Middlesex 
Hospital, London 


ENDOCRINE research, like all other types of research, 
can be conducted in various ways—in fact, we can use 
the investigations of the internal secretions as a model 
in the consideration of the whole question of the methods 
of research in general. The first I may perhaps call the 
Addisonian or even the Guy’s method. No finer examples 
could be taken than the study of the two diseases in 
which Guy’s men played such prominent parts in their 
elucidation : Addison’s disease and myxcedema. 

Thomas Addison (fig. 1) was born at Long Benton, 
Northumberland, in 1793, was educated at Newcastle, 
and took his degree in Edinburgh in 1815. He then 
came to London, where he was first of all house-surgeon 
to the Lock Hospital and then assistant to Dr. Bateman, 
a well-known skin specialist, at Snow Ilill. He first went 
to Guy’s in 1824 as assistant physician, and his selection 
for the appointnient was largely due to the influence of 
the treasurer, Benjamin Harrison. He remained on the 
staff of Guy’s until just before his death in 1860. 

Accounts of him written by those who knew him 
personally all show him as an extremely forceful person- 
ality, with unrivalled powers of observation and an 
untiring persistence in searching out the hidden causes 
of disease. Wilks and Bettany (1892) say : 


“For many years he was the leading light of Guy’s so 
that every Guy’s man during the 30 or 40 years of his 
teaching was a disciple of Addison. . . . He was dogmatic in 
his teaching and thus 
the pupils accepted as 
pure gospel every word 
which flowed from his 
lips. The force of his 
words was enhanced by 
his mode of delivery and 
by the presence of the 
man himself... . His 
penetrating glance 
seemed to look through 
you and his whole 
demeanour was that of a 
leader of men enhanced 
by his somewhat marked 
attitude....Asa 
teacher, it is difficult to 
conceive a better... . 
The clinical lectures 
were most excellent, as 
he never failed to 
thoroughly unfold the 
case which he was 
discussing. . His 
examination of the patient was of the most complete 
character ; possessing unusually perceptive powers, being 
shrewd and sagacious beyond the average of men, the patient 
before him was scanned with a penetrating glance from 
which few diseases could escape detection. He never 
reasoned from a half-discovered fact, but would remain 
at the bedside with a dogged determination to trace out 
the disease to its very source for a period which constantly 
‘wearied the class and his attendant friends. . 


Almost the same words are used by the ee of the 
obituary notice in the Medical Times and Gazette (1860). 

Addison in 1849 and 1855 described several cases of 
lassitude, pigmentation of the skin, loss of weight, and 
death. The findings at necropsy invariably showed 
bilateral destruction of the suprarenal glands, to which 
Addison attributed the condition, suggesting that they 
mainly influenced the red blood-cells. 


Fig. |\—Thomas Addison (1793-1860). 


> Addison lecture delivered at Guy’ 8 Hospital on Dec. 2, 1946. 
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Dr. Trousseau, of Paris, first gave the name “ Addison’s 
disease ” to the symptoms which Addison had described. 
Brown-Séquard (1856, 1858) showed that these symptoms 
could be reproduced in animals by removal of the supra- 
renal glands. Swingle and Pfiffner (1931) extracted from the 
cortex a substance which would maintain life in adrenal- 
ectomised animals and was sufficiently pure not to cause 
abscesses at the site of injection. Methods of extraction 
have since been improved, and the substance has also 
been produced by a sterol-degradation process (see below). 
By the administration of cortical hormone, patients 
with Addison’s disease can now be kept in reasonable 
health over long periods. 


MYX@DEMA 


Stil another example of the Addisonian or Guy’s 
technique is the research leading to the discovery of 
thyroxin. The first description of the condition now 
known as myxedema was given by Sir William Gull 
(1873). Gull (fig. 2) was born at Colchester in 1816, and 
he also owed his entry to Guy’s to Benjamin Harrison, 
who arranged for him to be 
entered as a student. Like 
Addison, Gull was distinguished 
for his powers of observation 
and diagnosis ; and, like 
Addison, he held the view 
that to find out the cause of 
a disease was equally, if not 
more, important than to pre- | 
scribe for it. The writer of the 
obituary notice in the Guy’s 
Hospital Reports (1890) says : 

“He was never tired of 
exposing the absurdity of much 
of the traditional polyphar- 
macy. He would show how 
much harm may be done by 
the vigorous treating of half- 
understood diseases and he once 
said that if every drug in the 


world were abolished, a physician would still be a useful 
member of society.” 


He was opposed to the granting of medical diplomas by 
the Society of Apothecaries once the Conjoint Board was 
established and said in this connexion : 


“ The road to medical education is through the Hunterian 
museum and not through an apothecary’s shop.” 


He was noted for his rather caustic wit, and his remark 


Fig. LE WilliamtGull 
(1816—1890). 


““ Savages explain, science investigates,” his description 


of a neurotic woman as “ Mrs. A. multiplied by four,” 
and so forth, are often quoted. Another obituary notice 
(Lancet 1890) remarks : 


“ He had not exactly a vein of pure humour; for his 
humour was generally critical and sometimes sarcastic ; 
and he would speak of the whims and fancies of men in > 
terms of material pathology with a cheery satire ‘quite 
inimitable, and yet with a depth of sympathy and a force 
pathetic and startling.” 


In 1873 Gull described “ a cretinoid state supervening 
in adult life in women.” He showed that the symptoms 
in these cases were very similar to those seen in cretins : 


“ And that it is allied to the cretin state would appear 
from the form of the features, the changes in the lips and 
tongue, the character of the hands, the alteration in the . 
‘conditions of Jocomotion and the peculiarities, though 
slight, of the mental state.” 


Ord (1878), who reported several cases of the same 
condition, which he termed “ myxcedema,”’ noted that : 


“ You will find little or no trace of a thyroid body and a 
decided resilient fulness on both sides of the neck above 
the clavicles. . . . In the fatal case examined by me, 
the thyroid was reduced to about a fourth of its natural 
81Z0....” 
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Kocher (1889), reporting the results of 250 thyroid- 
eetomies, commented on the danger of myxædema 
supervening as the result of complete removal of the 
thyroid gland, and he referred to this again in 
1895. 

Murray (1891) reported the successful treatment of a 
case of myxcedema with an extract of sheep’s thyroid. 
He described the condition of the patient before treat- 
ment, gave details of a method for preparing a suitable 
extract, and reported the vast improvement in the 
patient when seen after three months’ treatment. 

The active substance, thyroxine, was first isolated in 
crystalline form by Kendall (1915). Harington (1926) 
proved its chemical Coia M UES; and he and Barger (1927) 
synthesised it. 


DIABETES 


Sometimes this method hangs fire very seriously, and 
a typical example is diabetes. We have the disease 
described accurately by Hippocrates, though he did not 
know there was sugar in the urine. This was discovered 
in the seventeenth century by Thomas Willis (fig. 3), 
who was appointed Sedleian professor of natural philo- 
sophy at Oxford in 1660. He moved to London in 1666 
and acquired the largest fashionable practice of his day. 
He gave the most complete and accurate account of the 
nervous system which had so far appeared, and gave 
descriptions of myasthenia gravis, puerperal fever, and 
epidemic typhoid. In his essay on diabetes, a translation 
of which was published in 1681, Willis says : 


“ But that as many authors affirm the drink to be little 
or nothing changed is very far from truth, because the 
urine in all (that I have known who hath hapned to have 
it, and I believe it to be so in all) very much differing both 
from the drink taken in, and also from any Humour that 
is wont to be begot in our Body, was wonderfully sweet 

. and as it were, imbued with Hony or Sugar.” 


Despite the most careful clinical studies, no progress 
was made until a chance observation of von Mering and 
Minkowski (1889) 

showed that the 
pancreas was con- 
nected with dia- 
betes. Von Mering 

. was interested in 
protein digestion 
and wondered 
what would 
happen if one 
removed the pan- 
creas and there- 
fore the source of 
trypsin. He and 


Minkowski, per- 
formed the opera- 
tion, and to their 
astonishment 
diabetes mellitus 
developed. Again 
no progress was made. ‘Every type of extract of. the 
pancreas was made with no result, until Laguesse (1893) 
observed that ligature of the pancreatic duct in the dog 
was attended by degeneration of the pancreas but not by 
diabetes mellitus. | 

This brings us to another method of research, where 
the scientist considers the data, evolves the solution, and 
then proceeds to the laboratory to prove his ‘theory 
correct. This method practically never works. The usual 
result is that the investigator comes to the wrong con- 
clusion, and the experiments which he devised prove 
something entirely unsuspected. The case of Frederick 
Banting (fig. 4), however, is one e of the prian excopuons 
to this “rule. | 


Fig. : 3—Thomas Willis (1622-1675). 


his assistant, 


Banting was born at Alliston, Ontario, in 1891 and 
entered the University of Toronto in 1912. His studies 
were interrupted by the war, but he was sent back to 
complete them. After the war he became resident in 
surgery at the Hospital for Sick Children, Toronto, and 
specialised in orthopedic surgery. In 1920 he became a 
part-time demonstrator at the University of Western 
Ontario and did some research work in the department 
of physiology. 

It was at this time that he studied the literature on 
diabetes, and on the basis of the facts then known was 
able to predicate the solution of. the protem As he 
states (Banting and Best 1922) : 


“ he read an article dealing with the relation of the isles 
of Langerhans to diabetes. From the passage in this article 
which gives a résumé of degenerative changes in the acini 
of the pancreas following ligation of the ducts, the idea 
presented itself that since the acinous, but not the. islet 
tissue degenerates after this operation, advantage might. be 
taken of this fact to prepare an active extract of islet- 
tissue. The subsidiary hypothesis was that trypsinogen or 
one of its derivatives was antagonistic to the internal 
secretion of the gland. 4 


He therefore predicated that, if one took a Tog, tied its 
pancreatic duct, and waited 7-10 weeks for degeneration 
of the pancreas, with dis- ; 

appearance of the trypsin, an Eg ; 
ice-cold Ringer’s extraction of 
the pancreatic remnants should 
contain the active principle. 
He obtained permission from 
Professor Macleod to conduct 
this experiment, together with 
C. H. Best, and it was com- 
pletely successful and proved 
to be the turning-point in the 
history of diabetes. A special 
research department was even- 
tually created, and Banting 
became its director. He was 
noted for his great kindness 
in helping and encouraging 
young research-workers. He 
had many interests besides his 
medical work, and was one of | 
Canada’s finest amateur painters. Unfortunately he 
met his death in an aeroplane accident while carrying 
out research into‘altitude effects during the late war. 


Fig. 4—Frederick Banting 
(1891—1941). 


VITAMIN © 


Yet another approach to a discovery is possible : 
where the research-worker sets out to discover a certain 
thing. and discovers something completely different. An 
example of this is the work done by Szent-Györgyi which 
led to the isolation and characterisation of vitamin C. 
Szent-Györgyi in the early 1920’s planned a detailed 
study of biological oxidation, in the hope that this 
might lead to an understanding of the function of the 
interrenal system. In 1928 he isolated from the adrenal 
cortex a powerful reducing substance, which he called 
hexuronic acid. This substance he also obtained from 
oranges and cabbages. He described some of its chemical 
properties. In 1932 he showed by animal experiments 
that this hexuronic acid had the same antiscorbutic 
activity as the substance found in fresh citrus fruits, 
and was in fact vitamin C or l-ascorbic acid. 


SEX HORMONES 
The history of the isolation and characterisation of the 


- sex hormones illustrates yet another discipline of research. 
` It shows how work done in another field, often academic 
and haying apparently no bearing on the problem in 


hand, can often provide the necessary data without 
which the problem would remain insoluble. 


. the study of sex hormones. 
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The effects of removal of the gonads in both male and 
female. animals have been known for centuries; and, 
as the idea of internal secretions developed, it was 
realised that the sexual functions of both male and 
female animals were regulated by chemical substances 
secreted by the gonads. Attempts were made to isolate 
active substances from ovarian tissue, and Allen and 
Doisy (1923) showed that the potency of such substances 
could be tested on odphorectomised rodents by the 
vaginal-smear technique of Stockard and Papanicolaou 
(1917). 

In the meantime, organic chemists and biochemists 
were greatly interested in the study of sterols, which are 
found in the unsaponifiable fraction of fats of animals 
and of some plants and have a fatty character.- They 
contain only carbon, hydrogen, and oxygen. Intensive 
studies conducted by Windaus (1932) in Gottingen and 
by Wreland and Dane (1932) in Berlin showed that 
these substances consisted of a central nucleus to which 
a long side-chain was attached. It took much work 
before the constitution of the central nucleus was 
discovered, but finally the structure postulated by 
Rosenheim and King (1932, 1933) was accepted : 

This is known as the cyclopenteno 
phenanthrene ring system. The carbon 
atoms are numbered according to inter- 
national practice, and the: rings are 5 
lettered. In the sterols the long side- 
chain is attached in the 17 -position, and ? 
the sterols also have a hydroxyl] group 


in the 3-position and angle methyl groups in the 10- 


and 13-positions. This structure presents very complex 
problems of stereo-isomerism. Rings A and B are 
completely saturated, and it is possible to have two forms 
of the rings according to the positions of the “ points ” 


. of the rings—i.e., carbon atoms l and 4, and 9 and 6. 


As the four valencies of the carbon atom correspond to 
the points of a regular tetrahedron, the ‘‘ points ” of the 


_ Tings cannot be on the same plane, but may be either 


above the plane of thé paper or below. There are two 
alternative arrangements of this. In the first, one set 
of points is above the plane of the paper and the other 
below 3 hence the rings present the appearance of a 
chair. This is called the trans-decalin arrangement, or 
the allo variety. In the second arrangement the points 
of the rings are both on the same side of the plane of 
the paper, suggesting the appearance of two beds, and 
this is known as the cis-decalin or normal type. These 
two arrangements are illustrated by the perspective 
diagrams : 


All natural sterols are of the allo or trans-decalin type. 
Stereo-isomerism can also occur in the other rings and in 
the junctions of the various polar groups attached to the 
nucleus. 

The work done by Windaus (1932) and Wieland and 
Dane (1932) and by Rosenheim and King (1932, 1933) 
on sterols was found to have an important bearing on 
The first of these to be 


- isolated in crystalline form was the cstrogenic hormone, 


which produces estrus in female animals. The isolation 


` was made possible by the discovery of Aschheim and 
Zondek (1927) that large quantities of cestrogenic 


simpler yet more potent substances. 


substances are excreted in the urine of pregnant animals. — 
By 1932 five such substances had been isolated, by 
Butenandt (1929), Doisy et al. (1929), Marrian (1930), 
and Girard et al. (1932a and b), from this source and 
were found to have the same basic chemical structure 
as the sterols, but without the long side-chain at the 
17-position. The formuls are as follows : 


G@stradtol 


Gstrone Gstrtol 
CH3 40 CE3 on cnet 
OH 

BO , 

HO HO 
0 f 0 
CBs — OBS 
HO BO 
Equiline Equilenine 


An androgenic substance, androsterone, was likewise 
isolated by ” Butenandt (1931) from male urine and 
found to have the following formula: 

The question of stereo-isomerism 
in the œstrone molecule and the 
very complicated spatial arrange- 
ments of the more saturated 
members of this series render total 
synthesis impracticable at the 
present stage. Bachmann et al. 
(1940) have synthesised equilenine ; ; 7 
but, great as this achievement is, it must. be remem- 
bered that both rings A and B are unsaturated, 
and therefore the complicated spatial arrangement is 
ruled out. 

For further progress in this field we must return to the | 
pure organic chemistry of the sterols. It is to Ruzicka 
et al. (1934) that the credit belongs of first realising that 
the ready-made cyclopenteno ‘phenanthrene nucleus 
could be obtained by cutting the side-chain off the sterols © 
by chromic oxidation. Whereas Windaus and his 
colleagues concentrated their attention. more on the 
side- chain, Ruzicka et al. (1934) realised the importance - 
of the nucleus, and by suitable chemical operations they - 
were able, by moving double bonds about and exchanging 
polar groups, to lay the foundations for the production 
from cholesterol of several 
hormones. Today testosterone, 
progesterone, desoxycortico- 
sterone, and even cestrone and 
cestradiol are produced by this 
technique. 

A rather different approach 
to the production of cestrogenic 
substances was suggested by ~ 
the fact that no less than five — 
such substances are produced 
in nature. It was decided to 
see how specific was the molecular structure for cestro: | 
genic activity. Several phenanthrene compounds were 
made and tested, and the compound 1-keto-1: | i 
2 : 3 : 4-tetrahydrophenanthrene was found 
to have œstrogenic activity (Cook et al. 1934), . 
though much less potent than the naturally — 
occurring substances. The work was con- 
tinued, and an important advance was the 
discovery that the phenanthrene structure 
was not essential for cestrogenic activity. 
Many compounds were made in an effort to produce 
Finally the potency | 
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E of kadi or. p-hydroxy-propeny! benzene was vested and 
a to be very highly active:' 
“OH ` However, when attempts v were made to repeat 
_ the work, some batches of anol were found to 
‘possess only very slight activity, and it was 
‘obvious that the activity in the first batch must 
CH have been due to a contaminant. The work 
cy W28 continued in collaboration with Sir Robert 
i Robinson, and finally the compound 4: 4’-dihy- 
droxy-« : B-diethyl stilbene, or stilbestrol, was 
. made and found to be very: highly active. 


Ra Cs Cg 
f ZOSTER, 


‘This compound and the two related compounds, 
hexeestrol and diencestrol, have found extensive use in 
the treatment, of menopausal symptoms and other 
conditions for which formerly the naturally occurring 


mE œæstrogens were prescribed. Their great advantage lies 


in the fact that they are cheap to produce and that they 
are active by mouth, and thus patients are spared much 
inconvenience and expense. 

A further use has been found for hese compounds in 
the treatment of carcinoma of the prostate gland. 


=. Huggins and Hodges (1941) showed that castration or | 


the administration of estrogens would bring symptomatic 
relief in a large proportion of cases and since then the 
` compounds: have been used extensively for this purpose. 
` Tn about 95% of cases there is some response; and, in a 
large number of cases responding, complete symptomatic 
relief is obtained in a short time. The treatment can 
` in no sense be described as a cure, since if treatment is 
- discontinued the symptoms return, and in many cases 
the ‘relief obtained is not permanent. However, it is 
the first time that a substance active by mouth has 
been found of use in the treatment of any form of cancer, 
_ and it-offers to the patient with carcinoma of the prostate 

_ a definite hope of freedom from pain and discomfort at 
-= least for a time, and the possibility of resuming his 
normal activities. 


A CALL FOR RESEARCH-WORKERS 


The object of the founders of this series of Addison 
- lectures, of which I have had the honour of giving the first, 


=> js to stimulate . young workers to enter research, par- 


ticularly research into the endocrine system. It is 
impossible for me to know whether the picture that I 
‘have painted in this brief period will have the effect of 


“beckoning new people into the laboratory, or the reverse 


effect of scaring them away. I shall feel satisfied if I 
have dispelled the current idea of how a successful 
research is conducted. 

<. It is practically impossible to convince students starting 
on research that such work is not for heaven-sent geniuses 
only. There is no doubt that successful research-workers 
' tend to convey this impression to the outsider, because 
they follow the invariable scientific practice of writing 
their papers backwards, so to speak. When a research 
is finally published, it appears to the reader as an orderly 
‘geries of steps carefully thought out; and if the reader 
is not already in the trade, the effect is to produce 
an acute inferiority complex in his mind and to persuade 
= him that in no circumstances would he ever be able to 
` conduct researeh. 

My object in this lecture has been to show that research 
is never done as it is written, and that the cold orderly 
“paper is produced practically always by a series of 
-blundering steps-in which the research-worker is rather 
like someone in a dark room scrambling for the switch 
and tripping over the. furniture. When he has once 
- found the switch and turned on the light, he can arrange 
the. furniture in an orderly manner. 


I think the justifiable conclusion is to go into the 
laboratory and start work on something which interests 
you, refusing to be. daunted by the great discoveries 
that have gone before. Success depends mainly on the 
amount of work that is done in the laboratory ; and, | 
though you may not succeed in discdvering what: you 
set out to find, you can see from the account I have given 
that you: will always discover something. | 
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ZYGOMATIC MASTOIDITIS 


PHILIP READING 
M.S. Lond.  F.R.C.S. 


SURGEON, THROAT AND. EAR DEPARTMENT, GUY’ Ss HOSPITAL, 
LONDON 


Z-YGOMATIC s annstolditis is not mentioned by Toynbee 
and Hinton, the pioneers of English otology. Only at 
the end of the second decade of this century did it gain 
general recognition, as the result of the publications 
of Mouret and Seigneurin (1920) and of Holmgren 
(1921). 

During the course of a suppurative otomastoiditis 
infection may reach air cells in the root of the zygomatic 
process and there produce an inflammatory swelling. » 
The path of the infection from the mastoid to the zygoma 
is generally along a preformed track of cells (Holmgren 
1921, Gadolin 1938), though sometimes there appears to 
be no direct communication between the two groups of 
cells. Heine (1908) suggested that infection might pass 
direct from the attic vault to the diploé of the squama 
and so reach the temporal fossa.. Horgan (1929) has 
suggested, as another possible route, the glaserian 
fissure, and Watson-Williams (1930) put forward the 
possibility that infection might track along a persistent 
petrosquamous sinus. 

Of the 29 cases of zygomatic mastoiditis under review, 
a cellular mastoid was found in all but one of the 27 cases 
of acute infection. A cellular track was demonstrable in 
most of these. In both the cases of zygomatitis due to 
chronic infection, one of which was caused by actino- 
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mycosis, the pus had apparently leaked through the roof 
of the meatus. 


CLINICAL PICTURE 


All the cases reported in this paper presented with the 
preauricular swelling asaprominent feature. Suchswelling, 
however, may appear as a complication after cortical 
mastoidectomy. Horgan (1929) reported two, Rosenwasser 
and Druss (1933) four instances, and attributed them 
to inadequate surgery at the first operation. 

The greatest incidence is between the ages of 5 and 
15 years. The swelling develops in the course of a 


suppurative otomastoiditis and is commonest when such 


infections are common—in the late winter and early 
spring. A firm tumour covers the root of the zygoma 
and often causes oedema of the lower eyelid.. It is tender, 
but fluctuation and ‘“‘ pointing ” of the abscess are signs 
long delayed in their appearance. 

 Trismus is an inconstant symptom. Pain and difficulty 
in opening the jaws may be found in acute infection of 
the parotid gland and in inflammation of the skin of the 
anterior wall of the meatus. 

True zygomatic mastoiditis may be simulated by an 
abscess in the pterygomaxillary space. Greenfield (1934) 
described such an abscess, which is very rare, and showed 
that it presented below the zygoma and caused severe 
trismus. Mill (1932) showed an example of unusual 
rygomatic infection, which, from the printed description, 
was probably of the same nature. 

The differential diagnosis of acute zygomatic mastoiditis 
may be rendered difficult by the frequent absence of one of 
the classical signs of suppuration in the middle-ear cleft— 
otorrhea. 

ILLUSTRATIVE CASE-RECORD 

A girl, aged 6 vears, was admitted to hospital with a 
swelling which had been growing in front of the ear for a 
fortnight. The swelling was firm, oval, and about 1'/, in. long, 
and its general direction coincided with that of the zygomatic 
bone. When it had first appeared there had been slight earache, 
but so young a child was not able clearly to distinguish 
between pain in the ear and pain in the adjacent swelling. 

Examination of the tympanic membrane showed no 
abnormality. Tenderness could be elicited on pressure only 
over the zygomatic root. The solitary sign of aural disease 
was a slight impairment of the hearing on that side. No pus 
escaped when the membrane was incised. 

A cortical mastoidectomy was performed. The mastoid 
process was cellular. Grey swollen muco-endosteum was 
found in all the cells, and pus in the mastoid antrum. A 
drachm of pus was liberated on opening the cells in the 
zygomatic root. | 


CONDITION OF ‘TYMPANIC WEMBRANE 


Since this experience careful note was taken of the- 


condition of the tympanic membrane in all zygomatic 
and other mastoid swellings. 

Of the 27 patients with acute zygomatic mastoiditis, 
13 had tympanic membranes scarcely distinguishable 
from normal. In 5 the membrane was injected and 
slightly bulging. In the remaining 9 otorrhea was 
present, and a perforation could be demonstrated in the 
tympanic membrane. 

Impairment of hearing of varying degree was elicited 


in all. Those patients retained their hearing most who. 


had apparently the most healthy membranes. 

This seemed to be an unusually high proportion of 
mastoiditis without otorrhma (66%). To obtain a control 
figure the records of other forms of acute mastoiditis 
were studied. 
602 primary cortical mastoidectomies were performed. 
Of these, 232 showed a superficial inflammatory swelling, 
caused by the underlying mastoiditis. Of these swellings 
24 (10%) were centred over the zygoma, and 59, of which 
15 (26%) were zygomatic, were not accompanied by otor- 
rhea. In 173 the mastoid swelling was associated with 
otorrhca, and zygomatitis accounted for 9 (5%) of these. 


ZYGOMATIC MASTOIDITIS 


In the five years ending Dec. 31, 19485, - 
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Thus 1 in every 4 cases of acute mastoiditis with | 
superficial swelling had no perforation of the drumhead. 
Of those with no otorrhea, 1 in every 4 had a swelling 
over the zygoma. 

Beta hemolytic streptococcus was found in 10 of the 
cases with no otorrhea and alpha hemolytic streptococcus 
in 3. Pneumococcus type Im was not found in any. 

If the total number of cortical mastoidectomies, 602, is 
taken as the basis of computation, zygomatic. mastoiditis 
without otorrhoa was present in 2:4%, and all forms of 
mastoiditis without otorrhea in 98%. This compares . 
with the 5% of mastoiditis without otorrhaa reported 
by Watson-Williams (1929) in 300 simple mastoid- 
ectomies performed before the Mtroduchon of 
sulphonamides. 

Sulphonamides had been given to 9 eat ents with 
zygomatic mastoiditis without otorrhea, and to 6 with 
zygomatic mastoiditis and otorrhæa, before coming under 
observation. A study of the literature on zygomatitis 
will refute the suggestion that the absence of otorrhæœa- 
can be explained simply as a manifestation: - of 

“sulphonamide masking.” 

Heine (1908), speaking of swellings above and i in front 
of the ear, said : l 

“ I have observed that these external signs were s partiou: 
larly well marked in cases in which the drum retained little 
or no sign of inflammatory change. The patients frequently 
state that, although they suffered from earache in the 
beginning, no discharge was noticed. This seems to suggest 
that the original trouble was a suppurative inflammation of 
the closed attic and that the pus found its way out directly 
without reaching the antrum or the mastoid cells.” 


More succinctly, Mouret and Seigneurin (1920) wrote : 

“ On apprendra que l'infection n’a fait que lécher la 
caisse, l'antre, avant de se localiser dans la peon 
temporale.” 


A glance at the following table shows that tonha 
is absent in a considerable number of cases and, also, 
that this absence is more frequent in the last two groups, 
which occurred within the sulphonamide era : 


Zygomatitis Z vgomat itis 
Author without vith 
otorrhœa otorrhæa 
Mouret and Scigneurit ( 1920) ee | 6: 
Holmgren (1921) bide l 2 .10 % 
Mollison (1922) bé ag ve le | er ae 
Rankin (1923) ss ot. al ih, Aa | 
Gadolin (1938) a de > OE | 32 
| Reading (present series) as 18 i 9 


Single case-records are not included, sack as- those 
of Neville (1933), Watson-Williams (1930), and Watt 
(1932). All these described otorrhea as a feature of 
zygomatitis. Breitstein (1926) described a case without 
otorrhea and drew attention to the lack of this symptom. _ 

One can infer that, though the absence of otorrhwa © 
is common in zygomatic mastoiditis, it has become more . 
common since the introduction of sulphonamides. 

No explanation of this absence of otorrhoea is apparent. 
Failing any other, we must accept the suggestion that, 
in a cellular mastoid with a cellular zygoma, early 
occlusion of the air cells and of the tympanum by swollen 
muco-endosteum allows the escape of pus by the only 
route left open, to the zygomatic root and the temporal 
fossa. At operation such thickening of the membrane 
could be demonstrated in the aditus ‘of s some but not all 
of the diseased. mastoid bones. : 


. SUMMARY 


A review of 27 cases of acute zygomatic mastoiditis 7 
is presented. ' 3 

Attention is drawn to the absence of otorrhea in many 
acute zygomatic infections, and hence to the difficulties | 
which may arise in diagnosis. 
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“ Sulphonamide masking,” as an adequate explanation, | 


can be partly discounted. 
These patients were studied and treated at Selly Oak 


_ Hospital, Birmingham. To the medical superintendent of 


that hospital, Mr. R. P. S. Kelman, F.n.c.s., my thanks are 
due for his kind "Perion to publish. 
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RECOVERY OF STRETCH REFLEXES AFTER 
NERVE INJURY 


D. BARKER. J. Z. Youne 
B.A. Oxfd M.A. Oxfd, F.R.S. 
From the Department of Zoology and Comparative Anatomy, 
Oxford, and the Department of Anatomy, University College, 
London 
In. spite of the large amount of published work 
_.on the regeneration of nerve very little is known of the 
recovery of proprioceptor function. Since the functions 
of the various receptors of muscle in normal life are still 
largely unknown, it is impossible to estimate the import- 


ance of their recovery after nerve lesions, but it seems. 


likely that some of the imperfections of muscle function 
‘after nerve suture are due to incomplete sensory 
reinnervation. 

The only proprioceptor activities which it is easy to 
study experimentally or clinically are the stretch reflexes. 
The return of the ankle-jerk after nerve grafting has been 
described by Rezende (1942) in dogs and monkeys and 
. by Davis et al. (1945) in cats; a division of the rabbit’s 
crural nerve was made by Waller (1890) but seventeen 
months later the knee-jerk was still absent. Stopford 
(1930) reported the recovery of “ joint sense ’’ after nerve 
injury in man, this being a ubere term for a sense of 
whose receptors little is known. 

Proprioceptor function is certainly not limited to 
response to stretching a muscle. 
in muscle include at least two chief types: muscle 
spindles and tendon organs. The stretch reflex is 
usually supposed to be mediated by the muscle spindles 
(Matthews 1933) ; but the evidence is incomplete, and it 
may well be that the excitatory afferent fibres belong to 
the tendon organs. 


Histological investigation (Huber 1900, Tello 1907, 


Boeke 1916) has shown that there is some reinnervation 
of muscle spindles after nerve injury, but it remains 
uncertain whether the sensory and motor innervation 
are both restored, If all fibres become mingled at a 
point of nerve suture and no processes direct the regenera- 
ting fibres back into appropriate pathways, it is difficult 
to see how the normal pattern can be restored. 


MEASUREMENT OF KNEE-JERK 


We have devised a means of measuring the knee- 
jerk in the unanesthetised rabbit in order to assess 
quantitatively its recovery after nerve injury. 


` The rabbit is placed on its back on a testing-couch in such a 
way that movement is possible only in the hind legs. When 
the patellar ligament is struck, the foot jerks upwards from 
- where it has been resting on a horizontal rod, the height 
which it reaches being recorded by adjusting an upper rod 
to the level at which it is hit by the foot on almost every 
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occasion that the reflex is elicited. The rods can slide through 
a series of numbered holes, and by subtracting the depth of the 
ankle from the total reading a measurement of the upward 
movement of the foot is obtained (fig. 1). As in human 
subjects, the magnitude of the response is affected by. the 


conditions prevailing at the time of testing, but tests made - 


under conditions as standard as possible on successive days 
give reasonably consistent readings with a normally 
distributed variation. 


It is thus possible to estimate the normal response and 
then watch its recovery after interruption of the crural 


nerve. 


A complication is introduced by the fact that, because 
of the weight of. the shank and foot, a considerable 
amount of reflex contraction tension has to be developed. 
by the quadriceps before any upward movement is 
possible. The height of the jerk elicited does not there- 
fore give a linear measure of the force exerted by the 
muscles, even if the limb is placed in the same position 
at each test. l 

The term ‘‘ inertia factor ” has been given to that force 
which the quadriceps must exert to lift the weight of 
the shank and foot and produce an upward movement 
which is just perceptible. 


' By transecting the quadriceps near its distal end aad 
attaching the tendon to a spring balance it has been possible 
to determine the magnitude of this force in different positions 
of the limb and to assess approximately its proportion of, the 
total reflex contrattion tension required for the normal 
response. 

The tension required to elicit a slight movement in the 
usual testing position was 23-41% of that required to effect 
mean normal responses of 17-11 test units. Moreover, plots 
of the tension required to lift the limb to various heights 
showed that more work must be done in the earlier than in 
the later phase of lifting the leg. The same relationship 
between quadriceps tension and leg extension was found by 
Haxton (1945), who measured the forces involved in 
experiments on cadaver limbs. 

The magnitude of the upward jerk cannot, therefore, be 
regarded as a linear index of the degree of recovery of the 


' reflex after nerve injury ; the return of a small response may 


represent a degree of recovery as high as 60%, for the muscles 
will have to develop enough contraction tension to overcome 
the inertia factor and to produce a visible jerk in that part 
of the upward swing where the greatest lifting forces are 
required to raise the ankle. The smallest detectable responses 
are those giving an upward jerk of about 3 mm. and fall 
between 0 and 1 test unit on the scale used; they are both 
difficult to elicit with certainty and to measure with accuracy. 


Evidently it is desirable to devise some method of 
eliminating the inertia factor. Testing the animal the 
other way up to that which has been described, or 
testing with the animal held vertically, prowed impractic- 
It might be possible to devise some method of 
testing the animal on its back and counterweighting the 


limb so that all the reflex contraction tension developed 
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Fig. l—Apparatus used to measure knee-jerk in unanæsthetised rabbit. 
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2—Increase of knee-jerk remaining after severance of central and 
iy Seay branches of crural nerve and due to hypertrophy of intact 
of quadriceps. Maximum is reached 20-30 days after operatien. 
n this rabbit the severed branches were prevented from reuniting. 
Compare figs. 4—6 


Fig. 3—Decrease of knee-jerk following severance of medial branch of . 


crural nerve and of branch of gluteal nerve supplying tensor fasciz 
lata, in norma! rabbit. Compare figs. 5 and 6. 


by the quadriceps was used to effect an upward jerk., 


But with the animal unanesthetised it is doubtful 
whether such methods would be sufficiently simple to 
warrant their use for frequent testing, and anesthesia 
is impracticable because it affects these reflex responses 
in a manner impossible to standardise. 

The method used by us to meet this difficulty has been 
to interrupt only part of the crural nerve, leaving intact 
the innervation of a portion of the quadriceps sufficient 
to overcome the inertia factor and give a very small jerk. 
The recovery of the other muscles can then be watched 
by noting any increase in the response after their 
reinnervation. 

The main bulk of the muscles inserted on to the patella 


in the rabbit is innervated by the crural nerve, which ` 


splits up into lateral, central, and medial branches 
before entering the muscles. In most of our experi- 
ments the lateral and central branches were interrupted, 
leaving the medial branch intact. The muscles which 
that branch innervates, together with the tensor fasciæ 
latee, whose nerve-supply is also left intact, give a response 
which is just perceptible when the limb is tested in the 
optimal position. It was expected that this would form 
a convenient base-line against which recovery of the other 
muscles could be watched. A complication, however, 
soon became apparent. In most of the animals the 


residual response—i.e., that due to the intact part of the 


quadriceps left to overcome the inertia factor—began 
to increase soon after operation, before the regenerating 
fibres could possibly be producing contraction in their 
muscles. Evidently the intact inuscles undergo hyper- 
trophy when excess work falls on them. That this was 
the true explanation was shown by experiments in which 


the parts of the nerve severed were not allowed to reunite.. 


The intact portion of the quadriceps then increased in 
volume and weight, and the knee-jerk increased in 
extent, reaching a maximum 20-30 days after operation 
(fig. 2). The degree of hypertrophy is conditioned by 
the activity of the animal. Usually the increase was 
by 1-2 of our test units, but the limits of variation were 
wide, and one animal showed a hypertrophy of 6 units. 


RESULTS 


In spite of the difficulty produced by this phenomenon 
the technique allowed detection of the results of reinner- 
vation of the paralysed muscles. When the central and 
lateral branches were crushed with smooth forceps 


the regenerating fibres would again be able to produce 
contraction at about 30 days in the proximal parts and at 
50 days in the distal parts of the muscles affected (Gut- 
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mann et al. 1942). It was during this period that a 
recovery of the response due to successful reinnervation 
became apparent and continued until the preoperation 
level was reached. There was then a period in which the 
response was maintained at a higher level than the 
mean value obtained before operation. This super- 
normal phase is interpreted as being due to responses 
which are the result of the reflex contraction tension 
developed by muscles which have undergone a completely 
successful reinnervation together with that developed by 
the intact hypertrophied muscles. After a while the 
response gradually declined back to the normal level, 
presumably owing to the disappearance of the hyper- - 
trophy (fig. 4). 

That the reinnervation is completely successful after 
crushing of the nerve at one point in this way is shown 
by the fact that, when after several hundred days the 
muscles which were previously left intact were dener- 
vated, the response was reduced (fig. 5) by an amount 
comparable with the reduction which results if these 
muscles are denervated in a normal animal (fig. 3). 
Further, in eight animals all three branches of the 
crural were crushed, and the response recovered to the 
normal level in each case. In these experiments the 
response could first be detected 40-45 days after opera- 
tion, the lag of 10-15 days being due to the initial reflex 
contraction tension developed having to overcome the 
inertia factor. After its first appearance the return 
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Fig. 4—Plots of knee-jerks in rabbit in which central and lateral branches 
of crural nerve had been crushed. 


back to the normal level was very rapid, usually being 
accomplished in about 10 days, and there was no 
supernormal phase. 

When the central and lateral branches were cut and 
their ends held together with cockerel: plasma (Young 
and Medawar 1940), the recovery of the knee-jerk was 
very much less complete (fig. 6). Exaggeration of the 
residual response took place as before, and then 45-80 
days after operation there were further increases in the 
response in eight animals, five others showing no signs 
of recovery. The magnitude of the response reached, 
or almost reached, preoperation levels in six cases, the 
maximum being attained after about 80 days. Apart 
from a temporary rise in the level of the response induced 
in most of the animals by a period of -exercise in a run 
(figs. 4, 5, 6) there were no subsequent signs of increase. 

At the end of considerable periods—398 days in one 
animal, 420 days in another—the muscles which had 


previously been left intact were denervated in those ` 


animals in which the response had reached the pre- 
operation level (fig. 6). This led to a great reduction 
of the response, in striking contrast to the slight reduction 
caused by this denervation in normal animals and in the 
experiments where part of the crural nerve had been 
crushed. Thus, though the reflex response elicited after 
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recovery following nerve suture appeared 
nearly normal, the reinnervation | had 
evidently not been complete, and the 
hypertrophy of the intact muscles. had to 
some extent persisted. 

One may assess approximately the) 
degree of recovery of. the stretch reflex 
after severance and suture by using a. 
spring balance (see above) to determine 
the tensions represented by the magnitude 
_ of the response as it was recorded during 
the several phases of each experiment. 
To determine the tension developed by 
. the muscles before operation, we first 
subtract the tension represented by the 
normal preoperation response from that 
represented by the response immediately 
after operation—i.e., before hypertrophy. 
The tension produced by the reinnervated 
muscles is represented by the response 
following severance of the nerve branches originally left 
intact and can then be expressed as a -percentage 
of the normal. Thus, in one experiment the original 
response height was 13 units, representing 1150 g., 
and immediately after severance of the central and 
lateral branches the response was 2 units, equivalent 
to 490 g.; 
by those muscles innervated by the severed -branches 
was 660 g. After reinnervation and recovery followed 
by a denervation of the muscles previously left intact, 
a response of 0-1 test unit, equivalent to 260 g., remained, 
representing a recovery of 39%. Similar calculations 
in four other animals in which there had been some 
increase of the response during the reinnervation period 
revealed a recovery of 19-70%. These figures are only 
-approximate assessments ; the variations are presumably 
correlated with differences in the closeness of apposition 
at the suture line, but detailed investigation of this 
has not yet been completed. 
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Fig. 6—Recovery of stretch reflex after centrai and lateral branches of crural nerve had 
been cut and sutured in a rabbit. Subsequent denervation of that part of the quadriceps 
previously left intact caused a great decrease of knee-jerk (cf. nes 3 and 5) 
was about oe 


Recovery 


imply that there has. been’ no recovery of the stretch 


' therefore the normal tension developed © 


reflex. The slight response which returned in the two 
animals represents a considerable ‘recovery, of about 
60%. In all these animals stimulation of the crural 
nerve at biopsy produced contraction of the quadriceps 
muscles. 

These experiments therefore warn us that in the study. 
of stretch reflexes the movement which can be elicited 
does not necessarily provide an index of the recovery 
of. the nerve and muscles. Similar factors no doubt 


‘operate in the case of knee-jerks and ankle-jerks in man. 


By paying attention to the possible inertia factor it 
should be possible so to arrange the limb that even 
minimal stretch responses can be elicited. 

When the crural nerve is interrupted by a crush lesion, 
the knee-jerk fully recovers. After severance of part. 
of the nerve and suture, recovery may reach about 70% 


under ideal conditions but is very variable, presumably 


In eleven other animals the crural nerve was completely | 


divided, the ends being united as well as possible with 
plasma or, in two experiments, with stitches. 
no return of a visible upward jerk in nine cases, though 
frequent tests were made in the 300 days which some of 
them were kept alive. A very slight response returned 
in the remaining two, which were kept alive for 149 
and 532 days. Since a considerable amount of the 
recovered reflex contraction tension would have to be 
used to overcome the inertia factor in these experiments, 


the lack of a return of an upward jerk does not necessarily. 
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Fig. 5—Recovery of stretch reflex after central and latera! branches of crural nerve 
had been crushed in a rabbit. Subsequent denervation of that part of the quadriceps 
previously left intact caused only a slight decrease of knee-jerk, as in normal 

(fig. 3), showing that recovery in those muscles] affected by the crush 


animal 
was complete. ‘ 


There was - 


DENERVATION 


in correlation with the closeness of union of the severed 
stumps. Even after complete division of the nerve, 
when good unions are difficult to obtain, recovery of. 
about 60% of the normal tension may take place. 
These relatively good recoveries are surprising when 
one considers that both the sensory and motor pathways 
of the reflex have been interrupted. It is hoped that 
histological investigation of the muscles removed from 
these animals will show whether the muscle spindles 
have become reinnervated to an extent sufficient to make 
it likely that they are the stretch receptors. Some 
spindles undoubtedly receive sensory and others motor 
_ reinnervation, but preliminary results make 
= it very doubtful whether any considerable 
- number of spindles recover the full innerva- 
tion after nerve suture. 


SUMMARY 


The extent of movement of the leg in the 
knee-jerk is not a linear function of the 
tension developed in the quadriceps muscles. 
Considerable tension must be developed before 
any movement can take place. Therefore, 
when the muscles are reinnervated after nerve 
injury, a recovery of 50% may be insufficient. 
to produce any visible knee-jerk. i 

If two of the three branches of the crural 
nerve of the rabbit are interrupted, that 
part of the quadriceps which remains intact 
is just able to overcome this ‘‘ inertia 
factor” and produce a small knee-jerk. 
Hypertrophy of the intact part of the muscle 
may then lead to a considerable increase of 
this residual jerk. 

When two of the three crural franches 
are interrupted by crushing with smooth 
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forceps, the knee-jerk fully recovers. Indeed, the 
recovered response may be temporarily supernormal 
because of a hypertrophy of the intact muscles. 

When the whole crural nerve is crushed, there is full 
recovery of the knee-jerk without a supernormal phase. 

When two of the three branches were severed and 
reunited, five animals showed no visible recovery of the 
knee-jerk, whereas eight showed a recovery of 19-70%. 
The recovery reaches a maximum soon after nerve-fibres 
have returned to the muscles, and does not increase 
progressively thereafter. 

When the entire crural nerve was cut and reunited, 
the recovery remained undetectable in nine cases, but 
in two others slight knee-jerks reappeared, indicating 
development of over 50% of normal tension. 


This investigation was assisted by a grant from the Medical 
Research Council. 
REFERENCES 


Boeke, J. (1916) Ae Akad. Wet. Amst. 
Davis, L., Perret, » Hiller, F., oo S: (1945) Surg. Gynec. 
Obstet. o 35. 
5 eann; L., Medawar, P. B., Young, J. Z. (1942) 
ion, i P 19, 
Ca) Aral. Rec. 93, 279. 
Bateo ae are J. Physiol. 3, hae 
Matthews VA oe Physiol. 78, 
Rezende, N. «© ae (194 N.Y. St. J. Med. 42, "2124, 
Stopt Longe: J. S. B. (1930) Sensation and the Sensory Pathway: 
on 
Tello, J. F. (1907) Trab. Lab. Invest. biol. Univ. Madr. 5, 227. 
Waller , A. D. (1890) J. A 11, 384. 
ung, J. Z. , Medawar, P B. (1940) Lancet, ii, 126. 


VIRULENCE OF A STRAIN OF THE VOLE 
ACID-FAST BACILLUS (G564) 


J. A. YOUNG J. S. PATERSON 
M.C., M.B. Edin., Ph.D. Camb., M.R.C.V.S., 
Dip. Bact. D.V.S.M. 


From the I nstitute of Animal Pathology, University of Cambridge 


DuRING the past six years we have continued the 
investigation initiated by Griffith and Dalling (1940) 
into the value of the vole acid-fast bacillus as an immuni- 
sing agent against infection with tuberculosis in cattle. 

This investigation is still far from complete, and it 
would be unwise to attempt to formulate any conclusions 
at this stage ; but, in view of some of our findings and the 
increasing interest in the vole strain as a potential living 
vaccine for human beings, we wish to issue a warning. 

Most of our work has been done with strain LV285, 
isolated’ by Dr. A. S. Griffith in 1937 from material 
supplied by Dr. A. Q. Wells. In using this established 
laboratory strain we have encountered nothing which 
might indicate that it is not reasonably safe for use in 
cattle. For one experiment, however, we wished to try a 
more recently isolated strain, and Dr. Wells kindly 
supplied several primary cultures of strains from voles 
examined by him in the course of his work. The fact 
that we wished to use a vaccine prepared from a strain 
exposed to the minimal amount of growth on artificial 
media precluded any possibility of previous investigation 
of the strains by either Dr. Wells or ourselves, and the 
strain which we used was unselected except in so far as 
it grew rather better than the others in early subculture 
and so promised a larger yield. This strain has in our 
hands proved too dangerous for use as a vaccine. 


RESULTS 


In thé experiment for which we required the recently 
isolated strain we lost two calves, one dying a month 
after vaccination, and the other having to be slaughtered 
in a moribund condition after eight weeks. The vaccina- 
ting dose consisted of 5 mg. of a seven-day-old culture 
inoculated intravenously, a dose which in the case of 
strain LV285 we have used in 142 animals, mostly young 
calves, without producing any ill results comparable with 
those in the two animals mentioned above. In neither 
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animal were there macroscopic tuberculous lesions 


severe enough to cause death, but histological examination 
of the internal organs revealed widespread changes of 
a nature usually associated with tuberculosis, which 
justified the con¢lusion that death was directly attribu- 
table to the vaccine. 

Though 15 other calves in the same experiment were 
similarly inoculated without apparent ill effects, the vole 
strain was recovered from 5 of these animals when they 
were slaughtered six months after a resistance test with 
virulent bovine bacilli, and the survival periods of the 
vole bacillus in two instances were 565 and 544 days. 

The fact that in its immediate effects G564 is more 
virulent than LV285 is borne out by work on guineapigs. 


In one experiment 20 guineapigs were vaccinated sub- 
cutaneously with 1 mg. of G564 in preparation for a resistance 
test to be carried out three months later. On the day that the 
resistance test was to be applied, 2 of the animals were unfit 
for inclusion in the experiment and were slaughtered for 
examination. Infection still persisted at the site of inoculation, 
the regional glands were enlarged and caseous, and there were 
numerous small lesions in various internal organs. A third 
vaccinated animal in the series died eighteen days after the 
resistance test, which consisted of 0-00001 mg. of virulent 
bovine bacilli inoculated intramuscularly. In this animal 
infection was even more pronounced than in the previous 
2 animals, and both the morphology of the acid-fast bacilli 
found in the lesions and their subsequent culture showed that 
the lesions were due to the vole strain, though it is possible 
that there was some exacerbation of the lesions under the 
stimulus of the resistance test. 


By themselves the unusually severe sequels described 
above would not have been unduly disturbing, for an 
avirulent tubercle strain can bring about a fatal result if 
used in too large a dose, and it might be that we were not 
allowing a sufficient margin for safety. We have, however, 
additional evidence on which to condemn the strain. 

A rabbit was inoculated intravenously on Dec. 21, 1943, 
with 0-1 mg. of a seven-day-old culture of strain G564. It 
bore the inoculum well, and no ill effects were noted until the 
middle of 1946, when an abscess began to develop in its neck. 
The animal was slaughtered for examination on July 5, 1946. 


‘Besides actively progressive abscesses found in submaxillary | 


and neighbouring cervical glands, in which many typical 
vole bacilli were found, there were small tuberculous lesions 
in the lungs and kidneys. | 

Another rabbit inoculated on the same date with 0-01 mg. 
intravenously also showed no ill effects until in August, 1946, 
it was reported to be leaving much of its food untouched. It. 
was slaughtered for examination on August 27, 1946, when 
severe tuberculosis of the left testis, epididymis, and vas 
deferens was found. Many acid-fast bacilli of typically 
vole morphology were found. Old-standing lesions, some 
calcareous, were found in lungs, liver, kidneys, and one 
rudimentary mammary gland. 

Numerous calcareous and caseocalcareous lesions were. 
found in the liver and kidneys of still another rabbit, which 
accidentally injured itself on Oct. 8, 1946, and had to be 
destroyed. This animal had also been inoculated on Dec. 21, 
1943, with 0-01 mg. intravenously. The vole bacillus was 
recovered in culture from the lesions after a survival period of 
2 years and 291 days in the rabbit. 

Two guineapigs inoculated intravenously, one with 0-1 mg. 
and the other with 0-01 mg., were killed 194 and 114 days after 
inoculation owing to the onset of paralysis in the hind legs. 
In neither of these animals were there well-defined macroscopic 
lesions in thoracic or abdominal organs, but in both the central 
nervous system was involved, with lesions in brain and cord, 
in which acid-fast bacilli of vole morphology were demonstrated 
in histological sections. But for the involvement of the central 
nervous system the lesions in these animals might well have 
been dismissed as trivial and regressive. 

The last animal to be described is a guineapig inoculated 
subcutaneously with 1 mg. on July 4, 1944. When it was 
examined a month later there was a double ulcer nearly healed 
at the site of inoculation, and the regional glands were enlarged. 
It was examined again three months after inoculation, by which 
time the local lesion had healed and the swelling of the regional 
glands had subsided. So far as could be judged clinically this 
animal had recovered completely, and nothing was noted 
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until August, 1946, when it showed signs of being paralysed in 


one leg. It was killed for examination on August 22, 1946, 2 
years and 49 days after inoculation, when it was found that 
the subcutaneous tissues of the lower portion of the abdomen 
were infiltrated with a firm granulomatous material, every 
lymphatic gland in the body was enlarged, there were numerous 
small necrotic foci in liver and spleen, and there was a tuber- 
-.culous lesion invading the substance of the cerebellum, in 
which acid-fast bacilli of vole morphology could be demon- 
strated in histological sections. 


DISCUSSION 


It is clear from our results that the use of the vole 
acid-fast bacillus as a living vaccine is not unattended by 
risk, and that no strain intended for use in man should 
be used before exhaustive tests have been made to 
determine its virulence and powers of resistance. 

We find it difficult to. believe that G564 is an excep- 
tional strain and very different from all the other strains 
which have been studied, and we suggest that the 
virulence tests reported by the various workers who have 
contributed to the scanty literature on the subject have 
not been carried out in a manner likely to determine the 
highest possible virulence of the strains which they were 
using. We suggest that the cultures have been too old, 
that many of the animals have been tuberculin tested, and 
that the animals have not been left sufficiently long. 

The cultures used by Wells and Brooke (1940) were 
two months old, by Brooke and Day (1944) eight weeks 
old, and by Corper and Cohn (1943) and Birkhaug (1946) 
six weeks old. Griffith (1942) did not state the age of 
the cultures from which his inocula were prepared, but it 
was by his advice that we adopted the use of seven-day- 
old cultures only for all our work. A seven-day-old 
. culture is much more likely to contain a high proportion 

of viable bacilli than one six or eight weeks old. 

We can see no point in tuberculin testing animals 
used for virulence tests. .It can do no good and may do 
harm. We have found it necessary to tuberculin test our 
experimental cattle because it is essential to learn the 
limits and duration of the skin reactions in vaccinated 
animals to obtain a standard for use in field work, but we 
have never used tuberculin on any of oursmallerlaboratory 
animals inoculated for either virulence or protection tests. 

With regard to the period over which the inoculated 

animals should be kept for observation, it is clear that the 

apparently trivial and regressive lesions noted in some 
animals killed after three to eighteen months must be 
reconsidered in a new light. In some of these lesions 
acid-fast organisms have been demonatrated microscopic- 
ally, but they have not grown in culture. This, however, 
is no proof that the focus is completely inactive, for we 
have recovered the vole strain from this type of lesion by 
passage through the Orkney vole when direct cultures 
from the same site have proved sterile. It seems possible 
that as immunity wanes (apparently in 2-2!/, years in 
small animals) there may be a recrudescence of activity 
in these foci and a severe and progressive infection. 
Three years would not be too long for a minimal period 
of observation in virulence tests on strains intended for 
vaccine work in man. 


í SUMMARY 


Severe sequelæ have been observed in calves, rabbits, 
and guineapigs inoculated with strain G564 of the vole 
acid-fast bacillus. 

No strain of the acid-fast bacillus should be used as a 
living vaccine in man before exhaustive tests have been 
made to determine the highest virulence which it is 
capable of attaining. 
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RELEASE OF PROTEOLYTIC ENZYME IN 
ANAPHYLACTIG AND PEPTONE SHOCK 
IN VITRO 


GEORGES UNGAR 
M.D., D.Sc. Paris 


From the Department of Chemical Pathology, University College 
Hospital Medical School, London 


Ir is now well established that histamine is released 
in anaphylactic and anaphylactoid shock and is -the 
main factor responsible for the symptoms observed in 
these conditions. The next step in investigating the 
cause of shock is to explain the mechanism of histamine 
release. Since there is some evidence that histamine 
release is connected with proteolysis (Dragstedt 1941, 
Feldberg 1941, Rocha e Silva rere experiments have 
been made to 
find out 
whether pro- 
teolysis can . 
be detected 
when sensi- 
tised tissu 
and homo- 
logous anti- 
gen are. 
mixed, or 
peptone 
added to 
normaltissue, 
in vitro. 


METHODS 


Proteolytic 
enzyme acti- 
vity was 
estimated by 
a technique 
based on the 
very sensitive 
method described. by Ferguson (1943), using fibrinogen as 
substrate and its clotting by thrombin as indicator. 

To 2-5 ml. of a 0:2°% solution of fibrinogen* in buffered 
saline (pH 7-6) 2-5 ml. of the solution or tissue suspension to 
be tested is added, and the mixture is incubated at 38°C. 
Every ten minutes 0-4 ml. of the mixture is removed and 


0 04 08 1:0 15 2:0 25 
TRYPSIN (xg.) 


Titration curve of crystalline trypsin : abscissa, 
amounts of trypsin Pos on 5 mg. of fibrinogen 
in 5 mi. of buffer (pH 7°6) solution ; ordinate, 
incubation time which prevents clotting of the 
mixture on addition of thrombin ; circles, two or 
three identical results. 


_ tested for clotting with one drop of a 1% solution of thrombin. * 


The end-point of the protease estimation is reached when the 
fibrinogen does not clot within fifteen minutes after addition 
of thrombin. 

The results are compared with a titration curve obtained 
by using crystalline trypsint and expressed in units. The unit 
chosen was the amount of enzyme which prevented the clotting | 
of fibrinogen, in the conditions described above, after thirty 
minutes’ incubation. This unit was | ug. of crystalline ae 
in the total volume of 5 ml. 

As shown in the accompanying figure, the titration curve is 
practically a straight line between 0-1 and 1-0 unit, and only 
this part of the curve was used for estimations. When the 
end-point was reached before thirty minutes, the estimation 
was carried out on dilutions of the original solution. 


Serum-antiprotease was estimated by a method based 
on the same principle. 


A solution was prepared containing 1 unit of trypsin per ml. 
of saline. Amounts of 0-08 ml. of this solution were distributed 
in a series of small tubes to which was added 0-08 ml. of the 
serum to be tested diluted to 10—1, 107%, 1073, and 10~¢ for 
preliminary estimation. The mixtures were made up to 0: -2 ml. 
with saline and incubated for thirty minutes: 

After this pre-incubation, which ensured the optimal com- 
bination of enzyme and anti-enzyme, each tube received 


* Human fibrinogen and human thrombin, as issued by the Lister 
Institute, were kindly supplied by R. A. Kekwick, D.sc. 

t Crystalline trypsin was prepared and kindly Buana | PA 
Mrs. C. E. Work, PH.D. It contained 41% of MgS 
AGHIVALY” was 0-139 T.U. per mg. protein N at 37, 
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0:2 ml. of the 0-2% solution of fibrinogen, and incubation was 
continued for a further thirty minutes. 

The tubes were then tested with one drop of thrombin. In 
the tubes where clotting took place it could be assumed that 
the trypsin was neutralised by the antiprotease of the serum. 

The final estimation was then done by the same method 
by adding to 0-08 ml. of trypsin decreasing amounts (from 
0:08 mì. to 0-008 ml.) of the lowest concentration of serum 
which still allowed the clotting of fibrinogen. The unit of 
antiprotease was chosen as the amount of serum which, under 
the given conditions, neutralised 1 unit of protease. 


Guineapigs were used in all the experiments. Anaphy- 
lactic sensitisation was induced by-a single subcutaneous 
injection of 10 mg. of egg albumin (dried egg white). The 
animals were stunned and killed by bleeding 19-60 days 
after sensitisation. The blood was allowed to clot, and 
the serum was collected and tested within 6-24 hours. 
Immediately after the death of the animal ‘the lungs, 
kidneys, and liver were excised and minced with fine 
scissors. In each case 1 g. wet weight of the tissue was 
suspended in 2-5 ml. of a solution of the antigen in saline 
(usually 10 mg.). The control consisted of a suspension 
of the same tissue in saline without antigen. To each 
suspension 2-5 ml. of the fibrinogen solution was added, 
and the mixture incubated. 

In the peptone experiments the same tissues were 
used, but taken from normal guineapigs, and suspended 
in 2-5 ml. of a neutralised solution of bacteriological 
peptone (usually 25 mg.). 

In each experiment the antiprotease titre of the serum 
was determined, and 1 ml. of the same serum was mixed 
with 1 ml. of the antigen or peptone solution and incu- 
bated for fifteen minutes at 38°C. After incubation the 
antiprotease titre of the mixture was estimated (taking 
into account that the serum had been diluted twice). If 
dilution has an effect in dissociating the protease- 
antiprotease complex, as is assumed by Macfarlane and 
Pilling (1946), it would presumably affect both the 
experimental and control.samples equally. 


TABLE I—RELEASE OF PROTEASE FROM TISSUES AND DECREASE 
IN SERUM-ANTIPROTEASE BY CONTACT OF ANTIGEN IN VITRO 


Protease released 


per n 
F E % (u/g. of tissue) | Antiprotease 
a E ee 
= (S65) 2) 6/2] 8/2) 8) 2) 8 
hea e a] s = R- E 3 
TEIGE JE 8 | & 
— | io aol o leas]. |. |. ae 
2| 19 o lod : 
3 | 20 0 : zi 
4 | 20 0 ja E: N aise es os 
5 | 25 0 10-5 0-75 | 010-3 | 1000 | 200 
6 | 26 0 : 0-5 | 004 | 1000 | 400 
7 | 28 0 | 0-25 0-5 0 | 0-45 | 2000 | 200 
8 | 30 0 jo | 0 {0 800 | 1000 
9 35 0 10-4 | 551 010-3 | 1000] 100 
|049 | 0-5* 0:34 
10 | 4 0 lo-2 . 0-25 | 0 [0-25 | 2000 | 600 
10-25 | 0:25% 0-25* | 
13 | 45 0 jo ! 0-1 0 |0 1000 | 800 
12 | 64 ojo | olo 1000 | 1000 
13 | 60 ojo | 0 |0 2000 | 2000 
14 ‘ 0 p af es p si 
15 | ti 0 0 ! 0 {0 0/0 R00 | 800 
16: t | 10| 0 [0 |o jo 0 |0 1000 | 1000 


> Sampler: filtered after 15 minutes sontak with antigen. 
+ Non-sensitised control guineapigs. 
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TABLE II — RELEASE OF PROTEASE FROM TISSUES AND DECREASE 
IN SERUM-ANTIPROTEASE BY CONTACT OF PEPTONE IN VITRO 


Protease released (U/g. of tissue) 


Pep- Antiprotease 
No. of | tone j— . — 7. | (o i, of. 
ex peri-|(mg./g. Lung | Liver | Kidnoy serum) 
ment Oe a ee eee 
tissue) |Con-| Pep- | Con- | Pep- Con-! Pep- | Con- | Pep- 
trol| tone | trol | tone |trol; tone | trol | tone 
17 200 0 | 05 : ae Q | 0°5 1000 400 
18 | 100 0 | 0-4 | 0-25 1:0 | 0 | 0-5 800 | 100 
19 25 0 0:75 Q 15-0 0 0:75 2000 400 
20 25 0 | 0-75 | 0 5-0 0 | 0-65 | 1000 | 200 
21 i 25 U 0 0 0 | 0 0 | 4000 | 4000 
22 25 0 | 0-5 0 2-() 0 | 1-0 800 | 100 
23 25 | 0 |04 0 0-751 0 | 0-5 1008 | 400 
24 | 25 | ojos jo | 40 | 0 | 0-75 | 1000 ' 100 
RESULTS 


Table I summarises the results obtained on adding 
the antigen in vitro to tissue suspensions or serum of 
sensitised guineapigs. They show that release of free 
protease can be detected in these animals from the 19th 
to 45th days after sensitisation. The mean values of 
enzyme released were 0-44 unit (+ 0-1 S.E.) in the liver, 
0-35 unit (+ 0-04) in the kidney, and 0-3 unit (+ 0-05) in 
the lung. Addition of antigen to serum causes a fall of 
antiprotease by an average of 68% (+ 11). After the 
45th day (experiments 12 and 13) there is neither libera- 
tion of enzyme nor decrease of anti-enzyme. Experiments 
3 and 4 show that excess of antigen inhibits the release 
of enzyme. This is probably mainly due to the anti- 
protease effect of egg albumin (Grob 1943). In experi- 
ment 8 the guineapig did not respond to the optimal 
amount of antigen. Three non-sensitised guineapigs 
(experiments 14, 15, and 16) were tested with negative 
results. In experiments 9 and 10 the tissue suspensions 
were filtered fifteen minutes after the addition of antigen, 
and protease estimation was done on the filtrate. The 
results obtained under these conditions were identical ° 
with those given by the unfiltered samples, showing that 
enzyme release takes place within fifteen minutes of 
contact with the antigen. 

Table 11 shows that the addition of peptone to tissue 
suspensions and to serum has a greater effect than 
anaphylaxis in vitro. The mean amounts of enzyme 
released were 4:625 units (+ 2 S.E.) in liver, 0-665 unit 
(+ 0:07) in kidney, and 0-59 unit ( + 0-07) in lung. Serum 
antiprotease was reduced by an average of 78% (+ 4). 
In experiment 21 the guineapig did not respond to pep- 
tone, and it is worth noting that the resistant animal had 
an unusually high antiprotease level. 

No enzyme could be detected in the controls, except in 
three cases where liver suspension was slightly active, 
probably owing to mechanical release of cell proteases. 

The mean antiprotease level in guineapig serum was 
1325 units (+ 180) per ml. There was no significant 
difference between sensitised and normal animals. This 
contradicts the observations of Burdon (1942), who 
found, by a different method, a rise in antiprotease 
during sensitisation. , 

DISCUSSION 

Some of the early theories of anaphylactic shock 
assumed the intervention of a proteolytic enzyme set 
free from its combination with an anti-enzyme. Jobling 
and Petersen (1914) showed that the antiprotease could 
be adsorbed by adding various agents to serum, but 
they could not show that this happened in anaphylactic 
shock. In fact, there was little valid evidence in favour 
of the enzyme theory of anaphylaxis, and when in 1922 
Dale and Kellaway reviewed the problem they could justifi- 
ably exclude proteolysis from the factors leading to shock. 
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. The last few yéars, however, have brought new data 


allowing the reintroduction of proteolysis into the 
mechanism of anaphylactic shock. Rocha e Silva (1939) — 


showed that injection of trypsin gave rise to a condition 
indistinguishable from anaphylactic shock. This was 
‘confirmed by Arellano et al. (1940). Recent studies of 


fibrinolysis have brought further evidence. Fibrinolysis | 


was discovered by Dastre (1893), and its connexion with 
peptone shock was first established by Nolf (19065). 
Rocha e Silva et al. (1946), by eliminating the effect of 
heparin, showed that fibrinolysis was a constant feature 
of anaphylactic and peptone shock in dogs.. All the 
evidence given by Tagnon (1942), Christensen and 
MacLeod (1945), Macfarlane and Pilling (1946), and 
Christensen (1946) supports the view that fibrinolysis is 
brought about by a proteolytic enzyme similar to, but 
distinct’from, trypsin. 

It is usually admitted that blood-protease is normally 
_ bound to antiprotease, and that proteolysis takes place 
when antiprotease is put out of action and protease is 
set free. A different conception tends to be accepted now, 
mainly ‘as an outcome of studies on streptococcal fibrino- 
lysin. This conception, as expressed by Christensen 
and MacLeod (1945), assumes that blood-protease exists 
normally as an inactive pro enzyme, ‘comparable to 
pancreatic trypsinogen. In various circumstances the 
pro-enzyme could be activated by a hypothetical kinase. 
There is, however, no evidence at present that blood 
contains this pro-enzyme, or that it undergoes activation 
by a kinase (with the possible exception of the special 
case of streptococcal fibrinolysin). Activation can be 
explained by the setting free of the protease from its 
combination with the anti-enzyme. Combination between 
protease and antiprotease is probably not a simple 


reaction but requires the presence of one or possibly: 


several other substances (Ungar 1945). Protease can 
accordingly be released by several mechanisms involving 
various components of the anti-enzyme complex. 

The experiments described here cannot decide whether 
protease liberation is an essential feature of anaphylactic 
and peptone shock. Only minute amounts of enzyme 


“were detected in the experimental conditions described _ 


above, and injection of these amounts would certainly 
not lead to shock in vivo. It is possible, however, that 


the quantities of enzyme really released are greater than < 


the amounts detected. There is some evidence that 
protease release is a result of an explosive reaction 
(experiments 9 and 10 with filtered tissue suspensions), 
and that the enzyme recombines afterwards with the 
anti-enzyme. In a few experiments serum was left, in 
contact with peptone for twenty-four hours, and the anti- 
. protease titre was estimated at intervals. An hour after 
addition it was found to be 10% of the control, three 
hours later 60%, twenty-four hours later 100%. It is 
therefore likely that recombination takes place during 
the protease estimation and reduces the amount of 
detectable free enzyme. | 

Protease ‘is released also in tissues which do not release 
histamine under the same conditions. Addition of anti- 


gen to lung or kidney of sensitised guineapigs releases © 


appreciable amounts of histamine (Ungar and Parrot 
1936, 1937, Schild 1939), but guineapig liver does not 
release histamine. This may be due to the difference 
in the amounts of histamine available in the tissues. 
Another fact that requires explanation is the better 
response of tissues to peptone than to antigen in vitro, 


whereas in vivo peptone causes only a mild shock in 


guineapigs, contrasting with the B mortality in ue 
anaphylactic shock. 
SUMMARY 
When specific antigen was added to tissues of sensi- 
tised guineapigs, protease was liberated. The same 
results were obtained by adding peptone to normal 


guineapig tissues. 
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At the same time a fall of the antiprotease titre was 
observed in serum to which antigen or peptone had been 
added. 

The inference of these findings on the mechanism of 
anaphylactic and peptone shock is discussed. 


I wish to thank Prof. C. Rimington for much valuable 
advice and for the kind hospitality offered in his ABOA 


and Dr. M. Rocha e Silva for his helpful criticism. 
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FAILURE OF OIL-SOLUBLE ANASTHETICS 
TO. GIVE PROLONGED ANALGESIA . 


MICHAEL KELLY V 
M.D. Adelaide 


From the Department of Anatomy and Histology, University 
of Melbourne 


‘Ory solutions for protracted. local analgesia were o first 
suggested by Yeomans et al. in 1928. Under various 
names, butyl p-aminobenzoate and benzocaine dissolved 
in olive oil are recommended for pruritus ani and fissure 
in ano, and for relieving pain after proctological opera- 
tions. They can be used also for painful ‘states such as 
fibrositis and neuralgia. - 

Butyl p-aminobenzoate is almost completely insoluble 


. in water, whereas benzocaine is soluble only to the 


extent of 1 in 2500 (Martindale 1941). Both are readily 
soluble in oil, and it is assumed that the oil after injection 
will hold the agents in solution rather than yield them 


-to the tissues. 


Some of the earlier products caused pain on injection 
(Morgan 1935), and an improvement was made by adding - 
a water-soluble agent, such as procaine, which secures 
immediate analgesia. 

Having occasion to inject subcutaneously over the 
tibia a 3% solution of benzocaine in oil, I noted that 
analgesia of both skin and periosteum appeared within 
2 min., and that sensibility had returned to normal 24 
hours later. This observation was in contrast with the 
claim made in the manufacturer’s brochure that the 
effects would last 14 days. 

The formule of two of the most i of these 
products are as follows : 


‘B.A.B.A.N.’ Ethocaine s Bat 
Butyl p- -aminobenzoate ` 1 part 
Benzocaine .. oe er ` 6 parts 
Benzyl alcohol 5 parts 
Olive oil to .. 100 parts 

“ Proctocaine’ Procaine ‘ 15 parts 
Butyl p- -aminobenzoate 6 parts 
Benzyl alcohol 5 parts 
Olive oil to. 100 parts 


After careful observations on several patients, I 
satisfied myself that the analgesia produced hy these 
agents did not last longer than a few hours. 
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EXPERIMENTS 


I therefore performed the following experiment on 
myself several times : 


3 c.cm. of the agent (proctocaine or B.A.B.A.N.) was intro- 
duced under the skin over the tibia so as to occupy a circular 
area 3 in. in diameter. The injection was painless, and the 
area of skin, which was slightly bulged by the oil, became 
totally anesthetic within 20 sec. So also did the perio- 
steum immediately beneath. But the anesthesia lasted 
only 3 hours, and afterwards cutaneous sensation was 
normal; and the periosteum was abnormally tender for a 
few days. 

For 48 hours a mild throbbing pain was felt in this area, 
and the skin was itchy for 3 or 4 days. The swelling due to 
the oil was distinctly visible for 10 days, and the subcutaneous 
tissues pitted on pressure. No diminution of cutaneous 
sensibility could be detected. 


_ On one occasion the saphenous nerve trunk was interrupted 
by chance, giving a larger area of anxsthesia below the middle 
of the tibia on its medial side. In less than 2 hours, howev er, 
it had returned to normal. 


No significant difference was observed between the 
effects of the two agents. The duration and degree of 
analgesia and the subsequent reactions were the same 
in both cases. 


DISCUSSION 


Duncan and Jarvis (1943), who blocked the facial nerves 
of cats with different oily solutions, reported that a 
mixture of procaine and butyl p-aminobenzoate caused 
a nerve block of only 3 hours’ duration. Paralysis lasting 
2 or 3 weeks was secured only with solutions containing 
10% of benzyl alcohol, and they showed that the fibres 
of the facial nerve had degenerated and regenerated 
within this time. Benzyl alcohol in 5% solution produced 
little effect. 

The observations of Duncan and Jarvis suggest a 
reason for the early claims made for oil-soluble local 
anzsthetics: these contained high concentrations of 
benzyl alcohol, which brought about degeneration of 
the nerve filaments and analgesia lasting several weeks. 
In the later solutions smaller quantities of benzyl alcohol 
were used, and the pharmacological effect of the earlier 
preparations was not obtained. Because of insufficient 
experimental support, however, claims have been made 
which éannot be substantiated. 

The fact that oily solutions have been in constant use 
for a decade makes the more surprising their failure to 
live up to the claims made for them. Few have been heard 
to question their efficacy, since the reasons advanced on 
their behalf seemed convincing enough. The oil, it has 
been thought, would refuse to yield to the tissues the 
reagents which are soluble in oil but not in water. But 
the body fats and lipoid constituents of cells have been 
forgotten ; ‘and the mere fact that butyl p-aminoben- 
zoate produces anesthesia means that it is not inert 
but combines with some essential element of the nervous 
tissues. The question of solubility in water is irrelevant. 


OIL AS A VEHICLE FOR OTHER AGENTS 


There are many reasons for questioning the value of 
oil as a vehicle for the injection of therapeutic agents. 
It is recommended for the administration of drugs whose 
slow absorption is desirable. But theelin and stilbcestrol 
are absorbed in an unpredictable way after intramuscular 
injection of oily solutions (Emery et al. 1942, Emery 
and Matthews 1943, Brown et al. 1944). Bray (1943) 


found oil an unreliable: vehicle for adrenaline, for 


absorption may be as rapid as from watery solutions, 
and deaths have been reported from overdosage. 
Freyberg (1942), who extensively investigated the use 
of gold salts in rheumatism, found that the insoluble 
salts were not absorbed at all, whether suspended in 
water or in oil, and tbat the absorption of the soluble 


salts was delayed only slightly by the use of oil as a 
vehicle. ‘‘ At best,” said Duncan and Jarvis, ‘‘ the oil 
can be regarded only as a source of annoyance because of 
its slow absorption and the danger of improper injection.”’ 


SUMMARY 


Experiments have demonstrated that the claims made 
on behalf of oil-soluble local anesthetics cannot be 
substantiated, for the analgesia secured by subcutaneous 
injection lasts only 3 hours. 

It is doubtful if oil has any general value as a vehicle 
for prolonging the action of therapeutic agents ater 
subcutaneous or intramuscular injection. 


Financial assistance from the National Health and Medical 
Research Council of Australia is gratefully acknowledged. 
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In a household of five children and three adults, a 
“ virus” preparation was used three times for the 
extermination of mice. About ten days after its last use 
some members of the household were found to be infected 
with Salmonella enteritidis. 


CASE-HISTORIES 


Case 1.—Towards the end of May, 1944, R. D., a well- 
developed and previously healthy boy, aged 31/, years, 
complained of tiredness. He was flushed; with temperature . 
99-6°F and pulse-rate 100. He continued to have a daily 
rise of temperature to 100°F until September, 1944, 
when after immunotransfusion the temperature subsided. 
Occasional rises of temperature to 100°F were noted from 
November, 1944, to March, 1945, though the child was then 
clinically well. 

On examination in May, 1944, no abnormal physical signs 
were detected. Towards the end of June the heart apex-beat 
became more forcible and was palpable in the midclavicular 
line; a soft systolic apical murmur developed. In July the 
systolic murmur became much louder and rougher, and the 
heart was thought to be slightly enlarged to the left. There 


-was slight fullness in the epigastrium and tenderness in the 


gall-bladder region, though the spleen was never palpable. 
At no time did the child have diarrhea. Radiography-of the 
chest, Vollmer patch test, and Mantoux test gave negative 
results. 7 

Laboratory Findings. —S. enteritidis var. jena was isolated 
three times in June, but not afterwards. Serum taken in the 
fourth week of the illness agglutinated S. enteritidis H to 1/125, 
O to 1/125. These titres gradually fell till; during the tenth 
week, the serum did not agglutinate S. enteritidis H but 
agglutinated O to 1/50. Blood-culture was sterile on three 
separate occasions. 

A blood-count showed red cells 4,630,000 per c.mm., Hb 

79°, (12-36 g. per 100 c.cm.), colour-index 0:86, white “cells 


* Miss Orr-Ewing died before this work was completed. 
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5800 per c.mm. (polymorphs 41°, eosinophils 3°4, lympho- 
cytes 52%, monocytes 4%). The sedimentation-rate was 
10 mm. in first hour Aitntcobe corrected for anemia). 
Blood-counts and sedimentation-rates showed no significant 
change throughout the illness, 

The urine was normal. 

Treatment.—It was thought that there might be a residual 
SS. enteritidis infection of the gall: bladder causing the continued 


© 


o 
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FEMPERATURE 
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Temperature chart of case H 


pyrexia. Hexamine gr. 40 was given daily without effect. 
Sulphadiazine 2:5 g. daily was also without effect. Finally 
the mother was immunised -with a vaccine from the S. 
enteritidis strain isolated, and bled when her serum showed 
titres of 1 : 500-H and 1 : 250 O for the organism. An immuno- 
transfusion of 300 ml. was then given to case 1. Four days 
later the temperature gradually fell and the general condition 
improved. At the same time the cardiac impulse became 
more normal, though there was still an apical systolic murmur. 
‘The clinical condition remained good, but. some pyrexia 
‘continued until March, 1945. 

CasE 2.—At about the start of the illness of case l, a 
‘baby, aged 7 months, had a sharp attack of diarrhea, lasting 
.a week, with blood and mucus in the stools. S. enteritidis was 


isolated from the stools three weeks after the attack, but was. 


not demonstrable a week later. There was no pyrexia. The 
serum was not examined for agglutinins. 


After the recognition of these two cases, the fæces anal 

blood of the remaining members of the household were 
examined. 
CASE 3.—The serum of a boy, aged 10 years, agglutinated 
S. enteritidis H at 1/125 and O at 1/25. Stool cultures were 
negative. It was then recollected that this child had had a 
very mild attack of diarrhoea about three weeks previously. 

Case 4.—In a girl, aged 11 years, no symptoms were 
observed, but the serum on June 23, 1944, agglutinated 
S. enteritidis H at 1/25 and O at 1 fee. Stool cultures were 
negative. 


The three adults in the house and the remaining chilé 
gave negative agglutination reactions, and a single stool 
culture from each was negative. | 


DIAGNOSIS. 


It is clear, from the bacteriological and serological 
evidence of case 1, that the prolonged pyrexia that 
characterised this illness began with an intestinal infection 
by S. enteritidis, though there was no diarrhea or vomiting. 
The persistence of the pyrexia for so long after the 
organisms had ceased to be demonstrable in the stools 
requires explanation ; and, though we can reach no 
definite conclusions, two suggestions may be considered : 
(1) the persistence of S. enteritidis infection outside the 
alimentary tract, or (2) the unstable nature of the child’s 
thermoregulatory mechanism, together with the debility 
and slight anemia that followed the initial infection. 

In support of the first suggestion there is evidence 
that S. enteritidis may produce systemic infection. Many 
cases have now been described of septicemia and typhoid- 
like illnesses that were attributed to infection by this 
organism. Rosher and Wilson (1921) and Guthrie and 
Montgomery (1939) have given references. Probably 
some of the earlier cases attributed to S. enteritidis were 
due to S. enteritidis Dublin, for this organism was not 


(23 


clearly distinguished from <S. enteritidis until 1930 
(White). However, in the fatal cases of infantile enteritis 
with meningitis and cholecystitis described by Guthrie _ 
and Montgomery the organism was clearly identified as 
S. enteritidis. It may be noted that, in the typboid-like 
illness described by Rosher and Wilson, a blood-culture 
and several stool cultures were negative, though the 
serological evidence pointed almost conclusively to 
S. enteritidis infection. 

Also noteworthy is the observation that in case 1 the 
daily temperature chart from June 6 exhibited a charac- 
teristic and constant pattern (see figure) when S. enteritidis 
could be isolated from the stools, and this temperature 
pattern was maintained for about three months during 
which stool cultures were negative. This suggests that 
the initial cause of the pyrexia was still operating and 
was independent of intestinal infectiom. 

Though striking improvement followed blood- 
transfusion, we are doubtful how far this should be 
attributed to the transference of artificially induced 
antibody. 


SOURCE OF INFECTION 


All members of the family were questioned about 
previous attacks of diarrhoea, the food eaten, and. the 
possibility of food having been contaminated by vermin. 
It was found that between three weeks and ten days 
before the onset of pyrexia in case 1 a commercial | 
virus ” preparation had been used for the extermination 
of mice. The preparation was used according to the 
directions, and bait soaked in the ‘“ virus” was left 
about the house. No member of the household was seen 
to touch the bait, but, about two weeks before the onset 
of symptoms, R. D. (case 1) was seen playing with the 
empty bottle in which the “ virus ” was supplied. No 
other possible source of infection was discovered. 


BACTERIOLOGY 


\ 


The strains of S. enteritidis isolated from cases 1 and 2 
were investigated antigenically and found to be typical, 
having the formula 1x, xu; g,m.... They were subjected 
to special biochemical tests with Bitter’s glucose, rham- 
nose, arabinose, and dulcitel, and Stern’s glycerol 
medium. The reactions subdivide the enteritidis species 
into four main varieties (Kauffmann 1935): (1) jena, 
responsible for human imfections; (2) danysz, isolated 
from natural rodent infections ; (3) chaco, isolated from 
men during the Chaco war; and (4) essen, isolated from 
man and ducks. The two strains isolated from cases l and 
2 were of the jena variety. = ) 

As several anti-rodent ‘“‘ viruses ’’ are known to contain 
living S. enteritidis, the Ped aden used in this house- 
hold was investigated. e preparation labelled ‘‘ mice ” 
had been bought “over the counter ’’; it was supplied 
in a carton in which were three screw-capped bottles 
containing a semi-solid material. The instructions on 


the label were as follows : 


“ Mix the liquid with sufficient stale bread or any cereal 
food favoured by the rodents to make a crumbly paste. 
Use a clean basin and a spoon for the purpose. Distribute 
all the bait at night close to the runs as soon as it has been 
mixed. Do not use after (date). Do not touch the bait 
with the bare hands, as rats and mice are very suspicious. 

~ Remove other food which may attract the rodents. . The 
whole contents of the bottle must be used as soon as it is 
opened.” 


One of the bottles had been used, but swabs from it yielded 
S. enteritidis var. jena. R.D. 'had been seen handling this 
bottle. The second bottle was half empty; cultures 
from this material yielded S. enteritidis var. jena, a 
chromogenic coccus, and other organisms. The third 
bottle was unopened; on testing it yielded a pure 
growth of S. enteritidis var. jena, all the colonies of which 
appeared to be smooth to the naked eye. Ten of these 


y 
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colonies were tested with acriflavine (Pampana 1933); 
one only of these gave a pure smooth reaction, so that the 
culture was partially rough. A 24-hour broth culture 
was made from the “virus.” When 0-1 ml. of this 
culture was injected intraperitoneally into each of three 
mice all died in 48-108 hours, and S. enteritidis var. jena 
was recovered from spleen and heart blood. 


DISCUSSION 


-~ Leslie (1942) tested six different commercial anti- 
rodent “ virus”? preparations, four of which contained 
S. enteritidis var. danysz, and two S. enteritidis var. jena. 
He found the “‘ virus ” preparation labelled ‘‘ rats and 
mice ” to be S. enteritidis var. danysz. We confirmed this 
finding, but the “ virus ’’ labelled ‘‘ mice,” prepared by 
the same firm, yielded S. enteritidis var. jena. 

It has been recognised that these preparations may be 
a source of danger to man, either directly or as the result 
of contamination of food by the excreta of vermin infected 
with the virus (Ministry of Health 1933). Cases of enteri- 
tis, some fatal, attributed to “‘ virus ” preparations, have 
been described : that reported by Kristensen and Bojlén 
(1931) is the latest. Scott (1933) described an outbreak 
of food-poisoning due to S. enteritidis involving 38 people, 
with 1 fatal case, in which the food was probably infected 
by mice. A “ virus” containing S. enteritidis had been 
used in the establishment, and this organism was isolated 
from apparently healthy mice on the premises. 

In the series here reported there was strong presumptive 
evidence that the “ virus ’’ was the source of the infecting 
organism. There was no indication from the instructions 
on the bottle that this preparation may be dangerous to 
man, or that utensils used in the preparation of the bait 
should not be used for the preparation of human or 
animal food—an omission which should certainly be 
remedied. 


SUMMARY 


An outbreak of infection with S. enteritidis var. jena 
is described in which four children were involved. 

An anti-rodent ‘‘ virus” preparation containing an 
identical organism was being used in the house at the 
time of the outbreak, and was probably the source of 
the infecting organism. : 
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‘ . .. The increasing availability of money for research in 


medicine is beginning to embarrass our medical schools. 
Where is the trained personnel coming from to make use of 
these funds? ... There seems to be a widespread public 
belief in what might be called the magic-wand theory of 
medical advance. ... According to this theory, our research 
laboratories stand ready at any time to turn money into 
scientific discoveries; in other words the bottleneck to 
further advance is the lack of funds ; with adequate funds we 
can buy a cure for cancer or infantile paralysis or any other 
disease which afflicts mankind. The bottleneck, of course, is 
not the lack of funds ; it is the lack of capable and thoroughly 
trained investigators to use the funds. The medical schools, 
to which we must look for these investigators, do not possess 


and cannot now obtain the fundamental facilities through . 


which alone this increasing demand can be met. Indeed, 
many of our medical schools are in the position of a cook asked 
to prepare a wedding feast for which the champagne has 
been furnished but no water to boil the potatoes.” —Mr. 
RAYMOND B. Fospick in the Rockefeller Foundation review 
of work for 1946, p. 23. 
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Reviews of Books 


Dimensions of Personality . 


H. J. EYSENCK, PH.D., with a foreword by Prof. A. J. 
Lewis, M.D. London: Kegan Paul, Trench, Trubner, — 
1947. Pp. 308. 25s. : 


THis book records the results of testing 700 neurotic 
Service personnel at the Mill Hill Hospital by tests 
elaborated from those of psychological laboratories, and > 
relating these results with the psychiatric traits recorded 
from each patient’s personalhistory andsymptoms. Briefly, . 
a factorial analysis of thirty-nine traits has enabled 
two factors to be described. One, a general factor — 
of neuroticism (associated with a badly organised - 
personality, unsatisfactory parents or home, and general 
asthenia), and the other a bipolar factor with dysthymic 
tendencies at one end (affective states, obsessional traits, 
an autonomic lability), contrasted with hysterical 
symptoms, hypochondriacal complaints, low intelligence, 
sex anomalies, poor performance of finicky tasks, and 
good sense of humour (as defined) at the other. These. 
two types can be contrasted throughout on physique, 
on dark-vision tests, on choline-esterase tests, on their 
aims, on the fluidity or rigidity of their outlook, and — 
on body build (the dysthymics showed predominance of 
linear, hysterics of lateral growth, while as a whole 
neurotics were more leptomorph than normals). Dysthy- 
mics were found to be slightly more suggestible than | 
hysterics. A useful variation of the complicated 
Rorschach test is described, and showed significant 
differences between normals and neurotics, and between 
serious and mild neurotics. | 

Dr. Eysenck and his collaborators have been most _ 
searching in checking their results mathematically, 
ensuring that only significant differences are recorded, — 
and usually studying sufficiently large control groups. 
Their mass of evidence is formidable but welcome :. 
it brings into psychiatry the method of mathematics and 
gives hope that we can be more accurate in our assess- 
ments, more certain in our pronouncements. But it 
would be a pity if Dr. Eysenck’s modest claims led to 
facile statements by the less well trained—e.g., that ‘“ long 
persons are essentially neurotic ” or ‘‘ dull persons are 
potentially hysteric.’’ Nor has he quietened all doubts. 
He seems himself to be too dogmatic in what he says 
of graphology, and those who are not allied too closely 
to the theory of type-identity will wish to know what — 
happens in Dr. Eysenck’s future assessment of the man 
who, at Mill Hill, was a conversion-hysteric and has 
now become suicidal and depressed, or of the apparent 
depressive whom electrical convulsive treatment has 


apparently (as it does sometimes) converted into a - 


querulous somatic pain-ridden ‘“‘ hysteric.’’ The apparent 
rigidity of some of the diagnoses—which he admits— 
points to the critical spirit in which this book must be | 
received, but such a spirit should also appreciate the > 


fresh channels of thought which it opens, and which 


Dr. Eysenck’s team will clearly continue to provide. - 


Industrial Toxicology 
ALIcE HAMILTON, A.M., M.D., assistant professor of 
industrial medicine Emeritus, Harvard University ; and 
RUTHERFORD T. JOHNSTONE, M.D., director of depart- 
ment of occupational diseases, Golden State Hospital, 
California. London: Oxford University Press.. 1946. 
Pp. 186. . 15s. . ; ae 

TEXTBOOKS on industrial toxicology do not usually 
deal witb the treatment of cases of poisoning, probably | 
because industrial medicine ‘is preventive rather than 
curative in outlook. But the general practitioner needs 
to know how to treat cases of poisoning and this book 
contains a good section on treatment. Dr. Alice Hamilton, 
who has done pioneer work on industrial toxicology- 
in the United States, sums up the known facts capably, 
giving much thought and space to the pathology and | 
diagnosis of the really important poisonings, such as 
those by benzol, lead, and carbon monoxide. Dr. 

Rutherford Johnstone in a foreword to his section on | 

treatment and prevention reminds us that ‘‘ inability 

to eradicate completely occupational ill-health’: arises 
from the constant introduction of new substances with - 
which the management and the medical profession are 
not familiar or the failure of small plants to maintain | 


7 14 THE LANCET] 


_&- program of’ medical: supervision or hygiene.” New 
occupational diseases are therefore bound to appear 
- from time to time. Full details are given of the principles 
underlying the treatment of industrial poisonings 
together with practical therapeutic measures. The book 


can be recommended as both authoritative and easy to — 


read. 


' Diagnosis and Treatment. of Pulmonary Tuberculosis 
- Moges J.. STONE, M.D., assistant professor in medicine, 


Boston University; PAuL DUFAULT, M.D., F.A.O.P., 
` superintendent, Rutland State Sanatorium, Massa- 
`: chusetts. London: H. Kimpton. 1946. Pp. 316. 
“7s. 6d. Š o : 


“In the British Isles, where tuberculosis is wide- 
spread in  dairy-herds and. pasteurisation rather 
exceptional, human tuberculosis of bovine origin is 
higher than in any other country in the world.” Home- 
` truths like this, encountered casually in a discussion on 
- -infection, give the British reader a disquieting jolt and 
cause him to reflect how salutary it is to read a ‘‘ foreign ” 


e textbook occasionally, to see what students of another 


nationality are being taught. He will find that there 
are inevitably differences in approach and differences in 
the interpretation of factual evidence. 
will find differences in the factual evidence itself; and 
these are by no means necessarily due to faulty or pre- 
judiced observation. More and more fully is it being 
Tealised that tuberculosis varies geographically in its 
manifestations. Even in Great Britain morbidity and 
= mortality. rates vary from county to county and city to 
city, and the prognosis for a Yorkshireman with tuber- 
culosis is noticeably better than that of a patient from 
Wales. It is therefore not surprising that there should 


be apparent discrepancies between the British, American, ` 


and Scandinavian concepts of the disease process. 
Erythema nodosum, for example, spells primary tuber- 
-culous infection in Scandinavia ; in Britain it is regarded 
as a non-specific allergic reaction, but highly suggestive 
of tuberculosis ; in this American textbook it is nowhere 
mentioned. Indeed the authors seem to pay scant 
attention to primary tuberculous infection in childhood, 
and its significance in adult life is barely mentioned 
except in a barmecidal chapter-heading: whereby 
questions are ignored which in Europe are regarded as 
crucially important in any campaign against the disease. 
- By our standards tov, clinical examination is dismissed 
somewhat: perfunctorily in eleven depreciatory pages. The 
` student’s surprising question, ‘‘When should we percuss ? 
and .auscult ?”’ is answered equally surprisingly, ‘‘ Every 
. time you. examine a new (sic) chest.” Evidently all sub- 
sequent examinations should be radiological or biochemical. 
And yet surely .it is common experience that physical signs 
developing over a radiologically proven lesion, hitherto 
silent, ¢an draw attention to changes in that lesion earlier 
than they can be. perceived in serial X-ray films? Among 
the.“ indications ° for surgical. operations it is startling to 
find phrenic paralysis and pneumoperitoneum regarded as 
“ at best a palliative measure in advanced and almost hope- 
less bilateral cases.” The techniques for all the different 
_-operative measures are faithfully described, but no under- 
lying philosophy of adjuvant therapy is divulged—no 
indication as to whether the desiderata be the radiological 
. disappearance of cavities or sputum conversion. 


~. With much of the book, however, one cannot fail to be 
in complete and enthusiastic agreement. The chapter 
presenting Diseases which Simulate Tuberculosis more 
than compensates for deficiencies elsewhere (which after 
all may be due only to shift of emphasis and so more 
apparent than reai). The section on Intrathoracic 
Dynamics (that formidable controversial topic!) is 
perhaps the least satisfactory. Much is far from lucid 
and in parts it is baffling. Can an intrapleural vacuum 
ever be anything else than subatmospheric ? And surely 
- to state that ultraviolet rays penetrate deeper than infra- 
red rays (whose action is “rather superficial and 
physical ”) is to contradict the consistent findings of 
Sonne, Coblentz, Bachem and Reed, and a host of other 
workers? At the end of each chapter, besides the 
references mentioned in the text, a list of works for 
. “ suggested reading ” is supplied, which should prove 
- helpful to the interested (or puzzled) student. ` 
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Studies on the Influenza A Epidemic 
March 1941 at Groningen (Holland) 
l J. A. R. vAN BRUGGEN, M.D. ; L. BIJLMER, M.D.; W. A. 
Horx; J. MULDER, M.D.; L. J. ZIŒLSTRA. Proceedings 
of the Institute of Preventive Medicine, Leyden, no. VII. 
1947. Pp. 64. 10s. > | 
THE epidemiological behaviour of influenza in Holland 
during the war years seems to have differed consider- 
ably from that in Britain. Thus the winter of 1940-41 
afforded the sharpest epidemic of recent years, whereas 
that of 1943-44 passed with only a moderate outbreak— 
the converse of British experience. Two-thirds of this. 
monograph is an account of the clinical features of 
cases of uncomplicated influenza and of cases of pneu- 
monia, the remaining third describing laboratory. work 
on the virus strains recovered from the cases and on 
sera from the patients. This work was done on ferrets. 
and mice: 5 strains of a virus related to the W.S. strain 
of influenza A were recovered, and serological, tests 
showed that patients convalescent from influenza 
developed increase in neutralising and complement- 
fixing antibodies to the W.S. virus. The authors clearly 
think that the influenza virus plays an important part 
in causing the pulmonary complications seen during 
influenza epidemics: they were able to recover virus 
from the sputum of a patient with staphylococcal and 
streptococcal pneumonia and a patient with pneumococcal 
pneumonia, and from the throat washings of a patient. 
with pneumococcal bronchitis. In their remaining cases 
however, the evidence for the existence of a virus in 
addition to a bacterial infection of the lung is inadequate, 
consisting merely in the demonstration of antibodies to 
influenza virus in the serum during convalescence. 


of January— 


Penicillin in General Practice (2nd ed. London: Staples 
Press. 1947. Pp. 110. 5s.).—This little book by Dr. J. L. 
Hamilton-Paterson provides an accurate, complete, and. 
readable account of penicillin treatment as practised today. _ 


The New-born Infant (3rd ed. London: H. Kimpton 1945. 
Pp. 314. 16s. 6d.), covering the first 6-8 weeks of life, is written 
by Dr. Emerson L. Stone, associate clinical professor of 
obstetrics and gynecology at Yale. He describes fully the 
physiology, management, and pathology. of the neonatal 
period. He tries to discourage the perpetuation of error, to 
sift new practices, and to survey published work; and his. 
long experience informs the book. Some sections—such as. 
that on congenital heart disease—could have been better left 
to specialists, and at this date it will not do to say of menin- 
gitis that serum is indicated for meningococcal infection, while 
for other types treatment is not specific. But the book is good _ 
and useful. l i l - 


Poisons: Their Properties, Chemical Identification, 
Symptoms and Emergency Treatments (New York: D. 
van Nostrand. London: Macmillan. 1946. Pp. 209. 16s. 6d.).. 
—This new compendium of poisons, their elementary chemi- 
commonplace sources, lay symptomatology, and 
emergency treatment is designed by Vincent J. Brookes 
(sergoant in the New Jersey State police) and Hubert N. 
Alyea (associate professor of chemistry in Princetown Univer- 
sity) for quick reference by those who may find the medical 
handbooks on the subject too téchnical or insufficiently prac- 


tical. Arrangement in alphabetical order, a glossary, and. 


some conversion tables increase its usefulness to the ambulance 
and first-aid officer, the police, and the casualty staff—and 
to doctors who hold classes in the subject. i 


Local Anæsthesia: Brachial Plexus (2nd ed. Oxford : 
Blackwell Scientific Publications. 1947. Pp. 56. 10s. 6d.).— 
The copiously illustrated method described by Prof. R. R. 
Macintosh and Dr. W. W. Mushin fn their first edition is 
retained. Those unfamiliar with the technique of injecting 
the stellate ganglion are reminded that by including sympa- 
thetic block while injecting the brachial plexus they will 
relieve vascular spasm of the upper limb. Repeated small 
injections—each preceded by an aspiration test—are now 
advocated, in place of continuous injection of the anæsthetic 
solution during the withdrawal of the first needle—which is 
in close proximity to the subclavian artery. This modification 
in technique should eliminate all risk of an intravascular 
injection. E 
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On the Record 


A Famous American foundation, before granting 
funds to any hospital, insists on examining its records 
office. In this country we often pay too little atten- 
tion to this department’s work, as witness the small 
space allotted to its meagre staff, the casual overflow 
of documents into the cellar, and the methods of 
filing, each different from the other except that all 
have been inherited from a bygone generation. 

The first purpose of records is of course to serve 
the patient, not only while he is in hospital but after 
he has left it: they may be needed, for example, 
to settle a claim for compensation, or when he returns 
for readmission. Next, they supply the governing 
body with a.picture of the hospital’s activities, and 
hospital administrators with a guide to the probable 
case-load of each department ; regionally, they may 
help planners to decide the number of beds needed 
for each purpose, and centrally they can furnish an 
overall picture of trends in disease. Finally they can 
aid research not only into particular entities but also 
into the social origin and course of morbidity. Though 
causes of death have been registrable for a hundred 
years, there has never been any comparable index 
of the diseases that handicap without killing, and 
such an index is unobtainable without at least a 
complete return from all hospitals. Since 1944 the 
Bureau of Health and Sickness Records at Oxford, 
using punch-cards for a continuous record of all 
hospital admissions in the area of the Oxford and 
District Joint Hospitals Board, has brought to light 
information never before obtained in this country, 
and there is some hope that a start will be made by 
extending the Oxford experiment to cover hospitals 
all over the country. For such a survey to succeed, 
however, the hospitals will have to overhaul their 
practice to fit it for this new work ; and by so doing 
they will enhance their own efficiency. 

‘Inertia, local prejudice, and fear of expense mark 
the attitude of many hospitals to their records office ; 
unlike any other hospital department, this is usually 
directed by someone who has had no special training 
and has been given no chance to compare the local 
system with others. Hence the Oxford proposal to 
provide courses for hospital records officers, equipping 
them, like the American “‘ medical record librarians,” 


to help clinicians both as experts on the form and 


size of records and as statistical advisers. Records 
officers could, in turn, be helped by ending needless 


. reduplication of their work. Relief could, for example, 


be given by uniting the dates of annual returns: at 
present the records of many hospitals must be twice 
checked each year—for clinical returns at the end of 
the calendar year, and for financial returns at the 
end of the financial year. 

_Any system of recording and filing should aim at 
tendar dadon and simplicity, and have regard to 
future needs. Everybody agrees that the jumble of 
papers now known as the patient’s “ notes’ should 
give place to forms of uniform size, held together 
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_and following each other in a settled order ; 
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but 
opinion is less unanimous on how to file them. Many 
statisticians and most clinical research-workers favour 
the unit record system, by which the notes for one 
patient are collected in a single file; but others 
prefer the binding of notes in chronological order, to 
prevent loss and ensure ready access. There is 
perhaps room for both systems, and possibly for 
others, the choice depending on the type of hospital 
and particularly on its readmission-rate. It is, how- 
ever, noteworthy that a progressive county-council 
hospital in Middlesex has operated the binding system 
successfully since 1927, despite a readmission-rate 
higher than in teaching hospitals; and the staff, 
who include research-workers continually referring 
to the notes, emphatically favour binding. Working 
from a card-index file showing on one card the first 
and all subsequent admissions, they can find in a 
minute any note taken in the last twenty years, and 
1000 full case-notes, recorded on paper of uniform 
size and bound in volumes of about 100, occupy only 
two feet of shelf. The experience of such a hospital, 
where the question of records has been carefully 
studied, should be valuable to others who are trying 
to evolve the system, best suited to their needs, and 
visitors to this one in Middlesex will also find many 


of the incidental arrangements interesting. 


For example it is the records officer who answers 
telephone inquiries about the condition of patients ;. 
and she who undertakes all the administrative work 
following a death, ranging from interviews with relatives 
to arrangements in connexion with an inquest. In the 
wards a 90 % saving in forms has followed the replace- 
ment of the sister’s weekly indent by a weekly visit 
from the storekeeper, who restocks a small cabinet. In 
the outpatients’ department the use of coloured. stars 
on the patient’s personal card and on the notes has 
eliminated confusion between different departments and 
doctors ; while the wise use of code-numbers has saved 
space and aided “ at-a-glance ’’ reference. 


The ideal to which attention is now being given 
is the making of a birth-to-death health record for 
every person in the country. These could be kept at 
registries—perhaps one in each region—whose first 


‘function would be to supply data about patients 


whose notes were lost or whose previous history was 
uncertain. Any breach of confidence which the exis- 
tence of such a registry might be taken to imply 
might possibly be overcome by storing the notes 
under numbers, the keys to which would be held 
only by the contributing hospitals and practitioners, 

and the patients. The hospitals.could then make their 
contribution to the registry with little extra labour 
by submitting a carbon copy of the report sent to 
the general practitioner on the patient’s discharge, 
which should be comprehensive and approved by the 
responsible member of the staff and should of course 
fit the envelope used for the practitioner’s own notes... 
The contribution from the general practitioner himself 
would be less easily made: if, as seems probable, 
he must continue to write his own notes, the only 
additional work that can reasonably be asked of him 
is that of making a simultaneous carbon copy; and 
a carbon copy made with a pen might well be illegible. 
Again, if his own notes were copied by an unskilled 
typist errors might creep in; and a legible but. wrong 
report is worse than none at all. Perhaps the best 
solution would be a typewritten abstract, prepared 
by a trained clerk at yearly intervals and initialled 
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by the doctor, one copy going to the registry and the 
other, if it relates to illnesses now ended, superseding 
the previous year’s notes, which would be filed for 
reference. 

Opinions may differ on the advisability, or practica- 


bility, of central or regional registries, just as they 


differ on the technique of recording by hospital and 
practitioner. This, however, need not prevent early 


agreement on many important subjects, including the 


training of records officers, the classification under 
which diseases are to be tabulated, and the size and 
order of record and report sheets. A really good 
system of records, making the least possible demands 
on his time and temper, is one of the things that the 
doctor has a right to expect from a National Health 
Service ; but he will have to help to create it. 


The Vole Acid-fast Bacillus | 


Stncre 1937, when A. Q. WELLS reported! the 
occurrence of tuberculosis in the wild vole, Microtus 
agrestis, the investigation of this type of tuberculosis 
_has gone steadily forward in spite of considerable war 
difficulties, and now WELLS? has brought together the 
results achieved in a memorandum issued from the 
Sir William Dunn School of. Pathology in Oxford 
where much of the work has been done. The disease 
has been found in voles sent from nineteen places in 
- Great Britain ranging from Perth to Buckinghamshire, 
the largest find being on the Liverpool corporation 
estate at Lake Vyrnwy in Wales. Out of 4309 voles 
examined up to the outbreak of the war in 1939, 
lesions of naturally acquired tuberculosis were found 
in 882. Cases were also discovered in bank voles, 
shrews, and wood mice. 

Macroscopically two types of the disease hays been 
recognised—one a lymph-gland type in which the 
glands draining the intestine are most commonly 
affected ; the other an infiltration of the subcutaneous 
tissues with a white gritty chalk-like substance contain- 
ing enormous numbers of bacilli and superficially 
resembling rat leprosy.. In both types the infection 
may spread to internal organs, usually the lungs in 
the first type and the liver and spleen in the second. 
Comparatively few of the animals were trapped alive, 
but there seems to be good reason for believing that 
the disease is very chronic. The route of the infection 
appears to be intestinal, either from soiled food 
or the eating of infected corpses, for the vole is a 
pugnacious little animal and has no nice feelings about 


cannibalism. WELLS has come to the conclusion. 


that the vole acid-fast bacillus is a new strain of 
M ycobactervum tuberculosis for which he suggests the 
name “murine type.” A vole-bacillus tuberculin 
can be prepared, and when the Wilson absorption 
method of agglutination is applied the bacillus yields 
serological results indistinguishable from those of the 
human and bovine strains. The micro-organism is 
feebly pathogenic to the guineapig and rabbit but not 
tothe fowl. Lastly, in fulfilment of Kocu’s postulates, 
the culture produces characteristic lesions when 
injected experimentally into various types of vole. 
The tissue reactions to experimental infection with 
this murine type of _organism are discussed in the 


we m 


1. Lancet, 1937, i, 1221. 

2. Wels, A. Q., Robb-Smith, A. H. T. The Murine Type of 
Tubercle Bacillus. Spec. Rep. Ser. med. Res. Coun., Lond. 
no 
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“memorandum by Ross-Smire. In the vole itself the 


reaction is necrotic and histiocytic with a tendency 


‘to calcification and the formation of minute calcareous 


bodies similar to those occasionally seen in the 
chronic tuberculosis of man. The number of bacilli 
found in the lesions is very large whereas the amount 
of fibrosis is small. This disproportion between the 
lesion and the number of bacilli is as striking with 
the murine type of infection as it is with the 
other mammalian strains in the experimental lesions 
of the muridæ. In guineapigs necrosis is a prominent 
feature, while in the rabbit there is a localised cellular © 
reaction with caseation and necrosis comparable with- 
that observed in infections with bovine strain. On the 
other side of the picture, when the vole is inoculated 
with the bovine and human strains a typical cellular 
reaction with true epithelioid giant-cell systems or 
necrosis follows. One of the most interesting results, 
however, is the production in the guineapig of a 
chronic localised fibro-epithelioid reaction with casea- 
tion, suggestive of the tuberculous lesion seen in man. 
This was achieved by a preliminary infection with the 
murine strain followed by a bovine-strain inoculation. 

In studying the various cultures of vole bacillus 


isolated, WELLS notes that ‘‘ G ” strains, isolated from 


voles in Greskine Forest, Dumfriesshire, differ from 
other vole-bacillus strains in cultural reactions and 
in possessing greater virulence. In this issue Dr. 
Youne and Dr. PATERSON report some experi- 
ments made with a freshly isolated culture of a 
G strain (i.e., 564) which proved in their hands to 
be more virulent than others isolated. Using it for 
vaccine purposes they encountered untoward results 
in calves, which were confirmed in laboratory animals. 
This finding is reminiscent of the earlier experiments 
with the Calmette bacillus. 

The isolation of a new strain of Myc. tuberculosis 
has naturally opened up the possibility of a new 
prophylactic vaccine on the lines of B.c.¢: WELLS, 
BirKHAUG, and others have already made experi- 
ments to this end, both on animals and on man, and 
some broad facts have been established. In the 
first place neither the vole bacillus nor B.C.G. vaccine 
conferred immunity on the guineapig. Perhaps this 
is hardly surprising, for the guineapig’s resistance to 
tuberculosis is so feeble that no vaccine has yet 
succeeded in giving it really adequate protection 
against even small-dose experimental infection; and 
literally thousands of attempts have been made. 
Tests made with cattle: by GrirrrrH and DaLLIne 
in the early stages of the war were, however, more 
encouraging—better indeed than with B.c.a. Pre- 
liminary tests have also been made by WELLS on man. 
These were designed solely to determine the condi- 
tions for safe administration, and the nature of the 
local reaction to the vaccine. They produced results. 
which followed fairly closely those of B.c.e. Thus 
of a group of 48 tuberculin-negative persons in two 
institutions inoculated subcutaneously, 43 developed 
ulcers and 2 local abscesses at the site of inoculation—a 
result similar to that of B.c.c. inoculation. When this 
route of vaccination was abandoned in favour of the 


“modern multiple-puncture method, in 69 tuberculin- 


negative persons there was no general reaction, no 
ulcer formation, and only a series of raised papules 
which persisted for some weeks and then faded. 
Tuberculin reactions became positive. No claim is 
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made that vole-bacillus vaccine produces resistance 
to tuberculosis in man; this can be determined only 
by long and patient trial, as in B.c.c. But there is 
some evidence that it retards disease in guineapigs 
and in cattle. : | 

Naturally the question of stability of virulence of 
the organism has been raised, as it always should be 
when living-culture vaccines are used; it will be 
remembered. that this subject created a good deal of 
controversy some years ago in the case of B.C.G. 
With the vole bacillus the issue is different. Although 
the early history of CALMETTE’s bacillus is not as 
detailed as we should like, bacteriological records show 
that it was originally fully virulent and that it became 
avirulent through long years of subculture. The 
vole acid-fast bacillus on the other hand is a new 
strain, which, with the exception of the G culture 
variant, starts its Jaboratory history with a record 
of feeble virulence. Younc and PATERSON take the 
conservative line that no strain of acid-fast bacilli 
should be used as a living vaccine in man before 
exhaustive tests have been made to determine the 
highest virulence which it is capable of attaining, 
and they suggest a minimum period of three years’ 
observation for this purpose. They also stress the 
importance of using only young cultures as a means of 
controlling virulence. It should be noted, however, 
that the G strain with which they obtained untoward 
results in animals was used along with others in the 
preparation of the vaccine employed by WELLSs in his 
tests on 121 persons (some of whom were inoculated 
more than five years ago), and that none of these 
persons have shown any signs of generalised infection. 
Nevertheless, as a precautionary measure, this 
particular strain was discarded in vaccination prepara- 
tion three years ago: The guide to safety in all this 
work on the preparation of living-culture vaccines 
appears to be, as JENSEN pointed out, the most careful 
standardisation of culture technique. 


“Patent ’? Medicine Trade 


THE council of the Pharmaceutical Society are 
making a determined attempt to bring the sale and 
advertisement of proprietary medicines under stricter 
Government control.! In a 14,000-word report to the 
Ministry of Health, based on a five years’ inquiry, 
they show that the position is now little better than 
it was when the Select Committee on Patent Medicines 
reported in 1914.2- “ Throughout the pages of most 
newspapers and periodicals in general circulation,”’ 
says the society, “ sufferers from all manner of diseases 
and ailments are offered beans, tablets, wines, powders, 
salts, pills, ointments, tonics, hormones, glands, and 
vaccines that will bring them youth, health, charm, 
slimness, strong nerves, inner cleanliness, lively livers, 
- freedom from pain, increased (or decreased) weight, 
iron for the blood, purer blood, vitamins, contentment, 
resolution, immunisation, vitality, and so on. The 
advertisers’ claims are frequently so fantastic that 
one would not be surprised to find them offering 
secure jobs and large salaries into the bargain.” 
Obviously these accusations are directed against only 
one section of the proprietary medicine trade, but it 
is a Jarge one. The report maintains that the adver- 


` 1. Pharmaceut. J. May 17, 1947, p. 333, 
‘2, See Lancet, 1914, ii, 653. 
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tisements of these firms are grossly exaggerated and 
often based on fraudulent claims*; they further the 
view that ill health is a normal human condition 
and so encourage self-medication; they lead the 
public to cover up their symptoms instead of seeking 
skilled advice, so prejudicing the success of treatment ; 
they create an atmosphere of fear, whether of ill health, 
operation, premature old age, or incurable disease ; 
they undermine public confidence in a State medical 
service and the doctors who will provide it; they 
extract excessive fees from the sick; and they use 
scientific terms to impress or deceive the uneducated 
and credulous. l 

Experience of National Health Insurance suggests 
that, far from reducing the demand for self-medica- 
ments, the coming National Health Service may even 
increase it; the sales of proprietary remedies doubled 
in ten years after the introduction of N.H.I. The 
self-treatment habit is already deeply ingrained, and 
the society fears that the new service may usher in 
a golden age for “‘ commercialised charlatanism.” 

How can the public be protected against the 
unscrupulous salesmen who exploit their ignorance ? 
It has not been enough for newspapers to adopt a. 
voluntary censorship, for claims to cure certain 
diseases to be banned, or for the contents of each 
bottle to be compulsorily disclosed. The Ministry 
of Health and the B.B.C. have taught people a little 
about the fundaments of health: but they have 
to contend against posters and other advertisements 
whose aim often is to perpetuate error. . The only 
hope of stamping out a growing evil seems to lie in 
firm supervision of the trade itself. The society 
would make it a statutory duty of the Ministry of 
Health, with an advisory committee of doctors, 
pharmacists, &c., to maintain proper standards for 
proprietary medicines and their advertisements, and 
would prohibit the sale of any medicines which did 
not attain a place on the Ministry’s register. If 
effective such legislation would put some medicine 
traders out of business; and so much capital, both 
in money and in brains, is involved that they will 
not go down without a fight. The support of the 
public is a first essential of success, so Government 
action should be preceded by an energetic campaign 
to show the public where its true interest lies. 


Gowland Hopkins 


THE early organic chemists worked on natural sub- 
stances; but their successors, in learning the art of 
synthesis, entered a new world composed of molecules 
made by themselves. FREDERICK GOWLAND HOPKINS, 
whose obituary we publish this week, re-established 
biochemistry as a study of life—of vital processes. He 
urged the organic chemist to “ get into touch with the 


_ animal,” whose body ‘“‘ usually does the unexpected ”’ ; 


and he saw biochemistry as a borderland science, fit 
meeting-ground for many minds. ‘It is never,” he said, 
“out of place to urge that the living cell should be 
thought of as a dynamic, and not a static, system,” 
and to this new dynamic biochemistry he made great 
contributions both by experiment and by quiet leader- 
ship. Long ago E. H. STARLING spoke truly of his 


power of ‘finding among the thickets of ignorance 


which surround us some path to knowledge which 
others had passed by unheedingly.”’ His life was one for 
which we may all be grateful. 


3. See also Thompson, J. W. P. Ibid, 1946, ii, 281... 
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-~ Annotations 


ECOLOGY AT CAMBRIDGE 


‘Cambridge University plans to establish a department 
of human ecology. By dictionary definition this subject 
covers the study of the whole of man’s habits and 
modes of life, and his relations with his surroundings : 


but the faculty board have wisely mapped out a more - 


limited territory for initial exploration. Some special 
opportunities are offered by East Anglia, which has 
both urban and rural populations and where some of the 
isolated villages of the Isle of Ely are almost closed 
communities, ideal for studies on epidemiology, hereditary 
factors in disease, and the effects of a fixed environment 
on susceptibility. In addition, the Fens provide plenty 
of rheumatism. Early investigations will include one 
into subclinical disease and carrier-states in closed 
communities, confined at first to those of streptococcal 
origin; the new department will carry out the clinical 
and epidemiological inquiries, while the bacteriology is 
undertaken by the Public Health Laboratory Service, 
which works in close association with the university depart- 
ment of pathology, and is equipped to identify fully the 
different types of streptococci. A clinical and anatomical 
survey of rheumatic conditions, which have long been 
suspected of a streptococcal element, is also planned. 

‘One function of the department will be to share in 
founding a new university health service, designed not only 
for the individual benefit of undergraduates but also to 
discover defects and disorders before they reach a stage 
which might. be harmful to the community. A pilot 
survey, carried put in Downing College in 1946, demon- 
strated clearly the need for such a service: of the 214 
volunteers examined by the department of medicine 
and the county tuberculosis officer, 1 had active open 
pulmonary tuberculosis, of which he was unaware, and 
1 had closed non-infective tuberculosis, which was 
advancing. The university department of experimental 
psychology could also contribute to the health service. 
An important part of this service will be the study 
of special risks run by technical staff in the uni- 
versity—for example, from ionising radiations. The 
ecologists will also naturally work with other university 
groups, investigating such subjects as the process of 
ageing, and the effects of climate on health. 

The new department will develop as part of the 
department of medicine, until the moment comes to give 
it autonomy under a professor. It will be staffed at first 
with a reader assisted by two juniors ; while the univer- 
sity health service is to have one senior and one junior 
medical officer, a chest radiologist, a statistician, and 
necessary secretarial assistants. 


SALMONELLA IN THE HOME 


INFECTION with organisms of the salmonella group 
is widespread ; and it is generally assumed that outbreaks 
are caused by food contaminated directly or indirectly 
from an animal. In this country rats, mice, pigs, and 


cows are often infected, while inadequately cooked duck © 


eggs cause numerous infections with S. typhi-murium or 
S. enteritidis. In the United States domestic fowls and 
turkeys are said to be the main reservoir for salmonella 
but there is less evidence that this is so here. S. pullorum 
and S. gallinarum rarely attack humans but do take toll 
of our hens, and S. thompson causes trouble among incu- 
bated eggs and in young chicks. Until 1942 almost 
all strains of salmonella isolated in this country belonged 
to one of fourteen native types, but with the arrival of 
American spray-dried egg the picture changed.! There 
is still doubt about the method by which the egg and the 
dried product become contaminated, and while infection 


SN 
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can take place in the oviduct it seems likely that salmon- 


ella are often sucked through the shell from-moist feces _ 


as the egg cools.2, Whatever the mechanism, it is clear 
that at least ten new types of salmonella were imported | 
into the country along with the dried egg, and outbreaks 
of infection with such organisms as S. oranienburg were 
fairly common. As dried egg became scarce, so the 
American types of salmonella infection became rare | 
and we seemed to be reverting to the home-grown 
varieties. Whether a further increase in the use of the 
newer dried-egg powder would again bring migrant 
salmonella we do not know, though it is likely that 
the product still carries its pathogens. It may also be 
that such organisms as S. oranienburg or S. montevideo 
have already found accommodating human or animal 
hosts and have taken permanent abode with us. | 

There is still much to learn about the ecology of the 
salmonellas, both home-bred and imported, and collab- 
oration between medical and veterinary bacteriologist 
is needed. From time to time there are reports of 
salmonella infection in dogs and cats, and the daily 
press lately described an outbreak caused by the activities 
of a hospital cat. We do not know very much about 
the part played by cats and dogs in the spread of several 
other types of human illness, and when the source of 
sporadic infection is in doubt it may occasionally be 
worth interviewing these dumb but socially active mem- 
bers of the family. The risk of introducing salmonella 
infections into the house in the form of a “ virus” 
intended to destroy rats or mice is sufficiently illustrated 
by the paper we publish this week. 


TOO MUCH HEPARIN IN THE BLOOD 


It is well known that a serious overdose of X-ray or 
other radiation to the whole body, including exposure to 
atom-bomb radiation, is liable to cause an anæmic 
syndrome of which bleeding from mucous membranes 
is a striking and troublesome symptom ; it often heralds 
the failure of treatment, when further internal hemor- 
rhages are found at necropsy. A similar syndrome 
follows overdosage with drugs that cause toxic depression 
of hemopoiesis, such as gold. The blood-platelet count 
is strikingly reduced in these patients and it is usual 
to attribute the hemorrhage to this thrombocytopenia. 
Allen and Jacobson 3 now suggest that the true explana- 
tion is the presence in the blood of an anticoagulant 
that they identified as heparin; there is, in fact, a 
hyperheparinemia. Normally only a minute quantity 
of heparin is present in the blood, but the great increase 
in coagulation-time seen in anaphylaxis and peptone 
shock has been shown to be due to liberation of heparin 
from the liver into the general circulation. 

Allen and Jacobson noted that reports of acute exposure 
of the whole body to ionising radiation mentioned not 
only thrombocytopenia but sometimes also a prolonged 
clotting-time of the blood.. They therefore tried to 
reproduce the effect by exposing the whole body of dogs 
to a single dose of 450r of X radiation. About a week 
after exposure the animals develop a well-marked 
thrombocytopenia and the clotting-time of their blood 
is greatly increased—in fact, the blood may be almost 
incoagulable. It was found that the blood of such a 
dog would delay the clotting-time of normal blood, sug- 
gesting that an anticoagulant substance was present. 
Specific anti-heparin substances, such as toluidine’ blue, 
rendered the clotting-time normal again, both in the 
test-tube and when given in vivo in a dose of 1-5-3-0 
mg. per kg. body-weight intravenously ; and bleeding 
was controlled without the platelet count being affected. 
Finally, they isolated an anticoagulant substance from 
this blood and found that its anticoagulant potency, 
weight for weight, was about the same as the standard 


2. Haines, R. B.. Moran, T. J. Hyg., Camb. 1940, 40, 453, 
3. Allen, J. G., Jacobson, L. O. Science, 1947, 105, 388. 
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heparin salt; it was inactivated by toluidine blue and 
was heat-stable. 


The conelusion drawn from these observations is that- 


excessive heparin in the blood is the cause of hemorrhage 
in these cases. Vitamin K, ascorbic acid, calcium, and 
even fresh-blood transfusions are without effect on the 
bleeding once it has started, though toluidine blue 
suocessfully stops it. Allen and Jacobson are trying 
the effect of toluidine blue in other human hemorrhagic 
disorders and have obtained some temporary relief. 
But the dose must be nicely balanced, because, although 
in low concentrations toluidine blue has an anti-heparin 
effect, in higher concentrations it acts as an anticoagulant 
and would therefore add to the patient’s troubles. 


B.A.L. IN GOLD-POISONING 


THE brilliant work of Peters and his co-workers ! 
during the war led to the development of B.a.L. (British 
anti-lewisite or 2,3-dimercaptopropanol) as an effective 
antidote to arsenical poisoning, especially that caused 
by lewisite. Recently B.a.L. has been used with some 
success in the treatment of arsenical poisoning arising 
during the treatment of syphilis.2_ The use of B.A.L. for 
eliminating mercury,? zinc,‘ and copper® from the 
tissues indicated that it might be of value in the treat- 
ment of toxic reactions after gold therapy. The treatment 
of gold-poisoning with B.a.L. has now been reported,® 7 8 


and although only 12 cases are mentioned favourable’ 


results were observed in all but one of the patients given 
B.A.L. 

It is thought that B.a.L. acta by reactivating sulph- 
hydryl enzyme systems poisoned by heavy metals. 
Ragan and Boots ? observed an increased urinary excre- 
tion of gold in all their 5 patients treated with B.A.L. for 
gold dermatitis. Presumably B.a.L. caused the gold to be 
released or “‘ washed out ’’ from the tissues. Since arthritic 
symptoms returned shortly after B.A.L. therapy, Ragan 
and Boots suggest that the therapeutic activity of gold 
may be explained by temporary suppression of the 
processes causing activity in rheumatoid arthritis. The 
high relapse-rate observed ° after gold therapy in arthritic 
subjects appears to support this hypothesis. 

Gold is undoubtedly of value in the treatment of 
rheumatoid arthritis, and the possession of an effective 
antidote to its toxic effects would be a major therapeutic 
advance. However, B.A.L. may prove to bea mixed blessing, 
since Cohen et al.* have noted toxic symptoms after its 
use, including pains in legs, arms, abdomen, and head, 
nausea, vomiting, salivation, lacrimation, and perspira- 
tion. But the development of less toxic derivatives, 
such as B.A.L.-intrav (O-glucoside of dithioglycerol) 1° may 
reduce the undesirable effects. Prophylactic administra- 
tion of B.A.L.,during gold therapy might be of value. Very 
small amounts would be advisable, because the optimum 
concentration of gold in the tissues for anti-arthritic 
activity might he reduced by the washing-out action 
of B.A.L. already mentioned. Meanwhile, large-scale 
studies of the effect of B.a.L. on gold therapy are 
required, care being taken not to attribute to B.a.L. the 
spontaneous remission of toxic signs and symptoms 
which often follows simple removal of any toxic 
substance. If B.A.L. proves valuable in this way, its 
benefits must not encourage the slipshod or excessive 
use of gold. 


5 Toep, Aus i OSEE, L. A., Thompson, R. H. S. Nature, Lond, 
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OIL AS A VEHICLE FOR LOCAL ANASTHETICS. 


For some twenty years drugs have been injected in 
oily solution as a method of prolonging their action for 
days or weeks, the assumption being that a fat-soluble 
drug is released and absorbed more slowly from an oily 
than a watery solution. The manufacturers have issued 
various drugs in this form. Among the first to be used 
were oily solutions of local anesthetics, recommended for 
the treatment of such conditions as anal fissure and 
pruritus.1 Later other drugs such as insulin, adrenaline, 
desoxycortone, cestrin, stilbcestrol, histamine, various 
metallic salts, and penicillin were prepared in oily 
vehicles. 

There can be no question that the action of some drugs 
can be prolonged in this way—penicillin is a familiar 
example—but doubt has arisen as to the part played 
by the oily vehicle in local anesthesia. Protracted 
anesthesia following the injection of such oily pre- 
parations has in some cases been shown to be due 
to degeneration of the nerve, the duration of anæs- 
thesia being the time taken for regeneration. On this 
view the gradual release of the drug from the oil is 
an insignificant factor. Duncan and Jarvis? attri- 
bute the nerve degeneration to the presence of benzyl 
alcohol in the solution. In their experiments they were 
unable to prolong anesthesia by the use of the oily 
vehicle alone. Even benzyl alcohol will not produce 
degeneration if its concentration is below 10%, ‘and such 
solutions are probably of little value for, say, fissure 
in ano. . 

Dr. Kelly, in his paper in this issue, goes further 
and throws doubt on the efficacy of oil as a vehicle 
for any drug. His observations deserve the attention 
of clinicians, for it may be that, through error in observa- 
tion or a disinclination to oppose accepted beliefs, we 
have been deluding ourselves, if not our patients, about 
the efficacy and mode of action of some oily solutions. 


SPREAD OF PART-TIME NURSING 


THE proof offered by Gloucestershire * that part-time 
nursing can be made to work, and work well, should 
be followed by rapid development of part-time schemes 
elsewhere, especially for the care of the chronic sick. 
Unfortunately many authorities seem backward in over- 
coming difficulties. No doubt these are often consider- 
able: sometimes the geography of an area is awkward ; 
sometimes the distribution of population is such that 
transport of part-time workers is expensive ; sometimes 
prejudiced matrons oppose the idea; sometimes the 
officers given the task of organising the scheme are 
half-hearted and apathetic; sometimes an energetic 
and capable officer. finds that his council themselves 
present problems. Far-sighted authorities, however, now 
recognise that, unless our health service is to break down 
completely, part-time nursing in long-stay hospitals 
must become general and honoured. In no other way is 
it now possible to provide good—or even adequate— 
care for the aged sick. 

The Wiltshire County Council, facing the difficulties 
in a practical and determined spirit, have just launched ` 
a very good scheme, closely modelled on the Gloucester- . 
shire pattern.’ There are seven infirmaries for nursing 
the aged and chronic sick in the county—at Amesbury, 
Chippenham, Warminster, Salisbury, Devizes, Trow- 
bridge, and Swindon. Children’s nurseries are attached 
to the infirmaries at St. James’s Home at Devizes and at 
Swindon. All these institutions need part-time nurses ; 
between them they have beds for 269 men and 250 women, 
and are supposed to carry an establishment of 126 full-time 
resident nurses. When the scherhe was launched, on 
1. Yeomans, F. C., 
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April 18, there were only 45 permanent staff in the 
hospitals, including nurses supplied by codperative 
‘agencies. Within a month from that date the staff had 
been augmented by 31 part-timers—a fair beginning. 

As in Gloucestershire the four-hourly shift is the 
usual unit of duty—from 8 a.m. to Noon, from NOON to 
4 P.M., or from 4 to 8 P.M. Night duty, for those who 
‘wish to undertake it, is from 8 P.M. to 8 a.M., with two 
Hours off duty. .Some of the matrons have found it 


‘difficult to use recruits who were not able to fit in with | 


‘one of the formal shifts, and this seems a pity, since 
“Gloucestershire has shown that such casual workers can 
be useful as relief nurses, and that once they have 
formed an attachment to a hospital and its patients 
_ they will often rearrange their lives to fit in with accepted 
shifts. 
hour for a State-registered nurse, 2s. for an enrolled 
assistant nurse, ls. 9d. for a nursing attendant, and 
Is. 6d. for a nursing orderly—-have been adopted, and 
transport is provided when necessary. Meals are 
not quite so well arranged as in Gloucestershire : 
one light meal is available during each shift, but while 
some infirmaries provide this free- of charge, others 
‘charge canteen prices. It seems most undesirable that 
a charge should be made: rates offered to part-time 
nurses—even these rates, which in some respects improve 
on the Rushcliffe scale—are not attractive unless they 
carry good amenities. Leave and sick-pay are given on 
the liberal Gloucestershire plan ; new uniforms have been 
ordered, and in the meantime appropriate white uniforms 
are lent and laundered. The scheme already shows good 
prospects of success: at the Lodge, Semington—the 
Trowbridge infirmary—-a fully codperative matron is 
finding her part-time recruits a welcome addition to her 
staff, and confirms previous experience that part-time 
nursing attracts a good type of woman. She points out 
that adequate staffing will make it possible to do much 
more for the patients, many of whom are more feeble and 
rheumatic than gravely ill; and she looks forward to the 


change from listlessness to active and hopeful interest | 


among the old people, which is one of the most striking 
results of a successful part-time scheme. 


‘ 


CALORIE INTAKE IN HOT PLACES 


Do we need less food in warm weather and hot climates 
‘than in cold ? Most of us would say that we do, though 
if pressed we should have difficulty in finding actual 
observations to support our belief. From such authorities 
as Mottram,! DuBois,? and Leitch? it seems that the 
need for calories is possibly a little higher in very cold 
climates but not much different in very hot climates ; 
the whole difference is anyway said to be small. The few 
quantitative observations relate to measurements of the 
basal metabolic rate, which might differ, between n 
cold and very hot climates, by at most about 20% Vers 
which is only about 400 calories daily. 

To this we may now add a much more direct series of 
data collected by Johnson and Kark? on the average 
calorie intakes of troops of the United’ States and 
- Canadian armies, located in temperate, desert, mountain, 
jungle, arctic, and subarctic areas of three continents. 
The writers compare the average daily intake of food 
of similar groups of soldiers, all healthy and physically 
fit, performing the same duties and all able to have as 
much food of a wide variety as they wished. A graph 
of calorie intake and local mean temperature shows that 
there was a close linear relationship between these two 
factors, from 3100 calories consumed daily at 92°F .to 


a a eaea 


1. Mottram, V. H., Graham, G. Food and the Principles of Dietetics, 
London, 1943. 


2. DuBois, R.. Basal Metabolism in Health and Disease, Phil- - 


adelphia, 1936. 
3. Leitch, J. N. Dietetics in Warm Climates, London, 1930, 
4. Johnson, R. E. Kark, R. M. Science, 1947, 105, 378. 


CALORIE INTAKE IN HOT PLACES 


` expected. 


The Gloucestershire rates of pay—2s. 6d. an — equipment. 


bigger scale. 


[say 24, 1947 


4900 calories at —30°F. This is a considerable difference 
and no doubt greater than many of us-would have 
It seems that we have not made sufficient 
allowance for the effect of climate when drawing up 
standards of dietary requirements. On the other hand, 
the observation that the greater calorie intakes in the 
colder climates were associated with the consumption of 
an increased proportion of fat was not unexpected. — 
It is not easy to explain this large effect of environment 
on calorie intake. It is not to be explained by differences 
in the B.m.R. It is possible that some, if not all;- of the 
high intake at low temperatures can be explained by a 
greater heat ‘production needed to maintain the body 
temperature, and the increased exertion necessitated by 
wearing and working with heavy and clumsy clothes and 


ì 


COSMIC RADIATION AND CANCER 


THE discovery - ‘that the cosmos contributes to what 


physicists called “ spontaneous ionisation ’ was of great 
interest, not because of its magnitude but rather because 
~ of the questions it raised. Where does this very very feeble 
ionising radiation come from ? 


The subject is still in 
dispute, - but inevitably, after Muller had shown that 
mutations could be produced by very small quantities of 


X rays, it has been asked whether cosmic radiation has 
‘ any effect on biological. processes. 


Figge 1 has now tried. 
to find out whether cosmic rays have any effect: on the 


production of cancer. He had to use an indirect method, 


because to shield an enclosure from cosmic rays would 
require a lead roof 50 feet thick. He arranged for one 
batch of mice, housed normally, to act as controls to 
another batch kept in cages with lead covers whose 
function was to increase the normal cosmic radiation 
by producing what have been called “ cosmic-ray 
showers.” The mice were all injected with 0-25 mg. of 
the carcinogen methylcholanthrene in sesame oil. The 
mice were kept under observation for five months and 
the appearance of tumours noted.  Figge says that 
“ the rate of induction of cancer in the mice kept under 
the lead plates was found to be consistently and definitely 
higher than in the controls.’ The experimental data 
are few on whith to draw definite conclusions—thus 
there are no data on the relative degrees of ionisation in 
the whole group of cages, the total of 184 mice is not 
enough to allow one to estimate accurate ‘quantitative 
differences in tumour appearances, and it may be that 
environmental factors have not been given due con- 
sideration. Experiments are now being planned on a 


BLOOD TEST FOR MUMPS 


Ir has been known for some years that the blood 


of patients with mumps commonly contains an increased 
‘amount of amylase, and this has been used as a test 
for the infection. 


Wolman and his colleagues ? in New 
York have applied the test to 101 men in. hospital 
with mumps and 47 healthy controls. They find that the 
serum amylase is nearly always raised in the first week 
of the illness and the increase usually then fades away. 
The test seems reliable enough to be useful in.doubtful 
cases of swelling round the jaw. The salivary amylase ` 
is usually low in mumps, so it seems that the enzyme 
from the inflamed parotids leaks into the blood instead of 
reaching the mouth. This view is supported by the 
observation that there is no rise in serum amylase when 
mumps is confined to the submaxillary or sublingual 
salivary glands; neither is there a secondary rise when 
the testicles become involved when the parotids are 
subsiding. , l 


1. Figge, F. H. j, Science, 1947, 105, 323. 
2, Wolman, I. J., Evans, B., Lasker, S., Jaegge, K. Amer. J. med 
Sci, 1947, 213, 477. 
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THE VICIOUS CIRCLE OF AUSTERITY 
- Adjusting Our Food Habits 


F. Le Gros CLARK 
M.A. Oxfd 


A MOMENT may be reached, for a man or even for a 
whole community, when austerity can no longer be 
treated as a temporary expedient. It has become the 
normal state of existence. Have we in Britain now 
reached that stage in respect of our daily diet ? For if 
we have, we had better not delay the process of adjust- 
ment. We are at present existing on a kind of patchwork 
diet composed of all we can manage to retain from our 
pre-war pattern of food habits. The diet as a whole may 
or may not be physiologically adequate; but there is 
not enough of any of the foods upon which we set a 
traditional value. We do not dare to be open-handed 
with ourselves, and, what is worse, we dare not be 
hospitable in the old way. 

We are warned that this may continue for a further 
three years or more. But even then, to what can we look 
forward ? Rationing will have lasted almost half a life- 
time for many of our young adults. Should we not, 
therefore, renounce the old pre-war pattern of diet and 
begin to work our way towards a new tradition of 
national dishes and meal customs? Our first task is 
clearly to consider not the kinds of food we should 
prefer to eat but the kinds of food we are likely to acquire. 
- | SUPPLY— 

By the coming harvest we may have enough bread 
grains, though of this there is no certainty. But the end 
of bread-rationing, while it will come as a relief, will not 
restore the sense of sufficiency. So far as other foods are 
concerned, we must not forget that there is a slow shift 
at work in the world markets, upon which we have to 
depend for more than 90% of our fats, 75% of our sugar, 
and more than half our meat. The Scandinavian markets 
are showing a slight tendency to move to the eastern 
countries of Europe, from which supplies of coal and 
later of useful manufactured goods may be expected. 
South America is becoming industrialised, and no-one 
would care to predict when and under what conditions 
the Far Eastern markets for rice and vegetable oils are 
likely to be re-established. | 

| —AND DEMAND 


Our potential demand for food has also increased and 
may increase considerably above the pre-war level. Not 
only do we have a larger population than we had in 
1939, with a larger proportion of adult consumers, but 
there is an increased demand for various foods, sustained 
on a high level of employment, a tolerable level of 
wages, and a subsidised food market. If we allow for all 
these factors, we may well suppose that in a completely 
freed market, provided that prices are kept stable, -the 
total demand for meat, fats, fruit, and bacon would rise 
by 20% above the pre-war level. ‘The demand for sugar 
might rise by anything from 10 to 15%. As for milk, 
we have not only allotted a fair proportion of it to our 
special classes of consumers but we are looking forward 
to an expansion of the milk services, and at the same time 
we are fostering a taste for milk that is pressing heavily 
upon the supply. In brief, if we aim at restoring the 
pre-war pattern of the British diet, we shall have some- 
how to acquire far larger supplies of many kinds of food 
than we secured in the thirties. 

We could of course remove the subsidies, which are 
now approaching £400 million a year. Retail prices 
would rise and food consumption would be curtailed, at 
all events in some commodities. But low food prices 
have now become part of the economy of the country, 
and any attempt to shift the structure would lead to 
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unpredictable consequences, not only for nutrition but 
in the industrial field. The Government does not appear 
to meditate such a step with any conviction. The use 
of subsidies implies control, and yet there seems no 
prospect that a fall in the price of food will enable us to 
dispense with subsidies for an indefinite time ahead. In 
that case the stability of prices means a very large 
potential demand, and that, if we are to have a fair 
distribution of the foods in short supply, involves us in 
continued rationing. 
CHANGING THE PATTERN 

There is only one way by which we can break the 
vicious circle—by cutting at the very roots of our 
traditional diet, of which our present dietetic pattern 
is a faint and unconvincing reflection. We have assumed 
since 1939 that the time would come when our pre-war 
habit of eating, or the habit we should have adopted if 
we could afford it, would be restored to us.. Should we 
now relinquish our wearisome attempt to live on a diet 
of shreds and patches and cultivate a taste for a simple 
and wholesome basie diet, to which variety could be 
added as the means become available ? 

This reads as though it were a.plea for the simple 
peasant diet ; but it is of course nothing of the kind. It 
merely implies that if we have to rehabilitate our 
economic structure on a system of rigid priorities, and 
that, I suppose, is fairly evident, then we had better 
begin by establishing a scheme of priorities in the complex 
food market. It is surely preferable to plan for a few 
basic foods to be in full supply as soon as practicable 
than to subsist on a diet that has to be precariously 
balanced from period to period. | 

We have made a good start with, the ground-nut 
scheme in East Africa. It seems improbable that Asia 
will remain a source of exported vegetable oils. We might 
further examine what land in Africa could be opened up 
for the production of feed grains, some sugar, and of 
tropical fruits. In home farming it seems to me advisable 
to embark on a policy of expanding milk production 
and the production of high-quality feeding-stuffs. The 
residue from oil-bearing plants may soon no longer be 
exported to this country as cattle-feed and ultimately 
as manure. It may be used in its country of origin to 
maintain herds and soil fertility. If we are to become 
one of the great milk-producing countries, we may 
consider the advantage of processing the surplus into 
cheese and dried milk. Milk is the least wasteful of 
animal products as a mode of converting vegetable foods 
into animal protein. Moreover, its uses are very varied. 

We could, in other words, let meat and butter take 
their chance on the import market, and breed for milk 
and cheese. I do not suggest that this is the only solution 
but it is probably the surest. 

Our main fats would in that case, of course, be derived 
from imported vegetable oils, no doubt at a later stage 
processed in the countries of origin. Meat would have 
to be imported as and when we could procure it; but 
the milk herds will yield fair quantities of beef as a 
secondary product. If we get about 75% imported wheat 
and the same proportion of imported’ sugar, the rest lies 
with potatoes and with a scientific research into the 
market for home-grown vegetables. It is time that such 
a research was begun. 

THE CONSUMER . 

Our basic diet will have to be adapted to the kinds of ` 
food that we can make available, and that will be a 
problem in adjustment, for which we have few precedents.: 
We are dealing with the food of a people, who are not 
only themselves mainly urbanised and. have had for a 
century and a half ample supplies of coal for cooking 
but who have subsisted increasingly over the last two 
centuries on cheap supplies of imported sugar, wheat, 
spices, dried fruits, bacon, and meat. The typical peasant 
fare, on the other hand, is represented by the rice bowl - 
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in the East and the stew pot or pot-au-feu with hunks of 
bread in Europe. This is a basic meal form which is far 
easier to deal with, when superficial adjustments have 
to be made. Provided the foundation of the dish is 
accessible in the shape of rice, potatoes, meal, or cabbage, 
its other ingredients may be varied to almost any extent. 
The dish is in any case a composite one, and where he 
cannot add to it small quantities of meat or fish, beans 
or bacon, the primitive consumer resigns himself to the 
basic ingredients. 
SUMMARY 

We need a food plan, and the essence of our plan must 
be to decide upon what foods we intend to concentrate in 
a convinced effort to bring them into full supply. The 
decision will have to be reached through the adjustment 
of our dietetic needs to our chance of obtaining the 
necessary supplies. We are living in a world that is in 
process of change; and it is not safe to assume that the 
world markets will resume their pre-war structure. We 
should play for security. I have suggested one possible 
line of solution, and no doubt there are others. In effect, 
we should attempt in the next ten years or so to become 
a milk and cheese producing and consuming country and 
enlarge our sources of vegetable oils, feeding-stuffs, and 
sugar on the African continent. Meat, bacon, butter, 
and a few other traditional foods might have to remain 
on ration indefinitely if they are to be fairly distributed, 
but the quantities on ration would depend on supplies 
from period to period. 

As for the public, it would have to be persuaded to 
barter its uneasy dream of a return to its pre-war food 
pattern for a plan and an enterprise. Perhaps there is 
after all one remote precedent for such a choice—the 
fleshpots of Egypt were set long ago against the vision 
of a land flowing with milk and honey. 


BURSARIES FOR FUTURE HOSPITAL 
OFFICERS 


To encourage recruitment of suitable personnel, 
King Edward’s Hospital, Fund for London is offering 
bursaries for those seeking training as hospital admini- 
strators, domestic supervisors and welfare officers, and 
caterers. 

Hospital administration.—Six bursaries are to be awarded 
this bummer. There will be (1) three junior bursaries, of the 
value of £350 a year, for men or women aged 20 to 30 ; and 
(2) three senior bursaries, without a rigid age-limit, and 
with a salary of £600 a year. The courses will. provide for 
18 months’ training in three different hospitals, and holders 


will normally be expected to sit the examinations aot by the 


Institute of Hospital Administrators. 

Domestic administration.—Six bursars are to, be appointed: 
at a salary of £250 a year, exclusive of board and lodging. 
The training course, of one year, will be divided into three 
terms, spent in three hospitals. Candidates should be 
women of good educational standard ; it is desirable that they 
should be experienced in personnel management or welfare 
work, in institutional management or domestic science, and 
in other administrative work. _ 

Catering.—Eight bursaries are to be offered, each with a 
value of £300-£600 a year, to prospective catering officers. 
Bursars will be appointed to one or other of the London 
hospitals for a 12-months course. Knowledge of catering, 
nutrition, institutional management, and administrative work 
will be taken into account when the appointments are made. 
In 1943 the Fund published its first Memorandum on Hospital 
Diet,! in which it was suggested that while hospitals had, by 
the appointment of dietetic experts, applied modern principles 
of nutrition to special diets, they had not in the past applied 
these principles to general-ward diets; catering, it was 
proposed, should be in the hands of one responsible catering 
officer. The recommendations have been widely adopted, and 
there is now a large demand for caterers and dietitians. 


Applications should be addressed to the secretary of 
the Fund, at 10, Old Jewry, London, E.C.2. 


1. Obtainable from Messrs. G. Barber & Son, Ltd., 23, Furnival 
Street, London, E.C.4. 6d. 
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In England } Now 


A Running Commentary by Peripatetic Correspondents 


THE toddlers’ clinic had thrown up an evil-looking 
small boy with a permanent scowl, who made a habit of 
pouring bottles of lighter-fuel into gas-fires. I made a 
diagnosis of original sin, but felt Failte about it, and 
when I met my tame psychiatrist I confessed. He became 
really expansive, and suggested that anyone who talked 
of naughtiness should be off the Register—the child’s 
sexuality was obviously fixed in some organ other than 
the usual one. I asked him what one did about it, and 
whether it couldn’t be persuaded to move on. He was 
rather less happy at that, and said that it all depended, 
and why didn’t I test him, and see what his constitutional 
type was ? I left with a book, ready to meet the scowling 
child on equal terms. 

Among the tests in the book I felt rather like Alice 
in Wonderland, and decided that the delinquent child 
had better have a bite out of the nearest psychological 
mushroom—at least I could score him on one of the less 
ferocious quiz-papers and work out the details of his 
sexuality when there was a lull. He looked as if one 


might be able to time his reactions if not predict them. 


“ Now I want you to say the first word that comes into 
your head when you hear me say each of these words— 
as quickly as you can.” The scowl deepened. “ Dog,” 
I said hopefully. The child dug in a pocket and trans- 


_ ferred something to his mouth. After a full half minute 


he ceased to scowl, and remarked “ We got a dog.” 
Then he began to chew. The outlook was unpromising. 
We met with less success with the blots of ink which 


filled the latter half of the book. After distinct signs | 


of inhibition and non-codperation had appeared, and the 
bottle of acetone for patch-tests had gone for six (where- 
upon the scowl changed to a guffaw), I wrote a note to the 
child-guidance clinic and advised that an exploratory use 
of the slipper might move the sexuality back again if 
one found the right spot, and waited for somebody to 
tell the G.M.C. about me. 

When the door closed I had another go at the book of 
tests, to see where I had failed. Another quiz met 
my eye: “Do you frequently have the feeling that 
you cannot cope with your work?’ Yes, frequently. 
“ Do you feel that the top of your head is compressed 
by a weight ? ” Less often than in former times, but still 
sometimes. ‘‘ Do you often feel that other people hold 
foolish and mistaken views on important questions ? ” 
You bet. ‘‘ Have you ever had a vision?” Not yet. 
But I might, at any moment now. When I added up 
my total I realised why I could never cope with child 
delinquents—I belonged to all the possible reaction- 
types. I could make a living by hiring myself out to 
the D.P.M. examiners. At the end of each questionnaire 
I expected to find: ‘‘ If you answer yes to more than 
six of these questions, then Buggins’s Pills will restore 
you to radiant health,” but there was positively no 
advertising matter. I was booked. 

My psychiatrist was apologetic. ‘‘ I’m afraid I gave 
you the adult tests by mistake,” he said. ‘‘ And, of course, 
all these things ‘need practice.” It was only when the 
guidance clinic reported that I recovered my sang- 
froid. ‘‘ This child is thoroughly out of hand. He 
would benefit from more discipline and a less haphazard 
parental attitude. I agree that when his escapades 
cause trouble he should be punished in moderation, 
but his insecurity at home would be relieved if he had 
more outlet for his energy—I suggest school.” So did I. 
I am going to get my grandmother down to the clinic 
next week, and see if I can’t get her a Diploma in Child 
Guidance. She is a remarkable old lady who can cope 
with small boys and usually knows the right place to 
swat their ectopic sexualities. She might even get her 
D.P.M. for the asking. 

xk xk * 

How many nostalgic Servicemen in convoy at the 
Cape have bussed to Kensington or Windermere, two 
juxtaposed coloured-native townships of Capetown, 
to return: sadly and rapidly? For Windermere is, if 
possible, a worse slum than Kensington. Made roads 
are few (there is a technique of taking sandy patches 
fast and in second gear); one trudges through sand to 
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a maze of tin shanties (‘‘ pondokkies ”) half the size of 
stables; jam-tin labels and pre-war coloured illustra- 
tions of motor-cars often serve as wallpaper; and pigs 
and chickens squabble for food between ‘“ houses.” 


- As I write, it has been hot and dry for four months, and 


enteric is on the increase. How distant seem thy placid 
waters and sweet rolling hills, O Cumberland ! | 
& + = 


HZ MATOLOGIA 
Here in the file 
' I see the old names, 
Raymond, Riley, 
Robinson (James). 


He ection Riley, 

Robinson, Rudd, 
Died of malignant 
Disease of the blood. 


Hodgkin’s, leukemia, 

Carefully docketed 

In the right hole 

Where fate had them pocketed. 


. Dead.with an accurate 
High-power diagnosis, 
Hodgkin’s, leukzemia, 
Myelosclerosis. 


Here are the blood films, 

Bone-marrow and blood, 
a - Raymond, Riley, 

Robinson, Rudd. 


Raymond’s a beauty, 

Acute monocytic. 

Remember his gums 

Which were quite characteristic ? 


Remember his wife, too ? 

“ He was always so strong. 
Are you quite sure, doctor, 
No chance of being wrong ? ” 


Beautiful blood cells, 

In all the wrong places. — 

“ Got your powder-puff ? Right. 
Mustn’t guess from our faces.” 


Robinson (James) 

A straight myelosis 

‘Had a perfect remission 
That shook my prognosis. 


Looked like a cure, 

Really most satisfactory, 
Until a relapse 

Proved completely refractory. 


. Nitrogen mustard, 
Radiophosphorus, 
Some other new remedy, 
What does it prosper us ? 


Go through the motions, 
Penicillin, transfusion, 
Until it’s quite clear 
There’s but one conclusion. 


Staining the blood cells a 
Like a technician, 

Telling the relatives 

Like a mortician. 


Staining for granules, 

Or diffuse basophily, 
Don’t slow down to think 
Or life seems too silly. 


\ 


Raymond, Riley, 
Robinson, Rudd, 

All of them dead | 
Of disease of the blood. 


per day and is not taken off on going to bed. 


Letters to the Editor 


HOSPITAL WARD PLANNING 


_ Smr,—The article by Dr. McIntosh and Mr. Coales 
in your issue of May 10 is of particular interest at a time 
when many of us are considering the specification of new 
hospitals. | 

Some of the ideas expressed in this article are parti- 
cularly welcome; firstly the suggested ratio of single- 


‘bed wards to total beds (30% in two of the proposed 


plans) provides for the needs of patients who are very ill, 
immediately postoperative, infective, or disturbing to 
others ; secondly the advocacy of small wards of four to 
eight beds; thirdly the linkage of the ward units with 
due regard to traffic problems; and lastly the number — 
(but not the distribution) of the ancillary rooms. 

Nevertheless there is much to criticise. Cross- 
ventilation is considered as an isolated function, whereas 
the problem of ventilation is complicated ‘by the neces- 
sity of considering the heating of the ward unit. In 
practice cross-ventilation is often negatived by patients 
or nurses seeking comfort; consequently windows are 
often closed to prevent draughts or to keep the wards 
warm, so that in actual use the modern Continental 
and American approach is probably as effective as our 
more spartan ideals. 

My main objection however is to the use of transverse 
corridors which necessitate nurses working out of sight 
of the wards. In these wards it would often take some 
time to locate a nurse or sister. On the other hand the 
Continental plan, with ample use of glass in corridors 
enables the ward to be under better observation and 
the nurse to be nearer the patients and to reduce her 
walking distances. 

Lastly, though I cannot speak as an architect, I 
suspect that the great length of the perimeter would 
make for expensive building, and further, that the 
cee merit pen gare fact ha the total insulation 
of some o e wards, particularly if the in 
had to face S.E. or sw) 7 ene aa 


London, W.1. HUGH GAINSBOROUGH. 


BACKACHE 


Sm,—I read the article of Mr. Burns and Mr. Young 
(May 10) with extreme interest. For the past four years 
I have held the opinion that the majority of cases of low 
back pain are due to disk lesions and I am therefore in 
entire ‘agreement with their views on the pathology of 
backache and sciatica. Where I disagree is with their 
somewhat dogmatic statement that “ operation is the 
rational form of treatment for all cases of severe back- 
ache with disk lesion.” The only alternative they 
offer is rest in bed for a maximum of three weeks, or 
a corset. The plaster jacket is dismissed in one sentence 
as “cumbersome and less comfortable than a corset, 
which is as efficient in restricting movement at the 
lumbosacral junction.” It would appear that they 
have no great faith in conservative treatment. 

Bed rest to be effective must be absolute, and this is 
seldom the case. In hospital the bedmaking routine 
takes place twice daily, and at home the patients get up 
to go to toilet. In my experience a well-moulded plaster 
jacket is far more effective than a corset in immobilising 
the lumbosacral joint, and it remains in situ for 24 hours 
fE It produces 
rapid relief of symptoms, it is comfortable and not unduly 
cumbersome, and a patient in a sedentary occupation 
can return to work wearing the plaster jacket. I am 
firmly convinced that immobilisation in a plaster cast 
for an adequate time will cure 90% of disk lesions. 

_ Figures can be misleading. Burns and Young state 
that out of 248 cases of sciatica treated by them in 


.1989-42 and not operated upon 79% were still having 


symptoms in 1945. This is not altogether surprising, 
since at the time in question manipulation followed by 
vigorous exercises was the treatment in vogue and the 
effects of complete rest were seldom tried. My results 
for the same period would be equally bad, if not worse. 
As regards their figures for cases operated on during 
1941-45, they deserve every congratulation for their 
brilliant results, and nobody will dispute that in their 
hands operation involves no risk and offers every prospect 


724 THE LANCET] : 


of cure. But, to my mind, there has been no control 
series treated by really adequate conservative measures, 
and I wonder just how many of their cases might have 
been cured by immobilisation in plaster. . aa 

During the past four years I have treated over 300 
cases of disk lesion, some with only backache, some with 
- sciatica, by immobilisation in a plaster jacket. Approxi- 
mately 90% were completely relieved of their symptoms, 
5% though improved had some pain, and 5% underwent 
laminectomy. Nowadays the 5% not wholly relieved 


would also have been referred to an orthopedic surgeon.. 


I find that the great majority of patients experience 
rapid relief of pain following the application of the 
jacket. In a small minority the pain becomes worse. 
This I regard as a clear indication for surgical intervention 
and waste no further time. ` ` ys 


‘Admittedly many cases in my series Were diagnosed 


early in their first attack and treated before degeneration . 


- of the disk had occurred. A follow-up, now in progress, 
` shows that a small number of cases have had relapses, but 


I am confident that the figures will be at least as good 


as the 80% complete cures of Burns and Young. 
= The only drawback to conservative treatment in a 
plaster jacket is the length of time the jacket must be 
worn—in my series an average of 91/, weeks. Patients 
treated lately have required a longer period of immobi- 
lisation than was formerly the case. This, and the 
increased incidence of the lesion I attribute, in part, to 
the poor quality and quantity of our protein intake. 

I could not agree more with what the authors say 
about faulty. posture, and would go further. Posture 
is often protective rather than faulty, and on more than 
one occasion in the past I have provoked an attack of 
sciatica by prescribing corrective exercises for severe 
lumbar lordosis. Like Burns and Young I have usually 
found epidural injection ineffective, but on occasion 
it may produce dramatic relief. In 1941 I failed to cure 
a girl of 17 with sciatica by manipulation, the treatment 
then in vogue. She had what I now know to be a 


typical disk lesion, though at the time I wrongly diagnosed. . 


it as sacro-iliac strain. In desperation I. gave her a 
massive epidural -injection with normal: saline. She 
experienced instantaneous relief of her pain and I can 
only conclude that a nerve-root was adherent to the 
damaged disk and that the injection freed it. The 
patient was so impressed that she decided to become a 
physiotherapist ! She works in a hospital which I visit 
and remains absolutely symptom-free. | 

In the future, as the “‘ disk syndrome ”. becomes more 
generally recognised, early diagnosis should consider- 
ably reduce the incidence of chronic backache and 


sciatica. 
London, W.1. E. J. CRISP. 


- Srr,—In their article of May 10, Mr. Burns and Mr. 
Young say in effect that nearly all recurrent attacks of 
backache, “and nearly all cases :of. chronic backache, 
are due to disk lesions: -if bone changes are excluded 
by routine radiography, there remain disk lesions and 
rarities. ‘‘ We see little evidence,” they observe, ‘of 
rheumatism, which is supposed to be associated with, 
or made worse by, cold and damp, as a cause of painful 
backaches.”’ 


There is a complex syndrome, which, although of | 


highly individual form and reproduced in innumerable 
instances, has no accepted name. In common speech 
it is called ‘‘ muscular rheumatism.” Hundreds. of 
thousands of people in this country know its symptoms 
well; and know beyond any doubt the sharp aggravation 
brought by certain climatic conditions, notably by cold 
and a rising humidity. Its pathogehy is unknown ; 
but it is very possibly a disorder of skeletal muscle 
consequent on a disturbance of autonomic regulation, 
especially the regulation of the muscle’s blood-supply. 
In an able monograph on Neurotonia published in 1925, 
Guillaume drew attention to the complaint made by 
many victims of autonomic instability of ‘ pains of a 
neuralgic type, localised or vagrant, or of pains in the 
muscle masses; vague pains like the stiff tired back of 
chronic lumbago (a type de courbature lombaire).”’ 

This type of ‘‘ rheumatic backache” abounds in 
rheumatism clinics. If they are all disk. lesions, as I 
take it they must.be, it follows that sufferers from the 
common rheumatism are peculiarly liable to disk lesions— 
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that the pathogenesis of this complex syndrome is also, 
in. many instances, that of the morbid change in the 
annulus fibrosus which we must postulate to account 
for nuclear protrusion without antecedent trauma. . 

_ If, in their next series of proved disk lesions, Mr. Burns 
and Mr. Young would observe how many of these patients 
also suffered from a vagrant myalgia or any of the many 
marks of disturbed autonomic function, either coinci- 
dently with their backache or in the past, information 
of the highest value in the elucidation of the pathogeny 
of the disk lesion might be secured." «| | i 

I imply no criticism of their work in suggesting that | 
they might invite a physician to join them in these 
Indeed, I am writing this comment on 
their conclusions largely because of the opportunity | 
it gives of pleading for a close association between 


. orthopedic centres and the rheumatic units about to be © 


created. K nee 
London, W.1. P “KENNETH STONE. 


Smr,—Mr. Burns and Mr. Young are to be congratulated 
upon their excellent article. The work done by ortho- 
peedic and neurological surgeons during recent years has 
thrown valuable light on this hitherto obscure subject. 
While applauding the conclusion that backache is mainly 
mechanical in origin, I doubt whether the question is as 
simple as they seek to make it and whether all cases 
of backache and sciatica of mechanical origin are due 
to lesions of only one—the intervertebral disk—of the 
many structures involved in the mechanical breakdown. 
In most cases the sequence of events would seem more 
likely to be as follows. . ; 

As a result of some strain, often quite trivial and usuajly 
when in the forward-bending position, the lumbosacral _ 
articulation. becomes internally deranged. The inter- 
vertebral disk between L 5 and S 1 (as well as many other 
structures) is involved in this strain, but at this early 
stage probably not to the extent of protrusion. The 
acute pain, so-called lumbago, ‘is probably due to irrita- 
tion of nerve-endings in the synovial membranes of the 
joint and in the surrounding soft tissues. Contraction of 
ligaments and muscles in the area immediately causes 
increased pressure on the intervertebral disk. If, as 
generally happens, the condition is not properly diagnosed 
and treated, the patient walks about, thus causing an 
increasing and constant strain on the intervertebral disk — 
until the nucleus pulposus eventually protrudes, as 
Mr. Burns and Mr. Young have shown. The time taken 
for this to occur depends upon the degree of injury to the 
posterior longitudinal ligament and the annulus fibrosus 
of the disk. Quite often, even without treatment, the 
disk never protrudes at all. l i es : 

Unlike Mr. Burns and Mr. Young, osteopaths, by mani- 
pulation, get very satisfactory results in backache and 
early sciatica and surprisingly good results even in old- 
standing cases. I can only explain this by suggesting that 
the manipulative technique of the osteopath is superior to 
that of the orthopedic surgeon.. Whereas orthopeedic 
surgeons learn and perform their manipulations on 
anzesthetised subjects when all tissues are temporarily 
relieved of strain, the osteopath prefers to study the 
problem as it really is and develops his technique in 
keeping with the degree of strain of:the joints and tissues. 
Further, while the orthopsedic surgeon after he has 
performed his manipulation hands his patient over to 
the care of a physiotherapist, the osteopath himself 
conducts the treatment until the affected joint is com- 
pletely mobilised. Considerable trouble is taken by 
the osteopath, not only to establish normal movement of 
the deranged joint but also to build up and restore 
posture. It is highly probable that; as a result of the 
patient being anzsthetised, far more force than is 
necessary is exerted by the orthopedic surgeon, possibly 
even to the extent of creating further injury. oa 

If the disk has been allowed to protrude extensively, 
the protrusion is unlikely to be corrected by manipulation, 
but I am convinced that there is a stage in backache when 
the disk is either only squeezed or is so slightly protruded 
that it will respond completely to osteopathic manipula- 
tion. I am further convinced that if lumbago were 
diagnosed for what it usually is—namely, a derangement 
of the joints of the lumbar spine and pelvis, involving 
the intervertebral disk, not to the extent of protrusion 
—and if from the start it were efficiently treated by 
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osteopathic manipulation, very few would develop a 
degree of protrusion requiring operation. 

Although this end is not immediately attainable, 
owing to the lack of properly trained osteopathic special- 
ists, it is encouraging that osteopathic methods are now 
being offered to the medical profession through post- 
graduate training. It can be hoped, therefore, that with 
enough osteopathic specialists within the medical 
profession, the orthopædic surgeon will be relieved of 

orming the number of laminectomies that are now 
necessary. 

Finally, it must be remembered that backache is by 
no means confined to the lumbar region. It can occur 
throughout the whole spine, although naturally’ it is 
commonest in the areas under the greatest strain from 
the erect posture. I have no doubt that eventually the 
osteopathic explanation of many cases of intercostal 
neuralgia, brachial neuralgia, neuralgia and headache 
will be universally accepted. 

London, W.1. 


COMPENSATION FOR I.M.S. 


Sm,—Officers of the Indian Medical Service faced 
with finding a new career can hardly be expected to 
look upon the proposed terms of compensation with 
anything but the gravest misgivings. The maximum 
sum is £6000 for those who were 39 years of age last 
birthday, which will apply to a comparatively small 
number of officers who joined the Service during the 
years immediately prior to the war. | 

Civil officers, as set out in table I of the white-paper,' 
are to be compensated on a years-of-service basis, and 
the maximum of £8000 is paid after 16 years of service. 
Many I.M.S. officers with similar periods of service will 
only draw about one-third of this amount, or less, 
which will be hardly sufficient to guarantee rehabilitation 
with reasonable freedom from want and anxiety. 

SERVICE MEMBER. 


SHORTAGE OF NURSES 


Srr,— Your last issue contains a memorandum from 
hospital doctors on the nursing shortage. I entirely 
agree with them about the character and incidence of 
the shortage. I agree, too, that alternative forms of 
employment are easy to obtain. But nursing in itself 
is so fundamentally ‘‘ womanly ” and enjoyable that 
remedies can surely be found. 

Propaganda of the advantages of nursing may well be 
necessary, but the main need is for a complete overhaul 
of nursing education. The present apprenticeship system 
asks for an impossibly high theoretical knowledge ; 
bedside teaching of practical nursing scarcely exists, 
and training is prolonged as a form of cheap labour. 
Can one wonder that there is a shortage of recruits ? 

In my opinion the memorandum does not go far 
enough. Nursing education must be put on a proper 
footing, and should be financed by the Ministry of 
Education. Fees should not be charged, but the student 
nurse should cease to be a paid employee. She should 
become a bona-fide student with a maintenance grant 
sufficient to meet her expenses where necessary. 

Also I believe the writers have somewhat mistaken 
the idea of the short basic course of nursing. It must 
be preceded by a well-designed preparatory course in 
elementary anatomy and physiology, and practical 
hygiene of a very vital type, linked to practical elemen- 
tary bacteriology. Good plain cookery, service of meals, 
household arts and crafts, and so on, should also be 
taught. This course could be carried on in one of three 
ways—as a full-time pre-nursing course, as part of the 
one-day-per-week-in-school plan envisaged for girls of 
15-18, or as a part-time or evening course. It should 
be designed to awaken an objective interest in health, 
and need not be confined to intending nurses. 

During the basic training, which requires a full two 
years, only a minimum of time should be spent in 
instruction away from the bedside. Theory there must 
obviously be—but let it be designed for nurses and not 
a dropped-down medical curriculum. The block system 
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is wrong in principle in that it removes the student 


nurse from the object. of her study. The main point 
about this scheme is that the nurse must receive con- 


1, pene Tra H.M, Stationery Office. See Lancet, May 10, 
D. ; 
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tinuous bedside instruction. Ward sisters are saddled 
with a multitude of responsibilities, and relatively few 
make serious efforts to teach their art. That is why 
the soul is going out of nursing. The status of ward 
sisters must be raised. There must be more of them 
(and fewer beds per ward). They must have adequate 
assistance for their ward management, and they must 
then realise their teaching responsibilities. I am certain 
that far more teaching could be done even today, if 
only the existing trained nurses would make the effort. 

Lastly, postgraduate training. This, should be con- 
ducted by university faculties of nursing. All who show 
sufficient promise during their basic training should be 
given the financial assistance needed for entering these 
courses, which should be designed to give a two-year or 
three-year comprehensive training to equip the student 
for a fairly wide field of activity. Under the existing 
schemes, twelve years can be spent (on a pittance) in 
getting all-round qualification. That is nonsense. 

The university schools would have power to dovetail 
trainings to prevent overlapping, and the necessary 
practical experience should be obtained only in the first- 
class schools of nursing and other nursing fields. The 
ward sister, district nurse, industrial nurse, and so on 
would take a two-year diploma course. A.general or 
special nursing degree could be taken in three academic 
years. 

To suggest university schools of nursing is not simply 
to put.forward the average American university scheme. 
Most British nurses feel that our own nursing has values. 
peculiar to itself, and we should be sorry to see any 
high-falutin step taken which would lessen our practical 
skills. Many of us feel that the new General Nursing 
Council’s regulations, which now lie before the Minister 
of Health and await his signature, are fundamentally 
wrong. We ask with deepest sincerity that these 
regulations should not be signed, but should be sent back 
for further consideration. | 

The establishment of several types of experimental 
schools of nursing is long overdue. In our hidebound 
profession it is a sin to have “ideas.” Nevertheless, 
the right staffs should be found and the schools begun. 

Meanwhile, the nursing profession must tighten its 
belt and be determined that no more wards shall be 
closed. Florence Nightingale would have answered this 
crisis by a new call to action. MEDITRINA. 


_ Sir,—The shortage of nurses has been discussed freely 
in the press by every group associated with nursing. 
except by that most important group of nurses, the 
ward sisters and senior staff nurses. . - 

_ To these women alone falls the responsibility for the 
intensely personal nursing care of the hospital patient. 
In a sense, therefore, all other nurses, senior and junior 
to them, are subservient to them in function and exist 
largely to maintain them at their task. In the main, 
ward sisters, &e., love their work and. ask no other, 
and they not infrequently reject the opportunities of 
promotion and increased pay and power, mainly to 


administrative and teaching posts, because it means their 


leaving real nursing. They are in a lifelong work and 
know it. 

It is they, too, who train the probationers at the 
bedside, and either teach them to get satisfaction from 
their work or in some cases cure them forever of the 
itch to nurse. It is, in fact, probably the satisfaction 
they themselves get from their work which makes them 
take little interest in things outside their wards and 
hospitals, so that their voice is little heard in the politics 
of nursing. They are liable, thus, to have change 
inflicted on them and their patients without their voices 
being heard. | | 

Presumptuous as it is to attempt to speak for them, 
it must be attempted, and suggestions are offered for 
improving their lot and that of others. | i 

1. Improved living conditions.—Their residence should 
be a home for them and run on club lines by a committee. 
elected from among themselves. Control should be by 
the purse-strings; a matron or superintendent should 
seldom have to interfere, but their right to do so 
should be maintained. . 

, Permission and encóuragement to live out should be 
given. 

Administrative sisters should not live in the residence, 
but either in hospital, a separate home, or privately. 


726 THE LANCET] 


Some, certainly, will have to live in hospital. The key 
to the ward sister’s happiness is no interference in her 
“ home life.” Thus home-sisters are not required, but 
non-nursing housekeepers without disciplinary powers. 

2. For all nurses.—Reasonable care of the health of 
all nurses. A daily nurses’ surgery; special single and 
double wards for sick nurses in the hospital; and a 
great deal more care and sympathy, from the doctors 
down to the sisters themselves, for any ill- member of 
the staff, than is commonly meted out today. ~- 

Improvement: in food ‘should be arranged, but the 
sisters’ committee should be able to speak out for them. 

3. Training of probationers is an integral part of a 
ward sister’s post, but there are some who cause a 
wastage of up to 100% of probationers under them, 
who leave nursing discouraged. Ward sisters should 
therefore be trained in (a) the teaching of nursing as a 
practical subject, and (b) the understanding and handling 
of the young nurse. Those sisters who cannot teach 
or handle their probationers, though otherwise good 
nurses, should find other tasks in nursing. 

4. Pay.—It should be possible for a ward sister, 
without leaving active nursing, to reach in time, by some 
type of graded promotion, pay equal to that of an 
assistant matron. 

5. Better propaganda. —Newspapers today stress the 
hardship of a nurse’s life—the best way of discouraging 
new entrants to nursing. The compensations in the 
career of nursing are many, and the task of nursing 
itself and the community of a hospital are among them. 
These are not mentioned. ROBERT PIPER 


Gerrard’s Cross, Bucks. HILDA PIPER. 


SIR, —Student nurses would agree with your corre- 
spondent that old-fashioned restrictions should be 
swept away; but it is doubtful whether the abandon- 
ment of the nurses’ home in favour of second-rate or 
third-rate lodgings would do anything to increase the 
supply of nurses. Many parents would not permit their 
daughters to enter a training-school, perhaps 100 miles 
distant from their home, if it meant their living in 
lodgings. The true answer to the problem is to improve 
the nurses’ quarters and permit them to ask their friends 
to their rooms for tea. Who would care to entertain 
. parents or friends in one of the common-rooms or in 
one of the little bedrooms, even were this per- 
mitted ? Authorised visiting hours could be laid down. 

That “ living in ” is not repugnant in itself, is shown 
by the keenness of university students to live in college 
rather than ‘“‘ digs 

There is no doubt that the corporate spirit is : fostered 
by “ living in,’ and this spirit is still valued by Erta 
S.R.N. 


MULTIPLE-PRESSURE VACCINATION 


Sir,— With the development of passenger air-transport 

this country is now only a few hours distant from such 
endemic sources of variola major as Egypt and India ; 
and the possibility of persons incubating the disease and 
reaching here in an infective but undiagnosable state, 
or of introducing articles Carrying the virus,? is much 
enhanced. 
. Smallpox introduced by ex-Service personnel from 
-abroad has lately broken out in England ; and this risk 
is likely to continue for a few more years. It follows 
‘that vaccination is no longer a relatively academic 
‘problem; and contacts, who may have already been 
infected ‘when first seen, should be vaccinated by the 
method offering the best hope of a “ take,” since in these 
-cases there is no second chance. 

t is my conviction, supported by the additional 
-evidence in Dr. Mole’s recent paper,’ that the multiple- 
' pressure technique is less likely to fail than the standard 
:scratch method, which is that officially advised for both 
-civilians and the Services. During the recent war I 
was twice vaccinated by the scratch method, and on 
both occasions the absence of reaction was interpreted 
.as being due to a high state of immunity. Before, going 
overseas it was necessary that I should be vaccinated 
a third time, and having recently read an account of the 
see abst technique? I decided to try this 

. Lancet, April 26, 562. 


y Mole, R H. Ibid, May 3, p 


597. 
3. Russell, F. R. in Virus nae Rickettsial Diseases, Cambridge, 
Mass. 1941. 
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method on myself. This vaccination was followed in 
about a week by pronounced local reaction (intense 
itching and pustulation), leading to the formation of a 
scab, which separated in 2-3 weeks. It is reasonable 
to suppose that despite the results of the two “ scratc 

vaccinations my previous immunity had been . 

I was sufficiently impressed by this result to use the 
multiple-pressure method when, as pathologist to a 
Service hospital in the Middle East, I was responsible 
for the vaccination state of the unit. Servicemen were 
vaccinated biennially in that command and on arrival at 
their unit overseas, no matter how recently whey had been 
vaccinated in Great Britain. 

Nevertheless, with the apep method 
accelerated reactions were quite common and failures 
remarkably few ; and not a few long-service men who had 
been repeatedly vaccinated with little effect were surprised 
at their own reactions. — 


More recently a colleague in this country was vaccinated _ 


by the scratch technique, with an equivocal result. Since 
his work brought him in close contact with variola virus 


it was necessary to be quite sure of his immunity. He 


was therefore revaccinated a few days later (using the 
same batch of lymph) by the multiple-pressure technique ; 
and he developed a typical accelerated response. 

In view of the mounting evidence in favour: of the 
newer method, it would be interesting if one of the 
Services, in these (for them) more leisurely days of peace, 
were to compare on recruits the scratch and multiple- 
pressure techniques. With suitable organisation and 
a rapidly evaporating skin detergent, such as ether, the 
multiple-pressure technique is little, if any, slower than 
the standard practice. It is essential to use a sharp 
needle, and my preference is for a triangular cutting or 
Hagedorn needle, which can be touched up as required 
on an oil-stone. The drawing of blood, always hard to 
avoid on a skin rendered hyperemic by a warm climate 
and the passive congestion sometimes induced by a . 
rolled-up sleeve, seemed not to impair the result—if 
anything, the reverse. Excess lymph was wiped off ; 
and, except on the rare occasions when mild secondary 
infection occurred from repeated trauma due to tight 
sleeves, a dressing was unnecessary, though it may be 
advisable if vaccination is carried out on a subject with 
dirty underlinen. 

The symptom of itching was found to be a most useful 
guide in deciding whether a minimal reaction was due 
to immunity. It is easy to make a few “ pressures ’”’ 


-with the sterile needle on the cleansed skin site above 


the place where the lymph has been deposited; and 
this enables the effects due to trauma, with or without 
mild infection, to be distinguished from the fleeting 
allergic reaction often induced in the immune individual 
by foreign proteins in the lymph. 

A minor advantage of the multiple-pressure technique 
is the smallness of the eventual scar, even after a primary 


reaction. 
A. ©. T. VavHaN. 


Liverpool. 
ANALGESIA IN LABOUR 


, S1r,—I have read the correspondence asking for wider 
use of gas-and-air analgesia in labour; but it is my 
experience, and I am sure that many other midwives 

ill agree, that the majority of patients derive small 
benefit from it. 

At Moreton-in-Marsh District Hospital the Oxford 
vaporiser with ether is used with most satisfactory 
results. The patient benefits without the exhausting 
deep inspiration necessary with Minnitt’s apparatus ; 
the mask need not be held in such close apposition to 
the face; it may be used for long periods without 
causing vomiting or affecting the force of uterine con- 
tractions ; and the percentage of ether can be adjusted 
to suit the patient’s individual need—-2-3% of ether 
is usually sufficient during the first stage of labour, 


and 5-7% may be necessary towards the end of the 


second stage; both these percentages are well tolerated 

without producing cough or spasm. It is also a very 
great advantage that, should interference be necessary, 
the percentage of ether is simply increased to produce 
complete anzesthesia. P. ZACHER 


Sister Midwife to Moreton-in- Marsh 
District Hospital. 


THE LANCET] 


-æ ee o orto qe a =e ©- em- 


Parliament 


ON THE FLOOR OF THE HOUSE 


THE House rises for Whitsun on May 23 and from the 
point of view of Members and of Ministers it is high time. 
Of late, night sittings have peppered libraries and smoke- 
rooms with recumbent forms, some past their first 
elegance, sprawling in disordered sleep. But despite 
difficulties the achievement of legislation is prodigious. 
In the last few weeks the National Service Bill, the 
Town and Country Planning Bill, and the National 
Health Service Bill (Scotland) have all been passed— 
not to mention the Budget debates and the Finance Bill. 
Indeed it is a criticism often made in Parliament at 
present that the Government are attempting to bring 
in too much legislation and to make too many changes 
and that they would do better to pay more attention to 
administration. 

Exactly the same criticism can be made of world 
organisation, where the United Nations are attempting 
to bring the world back to peace, solve the question 
of Germany’s and Japan’s internal economy, while at the 
same time they are considering the establishment of a 
world police force and the world-wide economic net- 
work of their Food and Agriculture Organisation. 

Viscount Bruce of Melbourne, a former prime 
minister of Australia and chairman of the preparatory 
commission on world food proposals, in a maiden speech 
in the Lords, pointed out that the world today had its 
greatest opportunity for international organisation if 
we went forward using the latent resources of the undeve- 
loped countries of the world to improve the standards of the 
1000 million people who were living below health level. 

Neither the’ Labour Government in this country, nor 
governments in other countries, nor the world authority 
of the United Nations can hold back the rush of work 
that must be done. ‘We must make the best arrange- 
ments we can in our national, in our Commonwealth, 
and in our international life to direct the forces that are 
urging us on. But we cannot deny their pressure, for 
something is happening in the world as a whole and 
vast changes are demanding fulfilment. | 

MEDICUS, M.P. 


FROM THE PRESS GALLERY 
University Education 


We are committed to a great increase in our university 
population, but as Lord LINDSAY oF BIRKER pointed 
out in the House of Lords on May 14, we could not 
enlarge it without considering the effect this revolution 
would have upon our university system. The Govern- 
ment had been generous in providing money for the 
expansion of the universities: would they provide a 
little of that rarer quality—reflection—and he asked 
for the appointment of a departmental committee, or 
a subcommittee of the University Grants Committee. 

University education in England was of a very high 
standard, but it was confined to a small proportion 
of the population. For instance in 1934 in Italy 1 in 
every 808 of the population went to a university ; in 
Germany 1 in 604; in Sweden 1 in 543; in France 1 in 
480; in Scotland 1 in 473; in America 1 in 125; but in 
England 1 in 1013. Yet the Barlow report had stressed 
that the success of our industry depends on the extent to 
which it is fertilised by research, and research depended 
on the number of scientists which the universities could 
supply. The Butler Act increased the need for teachers, 
and if we were to have a properly equipped health service 
we must have a far greater number of trained doctors. 
They ought, in his view, to be university-trained, and they 
ought to have some idea of what research meant. 
would involvé a great increase in the number of medical 
undergraduates. 

If we were to double the number of our students— 
and Lord Lindsay doubted whether that would be 
enough—how was it to be done ? Were we to ask existing 
institutions to preserve their character and to double 
their numbers? Was there room for new university 
colleges ? These would be small but they could also 
be experimental, for they need not all necessarily be of 
the existing type. At present the universities, through 
shortage of staff, were finding it difficult to do their 
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proper job. The highest training depended on the 
student being in close touch with the scientific swell. 
If you had too many students you lost your great scientist 
in administration. Lord Lindsay rejoiced in what the 
Government had done for the universities, but he thought 
there might be a danger of stereotyping the present set-up 
and making the development of university education in 
this country too rigid unless some body of considerable 
weight wrestled with these problems. 

Viscount JOWITT, on behalf of the Government, agreed 
that our universities must have complete independence 
and freedom. He also agreed that our university popula- 
tion was much too small. The Barlow report recom- - 
mended that it should be doubled in ten years, and he 
thought it likely that in the next ten years it would have 
to be doubled again. The difficulty at present was not 
money. The limiting factors were staff and building. 
The University Grants Committee estimated that the 
programme of development in the next five years would 
require £50 million, of which some £40 million was for 
new buildings. But the Minister of Works did not think 
we could undertake more than £20 million of building 
during the next five years. | 

It was not true, Lord Jowitt continued, that the 
University Grants Committee were in favour of develop- 
ing the existing institutions, as opposed to developing 
new institutions. But it felt that with these shortages 
it was probably a better policy for the time being, if 
they were to achieve a rapid increase, to see how far they 
could get people into the existing establishments. The 
committee had been strengthened and had ‘been given 
new and wider terms of reference. He thought therefore 
it would not be wise at present to appoint another com- 
mittee. It would be better to stick to the University 
Grants Committee and give them what help they could 
with enlarged personnel and. the apparatus of sub- 
committees so that they might take that all-over view 
which Lord Lindsay desired. 


Scottish Health Bill 


At the report stage of the Bill in the Lords on May 15 
the following amendments were accepted: ` 

Clause 8.—Making it clear that endowments could be 
allocated only for purposes within the field of the hospital 
services; and allowing the Endowments Commission 7 instead 
of 5 years in which to complete their task. 

Clause 11.—Specifically requiring regional hospital boards 
to have wider consultations than with universities alone in 
framing their schemes for the constitution of boards of 
managements of hospitals or groups of hospitals. 

Clause 14.—Providing that for dual appointments, the 
advisory appointments committee constituted to draw the 
short list of candidates should be composed half of university 
representatives and half of hospital representatives. 

Clause 17.—Bringing within the scope of research the 
development of medical or surgical appliances, including 
hearing-aids. 

Clause 34.—Conferring a right on any person to change, 
as well as select, their family doctor. ; 

Clause 43.—Ensuring that doctors who were brought before 
the tribunal should have a clear statement of any complaints 
made ayainst them at the time when they were being examined 
by the tribunal. 

In moving the third reading Lord MORRISON thanked 
Noble: Lords for their constructive criticisms and said 
the Secretary of State had been encouraged by their 
view that it was a better Bill for Scotland than a mere 
translation of the English Act would have been. 


QUESTION TIME 
| Expenditure on Research 
Mr. Puits PRICE asked the Secretary to the Treasury 
how the estimated amount of £68,000,000 expenditure on 
research during the year 1947-48 is divided.—Mr. GLENVIL 
Hatt replied : The division is as follows: 


Medical] Research ‘ce £698,000 
Agriculture and Fisheries £2,070,000 
Industrial Research 3 £14,780,000 
Defence Research £49,731,000 


University Grants Committee 

Replying to Sir E. Granam-LirrLe, Mr. H. DALTON gave 
the names of the University Grants Committee. The chairman 
is Sir Walter Moberly, the deputy chairman Mr. A. E. Trueman, 
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- w.R.g., and the medical members Prof. G. W. Pickering and 
Prof. J. C. Spence. | | -_ 

The members of the advisory committee on medical educa- 
tion are Sir Walter Moberly, Dr. Trueman, Professor 
Pickering, Professor Spence, Sir Edward Salisbury, F.R.S., 
Mr. L. Farrer-Brown, Mr. W. Kelsey Fry, M.R.C.S., L.D.S., 
Mr. G. F. Gibberd, F.R.C.0.G., Dr. H. F. Humphreys, Prof. 
Dorothy Russell, M.D., and Sir John Stopford, F.R.C.P., F.R.S. 


_ There is one vacancy on this committee for an expert on- 


‘surgery which it is hoped to fill at an early date. 
: Psychiatric Cases in the Army | 
= Replying to a question Mr. Jonn FREEMAN stated that 
approximately 109,000. men were discharged from the Army 
between September, 1939, and VJ-day on psychiatric grounds ; 
288,000 on account of other diseases and accidental injuries ; 
26,000 on account of injuries due to enemy action. 


~. Recruitment of Nurses = 


Sir P. Hannon asked the Minister of Health when he would 


be in a position to give a definite assurance that the whole 
resources of the Ministry will be brought to bear on the 
recruitment of nurses:in this country to meet the needs of 
hospitals and homes.—Mr. Bevan replied : Next year, when 
the Act is in operation. e 
Production of Penicillin in Germany 


Mr. S. Hastinas asked the Secretary of State for Foreign 
Affairs if he would make a statement as to the present state 
of progress in the production of penicillin in Germany.— 
Mr. H. McNer replied: Present production is by surface 
culture. Although encouraged, it does not exceed 3600 mega 
units a year in all four zones. The possibility of production 
by.the deep-culture process is under discussion by the British 


and American authorities. i 


Tuberculosis in Berlin : 
Dr. S. JecEeR asked the Minister whether he would give 
details of the incidence of, and the death-rate from, tuber- 
culosis in Berlin; and what reports he had received on the 
outbreak of pellagra due to nutritional shortage in the US. 
zone of Germany.—Mr. Bevin replied : The average monthly 
number of cases of all forms of tuberculosis reported in the 
first quarter of 1947 was 1696. Deaths in this period averaged 
606 monthly. I have no information about any outbreak of 
pellagra in the United States zone of Germany. 


Day Nurseries 

Mr. K. Linpsay asked the Minister whether he was satisfied 
that the number of day nurseries provided by local authorities 
was adequate to meet the needs of all the women who responded 
to the Government’s recent appeal to enter industry.—Mr. 
. Bevan replied: I believe that, in general, local authorities 
are providing as many day nurseries, nursery schools, and 
nursery classes as existing resources allow. Mr. LINDSAY : 
Is the Minister aware that throughout the country there are 
springing up private nurseries for which a charge of over 


£1. a week is being made, and also nurseries in factories, none. 


of which can be inspected by his department ?—Mr. Buvan: | 
should imagine that nurseriesin factories would be inspected 
by the factory inspectors if they are part of the factory 
premises. However, I will look into the point. 


Patients in Broadmoor Asylum 


Mr. Hector Huaues asked the Home Secretary how many 
prisoners there were now in Broadmoor Criminal Lunatic 
Asylum; how they were graded; what curative treatment 
was applied to them ; how cures were tested and registered ; 
how many! releases had been made during the last 20 years ; 
what were the ages of those released ; and how many of them 
afterwards relapsed into crime or lunacy or both.—Mr. 
C. EDE replied: There are at present 822 patients in Broad- 
moor. -The allocation of patients to the appropriate part 
of the institution, their treatment, and the degree of liberty 
‘which they can be allowed within the institution are decided 
‘in the light of the mental condition and history of each 
individual patient. The methods of treatment adopted are 
those employed in other mental hospitals, and include occupa- 
tional therapy, electric convulsive treatment, and in appro- 
priate cases psychological treatment. During the years 
1927-46 inclusive, 381 patients were discharged; of these 
37 (3 of whom had been charged with fresh offences) were 
subsequently readmitted to the asylum. Of those released 
during this period 7 are known to have received treatment 
in other mental hospitals. I regret that the other information 
-asked for is not available. l 


` 
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FREDERICK GOWLAND HOPKINS 


KT., O.M., M.A. CAMB., M.B., D.SC. LOND., HON: SC.D., LL.D. ;- 


' F.R.C.P., F.R.S. | 


Sir Frederick Hopkins) who died in Cambridge on 
May 16 in his 86th year, was both great and greatly 
beloved. Living to become the Grand Old Man of 


biochemistry, he had long been recognised as the leading 


figure in the science which he did so much to develop. 
His scientific renown was based on exploration of four 
or five avenues of biochemistry: his name will be 
remembered for his investigation of lactic acid in muscle 
activity ; for the discovery of the amino-acid trypto- 
phane, and the demonstration of its “ specific biological 
value ’’; for his classical experiments on the need for 
accessory factors in normal diets (by which he is most 
widely known); and for his isolation of the cell-catalyst, 
glutathione (which will perhaps prove the most important 
of all his researches). As he once himself half- 
humorously said, the scientist who wishes to. become 
famous should first discern where the next big advance is 
likely to come, and should then take care to be the 
first to start work there himself! Endowed with an 
instinct for scenting a trail, and with rare experimental 
skill in following it, he started many a scientific hunt, 
from which great treasures have come, and are still 
coming. One reason perhaps was in his mode of 
approach. An American pupil remarked: ‘‘ The other 
lecturers in this university talk to you about what is 
already known ; ‘ Hoppy’ points out what we still don’t 
know and. still need to- know.” The latter approach 
could be the more invigorating. ‘ pn g 
But he himself would probably have been most proud 
to know that, in the eyes of his fellow workers, his 
greatest contributions were those which would not 
appear in Who’s Who or the official records—that he 
had inspired: and encouraged generations. of younger 
men, and that he had founded the world’s most distin- 
guished, and almost its earliest, school of biochemistry. 
Unusually slight in build, he had nevertheless an 
unmistakable dignity of carriage, and indeed a handsome 
presence, which at once commanded notice. Ever kindly 
and approachable to all, devoid of the slightest particle 
of “ side,” he won the affection and respectful admiration 
of his subordinates. l i rn re 
Born in Eastbourne in 1861, Frederick Hopkins lost 
his father when a small child. The confinement of 
school life did not appeal to one of his inquiring and 
roaming outlook, and for the most part he was privately 
educated. At the age of 17, he was placed with an 
insurance company in the City, but his -own bent had 
always been scientific, and he soon determined on other 
In turn he assisted Percy Faraday Frankland 
at the Royal School, of Mines at South Kensington, 
attended lectures at University College, became an asso- 
ciate of the Institute of Chemistry, and then received an 
appointment as analytical chemist under Sir Thomas 
Stevenson, the Home Office analyst and medical jurist 
at Guy’s Hospital. He was considered at one time as 
destined to succeed Stevenson, but wisely decided to 
join the medical school at Guy’s and’ become medically 
qualified. His early scientific discipline as an analyst, 
combined with his interest in living things, provides 
perhaps the clue to his later achievements. For, on 
the technical side, his investigations consisted essentially 
in employing the scientific skill, resource, neatness, and 
precision of the expert analyst to the processes of separa- 
tion, isolation, and identification, in the immensely 


- complicated chemistry of living matter. 


His scientific papers possessed a literary distinction 
and distinctiveness, being customarily cast in the form of 
a persuasive narrative, subtly phrased, and with some- 
thing of the black-and-white contrasts of a Macaulay. 

It is perhaps possible to trace a continuity throughout 
the researches which seem at first sight so varied. As 
a youth Hopkins had been interested in natural history, 
especially in lepidoptera (his first publication was a note 
contributed at the age of 17 to a naturalists’ magazine), 
and his first researches were concerned with a pigment 
in butterflies’ wings—a fascinating problem with .some 
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unexpected connexions, to which he returned in 
later life. The pigment proved to be a uric-acid deriva- 
tive, and this led him to devise an improved technique 
for estimating uric acid. Interest in uric acid focused 
his attention on the supposed influence of dietary 
protein on uric-acid output—and so began the experi- 
ments with purified proteins and artificial diets. 

Towards the end of the century Hopkins had been 
called to Cambridge by Sir Michael Foster, then professor 
of physiology, to develop chemical physiology (as it 
was then called), and he remained in Cambridge for the 
rest of his life. His first great discovery there was the 
isolation and identification with S. W. Cole in 1901 of 
the amino-acid tryptophane, and later 
with : Edith G. Willcock he published 
one of the earliest researches on nutri- 
tionally essential amino-acids, showing 
that zein, an incomplete protein of 
maize, could be improved nutritionally 
by the addition to it of tryptophane. 

Animal feeding studies of this kind 
with purified diets soon convinced 
Hopkins, as it had convinced others 
before, that normal growth could not 
be sustained on the known ‘“ major 
constituents’ of diets, and that still 
unidentified ‘‘ accessory food factors ”’ 
were needed in addition. But he went 
one step further than any of his pre- 
decessors in suggesting that these 
accessory factors present in normal 
diets were one and the same as the 
substances needed to prevent deficiency 
diseases. As he put it in a lecture to 
the Society of Public Analysts in 1906: 
+ In diseases such as rickets, and 
particularly in scurvy, we.have had 
for long years knowledge of a dietetic 
factor; but though we know how to 
benefit these conditions empirically, the 
real errors in the diet are to this day 
quite obscure. They are, however, 
certainly of the kind which comprises | 
these minimal qualitative factors that I am considering.” 

It was appropriate, therefore, that a good many 
years afterwards, when the new view had become firmly 
established, Hopkins was to share a Nobel prize in 
medicine with Eijkman who had been the first in 1890 
to produce a deficiency disease (beriberi) experimentally 
and to recognise (along with Grijns 1901) that it was 
due to the lack of something from the diet. 

Hopkins’s famous paper in the Journal of Physiology 
in 1912 (Feeding Experiments Illustrating the Impor- 
tance of Accessory Factors in Normal Dietaries) did more 
than anything to convince his contemporaries of the 
truth of the then still heretical doctrine that man cannot 
live by fat, protein, and carbohydrate alone, but that 


organic accessories are necessary. After this, progress 


was rapid, although Hopkins himself published relatively 


little more on the subject; the ‘‘ vitamine hypothesis,” 
as it was at first, grew into a reality ... and the number 
of vitamins still grows. 


In the meantime, Hopkins’s association in Cambridge 
with a leading expert on muscle physiology, Walter 
Fletcher (later the first secretary of the Medical Research 


‘Council), led to their collaboration in the celebrated 


study which helped to clarify the phenomenon of the 
production of lactic acid in muscular activity. 

Returning to his interest in accessory factors, Hopkins 
gave his attention to the sulphur-containing substances 
in food, and eventually traced the sulphydry! reaction 
back to its source. By 1921 he could announce the 
isolation of the ‘“‘ autoxidisable constituent ” of the cell, 
which he named glutathione. In 1929 he established 
its precise constitution as a tripeptide. From gluta- 
thione followed other important studies relating to 
tissue oxidation. | 

In all, he published around 100 papers, including 
scientific communications and presidential and inaugural 
addresses. One of his last public appearances was at 


‘the inaugural meeting of the Nutrition Society in Cam- 


bridge in 1941, when he gave an inspiring introductory 


.address, in which he looked back over the past half- 


OBITUARY . 


[may 24, 1947 729 


century’s work and concluded by blessing the new 
venture. | 

Despite declining health and a growing loss of sight 
in his last years, he retained his intellectual vigour and 
all his kindness and charm and magnetism. L.J.H. 


His life, from.its strenuous beginning up to those 
declining years in silence and darkness, was one of almost 
continuous, and happily fruitful, labour. His long 
familiarity with actual work at the bench, added to his 
natural genius and untiring application, endowed him 
with an uncanny flair for a theme and for brilliant 
methods of attack. 

A chemist by instinct, he was one 
of those earliest pioneers who had 
faith in the importance of. chemistry 
to the medical sciences, and in particu- 
lar to the subject of physiology: he 
was chiefly instrumental in the estab- 
lishment of biochemistry as an inde- 
pendent subject in England. . 

His publications, for so famous a 
man, were not numerous, but they 
were, almost without exception, of 
superb value and distinction. Nearly 
all were individual, the product of his 
own hand and mind, and nearly all 
were spearheads of advance into new 
territory, still yielding harvests to many 
workers who followed after. He had 
no pupils and founded no school, in the 
modern sense of groups of led, or driven, 
teams. He was a man of simple ways. 


C. L. E. 


There is extant a large almost full- 
length portrait of Michael Foster, 
picturing him in front of a blackboard 
which carries chalked on it, in charac- 
teristic bold Fosterian handwriting, the 
sole word “ proteids.” ‘‘ That dates 
it,” said someone looking at it: ‘‘ Pre- 
hopkins.” So prevailing was Hopkins’s 
maitrise in his subject that his own fame and that of 
his subject are identical over large tracts of inquiry. 

Already by 1899 his position as a biochemist was pre- 
eminent. The University of Liverpool at that time 
founded what was, I fancy, the first chair in biochemistry 
to be endowed in this country, and offered it to Hopkins. 
But Cambridge had, through the prevision of Michael 
Foster, already secured him. -He went forward from 
discovery to discovery. His ways were his own. There 
was curiously little reflex of Continental work; such 
liaison as there was seemed to trace mainly across 
the Atlantic. ; . 

I have memory of an address given by him at a British 
Association meeting. an uninviting gaunt lecture- 
room he decanted for nearly an hour on the cell as a 
theatre of chemical processes. Without any deliberate 
attempt at eloquence, and in a voice that as he became 
more interested fell to such a purely conversational 
level as to be a little difficult to hear, he conjured up for 
his audience—some 30 persons all told—a picture of the 
cell as a tiny sponge-work containing perhaps a thousand | 
foci of different actions codperatively confined within a 
unitary whole. An organised factory manifoldly hydro- 
lysing, pulling to pieces, and contemporaneously 
constructing and reconstructing. And this unity bounded 
outwardly by a mosaic of countless chemical poles and 
leaking like a sieve. As I listened I felt I was being 
privileged for the time to see something of the micro- 
cosmic world in which my friend’s scientific thoughts 
took shape and did his bidding. One mental factor 
which, it seemed. to me, such thinking must demand, 
was a peculiar intensity of visual imagination, con- 
tinuously checked in factual knowledge. The great 
organic chemist, conjuring with stereographic formule, 
must have something of the same faculty. It is lived 
with. Kekule hit on his famous key-formula when 
riding on a London bus. 

Hopkins owed little to Continental influence. He 
was a Londoner; his speech mildly declared it. On his 
80th birthday he gave a talk in a small room—he was 
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best in a small room—-in his laboratory to pupils working 
then with him. The subject was his own career and 
what he inferred from it. I fancy that after biochemistry 
his greatest interest lay in ‘‘ Socialism.” His views were 
quite far to the ‘‘ Left.” He had associated with Ramsay 
MacDonald in the early days of both of them. He 
remained a propagandist. However, he was a biochemical 
discoverer first and foremost. Even in the last years 
when health was failing he paid a visit to the laboratory 
almost daily to pursue original inquiry at first hand. 
c. S. 


Sir Frederick Hopkins’s monumental discoveries in 
biochemistry are well known. But it is not alone in 
their published works that great scientists influence 
advance in their chosen fields ; in addition, as teachers, 
. they are indirectly responsible for progress and achieve- 
ment in fields sometimes closely allied but often far 
removed from their own. 

Most men of Hopkins’s calibre set out to train succes- 
sive generations of junior workers who go forth to 
practise the master’s methods and spread his views. 
, It is doubtful whether, in this sense, Hopkins ever 
trained anyone; his intuitive habits of thought and his 
uncanny and incommunicable skill in handling material 
largely precluded this method of teaching. Nevertheless 
his scientific influence on workers of many nationalities 
and at all stages of development .was stupendous. On 
entering his department one was immediately in close 
touch with the professor; the contact was maintained 
in an apparently haphazard manner but was close, 
intimate, and fructifying. The newcomer quickly gained 
the impression that he himself was a person of scientific 
importance and that his work and thoughts were of 
great interest to the professor; also that he too was a 
person capable of original thought. 

The gift of producing this impression was most 
apparent at the weekly tea-club meetings. Here each 
worker in turn was invited to give an account of some 
piece of research in progress or just finished. Though 
such communications varied in value and might even 
occasionally appear dull or unimportant, as soon as the 
professor opened the discussion the subject was illumi- 
nated, the facts were placed in perspective, and interesting 
implications were pointed out. By the time the chairman 
had finished his remarks everyone, including the author, 
was convinced of the value and significance of the 
communication. 

The professor’s weekly lectures were regarded as 
occasions never to be missed. They were frequently 
reminiscent in character and historical in form; they 
were attended as a matter of course by every member 
of the department in the hope, never disappointed, of 
hearing old facts and theories take some new and signifi- 
cant shape as they passed through the professor’s mind. 

Hopkins was so available to all and sundry that it 
was a matter of surprise that he found time for his 
research. Yet research was his great preoccupation 
and indeed his only hobby, and Sunday mornings 
always found him in his laboratory, when, so he said, 
he carried out experiments too foolish for his assistant 
to know about. When at work he employed an intense 
concentration. His gift, which he never seemed able to 
impart, of separating crystalline compounds of great 
physiological importance from complex messes, was 
found, when one was privileged to see it in operation, 
to be due to an intensely acute observation and a 
retentive memory for important detail. 

One of his poses was an ignorance of organic chemistry, 
but no organic chemist who ever conversed with him on 
the types of compounds he had studied was able to 
substantiate this claim. 

He has gone, but his influence remains, not only in 
his published works and in the records of the Royal 
Society but in. the many minds he stimulated and 
enriched. D. M. N. 

M. S. 


I have good reason to remember the consideration and 
generous encouragement he gave to his pupils and 
junior colleagues. In Vienna after the first world war 
the small team commissioned by the Medical Research 
Council and Lister Institute to investigate the ætiology 
of rickets received a kindly visit from him. Not only 
did his prestige enhance the value of the unit in the 


OBITUARY 


~ [May 24, 1947 


estimation of its Austrian colleagues, but the sympathy 
he showed for the workers, and his appreciation of the 
difficulties inherent in the research itself as well as in its 
prosecution under the existing conditions, remained ‘a 
lasting encouragement and an inspiration for the 
continuance of the work. H. C. 


In the years round about :1910 Hopkins, whom 
we then regarded especially. as the discoverer of 
tryptophane, gave at Guy’s Hospital medical school 
occasional advanced lectures in physiology for the 
University of London. The lectures were wonderful 
in their matter, but not attractive to students in delivery. 
At that time he was engaged in a systematic search for 
“ the accessory food factor,” the absence of which in a 
these ieoi diet led to cessation of growth. After one of 

saree lectures, during tea in the physiological laboratory, 


told us, in a rather despondent tone, that “ it isn’t 


l A, ’—-meaning of course that he had devoted an 


experiment to the addition of creatine to the synthetic 
diet with a negative result. Nowadays when it is difficult 
to keep abreast of the literature relating to even a single 
one of the many accessory factors,’ the statement 
that ‘‘it isn’t creatine” may seem rather meagre ; 
at the time it was a comprehensive report on the present 
state of vitamin research by our greatest biochemist. 
He had at that time one-half of his life still before him, 


and the vast increase in knowledge which has taken 


place in that time demonstrates what can be done under 
modern conditions when the beginning of the right path 
is found by pioneers like Hopkins. E. L. K. 


I first met Gowland Hopkins at Guy’s Hospital in 
1883. At that time he was assistant to Thomas Steven- 
son, and it was his duty to prepare the experiments for 
Stevenson’s chemical lectures, in addition to analytical 
work in connexion with famous poisoning cases. He 
was a highly skilled chemist; I was a first-year student 
commencing the study of the medical sciences. 

ding I -was interested in chemistry, he kindly 
allowed me to potter about in his laboratory at odd times, 
and when he was not too preoccupied he would discuss 
chemical problems in physiology which interested and 
perplexed me. I remember the consideration he gave to 
my crude imagini and the delicacy with which he 
demolished them. The benefit of these unceremonious 
talks was gratefully appreciated and I became perhaps 
the first of his loving pupils. 

As we became intimate in those old days at Guy’s, 
I had the youthful effrontery to urge him to abandon 
his career as an analyst, study medicine, and subsequently 
devote his chemical talents to researches in physiological 
chemistry. At first he was amused, and then attracted to 
the idea; but, although he was enterprising enough to 
contemplate a further four years of studentship with 
equanimity, for financial reasons the proposition was an 
impracticable one. However, a few years later he did 
embark on the medical course, and he qualified in 1894. 
After a while as demonstrator with Starling at Guy’s, 
he accepted an invitation from Michael Foster to join 
the staff of the department of physiology at Cambridge. 
To my mind, his pre-eminence as a biochemist was due 
to the perfect fusion of his knowledge of chemistry and 
physiology, in the disciplines of both of which he was 
equally at home. 

Hopkins was the gentlest, kindest, and most modest 
man I have known. He was not uncritical, but I cannot 
recall hearing him say an unkind word about anyone. 
The universality of his kindness was almost a defect, for 
sometimes a little ruthlessness appeared to be more 
appropriate to the situation. His modesty was such that 
when one discussed a subject of which one was ignorant 
and he was a master, he somehow managed to suggest 
that it was he who had benefited by the conversation ! 

A great man and a good friend has gone from among 
us. His departure is mourned by young and old, but the 
memory of ‘‘ Hoppy ” will long remain an inspiration 
to those who have enjoyed the privilege of working with 
him. C. J. M. 


While at Guy’s Hospital, in 1896, Hopkins took part in 


establishing the Clinical Research ‘Association, offering a 


pathological service to practitioners, and gave it much hard 
evening work. In his early days at Cambridge he was 
supervisor of medical studies at Emmanuel College, but in 


SP A A r SOP ee es ee ae a ge ee ee ee ee ee ee Feng eee eee eee ag eee eee ey AAE TE ee ee e T O O O. E ee ee ee ee ee E A E A R- ae ae M o M Ml 


_ 2 = Public Health 


THE LANCET] 


1910 his election into an honorary “ prelectorship ” in physio- 
logical chemistry at Trinity College enabled him to devote 
his time more fully to biochemical investigation and teaching. 
In 1902 a university readership in chemical physiology had been 
crested for him ; in 1914 he was given a special professorship 
in biochemistry ; and in 1921 he became the first holder of the 
Sir William Dunn chair of biochemistry and head of the 
associated Sir William Dunn institute. 

He was an original member of the Medical Research Council 
and the first chairman of its Accessory Food Factors Com- 
mittee. He was elected a fellow of the Royàl Society in 1905, 
and became its president in 1931. He was knighted in 1925, 
was chairman of the British Association in 1933, and vice- 
president of the Chemical Society in 1921. Among his numer- 
ous honougs and distinctions may be counted the Royal medal 
and the Copley medal of the Royal Society, the Baly medal 
of the Royal College of Physicians, the Society of Apothecaries’ 
medal, and the Albert medal of the Royal Society of Arts. 
He received the Nobel prize for medicine in 1929, and was 
appointed to the Order of Merit in 1935. In 1938 he was 
awarded the Conway Evans prize by the presidents of the 
Royal Society and the Royal College of Physicians. 


He is survived by his life’s comrade and helpmate, Lady 
Hopkins, who before their marriage in 1898 was Jessie A. 
Stevens. Their son, Frederick Hopkins, is a doctor, and 
their two daughters, Barbara Holmes and Jacquetta Hawkes, 
are well known for their research and publications in bio- 
chemistry and archeology respectively. ' 


ALAN GORDON ADRAIN 
l M.R.C.S. 


Dr. Alan Gordon Adrain, who died on April 28 in 
Durban, worked for a time on the Congo as a pharmacist 
before he came to this country to study medicine at 
St. Mary’s Hospital. In 1928 he took the Conjoint 
qualification, and after holding a resident appointment 
at the Royal Northern Hospital he returned to South 
Africa, where he took up practice in Zululand. At the 
time of bis death he was senior medical officer to a large 
group of sugar plantations in Natal. 

As medical officer to the Durban division of the old 
South African R.N.V.R., Adrain was mobilised on the 
outbreak of war in 1939. He saw extensive service 
afloat, and later was appointed liaison officer at Durban, 
where his cheery presence and comprehensive local know- 
ledge eased the problems of visiting naval medical 
officers. A man’s man, Adrain was a fine example of the 
resourceful single-handed practitioner. A visit to Stanger 
meant the traditional hospitality of South Africa and 
a round of the hospital and outlying clinics with the 
accompanying shop so missed at sea. 7 

Dr. Adrain married Miss Norah Collins, S.R.N., and 
they had two children. W. S. P. 
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Smallpox 


Two further cases of smallpox have been reported in 
connexion with the outbreak at Bilston. One was in 
an unvaccinated woman. aged 27 years, who was taken 
ill on May .9 and developed a scarlatiniform rash on 
May 12. On the 16th it was recognised that she was 
suffering from hsemorrhagic smallpox and she was 
removed to hospital, where she died the same day. 
The source of her infection is at present unknown. 
At Birmingham a medical student who visited the 
Bilston Smallpox Hospital on April 24 and was 
unsuccessfully revaccinated the same day has developed 
a mild attack of smallpox with an atypical eruption. 

A patient with smallpox was removed to hospital 
from a Salvation Army hostel in Bermondsey on May 16. 
This was an unvaccinated man, aged 22 vears, who had 
come to London from a lodging-house at Barnsley on 
May 86. His illness began on May 12 and the rash appeared 
on the 16th.. Inquiries at Barnsley revealed that three 
residents of the lodging-house where the Bermondsey 
patient had stayed were suffering from smallpox. In 
two men, aged 72 and 76 years, the onset appears to 
have been on May 12 and in a woman, aged 50 years, 
on the 15th. All were removed to a smallpox hospital on 
May 16. 
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Infectious Disease in England and Wales 
WEEK ENDED MAY 10 


Notifications.—Smallpox, 2; scarlet fever, 1002; 
whooping-cough, 2222; diptheria, 194; paratyphoid, 
3; typhoid, 6; measles (excluding rubella), 10,134 ; 
pneumonia (primary or influenzal), 561; cerebrospinal 


fever, 74; poliomyelitis, 12; polioencephalitis, 2; 
encephalitis lethargica, 0; dysentery, 110; puerperal 
pyrexia, 151; ophthalmia neonatorum, 73. No case of 


cholera, plague, or typhus was notified during the week. 

One case of scarlet fever was notified at Coseley, Staffs, the 
other at Shetlield. Of the 110 cases of dysentery, 72 were notified 
in Lancashire (including 40 at Prestwich, 18 at Liverpool, and 10 
at St. Helens). 

Deaths.—-In 126 great towns there were no deaths 
from scarlet fever, 1 (0) from an enteric fever, 1 (1) from 
diphtheria, 5 (0) from measles, 15 (2) from whooping- 
cough, 95 (14) from diarrhoea and enteritis under two 
years, and 10 (0) from influenza. The figures in paren- 
theses are those for London itself. i 

The number of stillbirths notified during the week 
was 263 (corresponding to a rate of 25 per thousand 
total births), including 31 in London. i 


Catching Up 


Since the end of the war the following reports have 
been published by the Registrar-General : 
Statistical Review for 1941, tables, part I—March, 1946. 
1941, tables, part 11—July, 1946. 
1942, tables, part 1—October, 1946. 
1942, tables, part 11 —May, 1947. 
i 3 » 1938 and 1939, text volume—May, 1947. 


Decennial Supplement for 1931, part Iv, Multiple or Secondary 
Causes of Death—April, 1947. 


The Statistical Review for 1945, tables, parts I and II, 
will be published within the next two or three months, 
and it is hoped that the corresponding volumes for 1943 
will appear before the end of this year. 


Diary of the Week 


.? j a] 99 


9? > 99 


ge oe 9° 


MAY 25 TO 31 

Tuesday, 27th se 
RoYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 

5 P.M. Mr. William Gissane: Tendon Injuries of the Hand. 
Royal SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 ` 

8 P.M. Medicine. Dr. E. R. A. Merewether, Dr. Charles Fletcher, 

Prof. Matthew Stewart: Pneumonoconioses. 

LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2 l 

5 P.M. Dr. Hugh Gordon: Cutaneous Affections due to Sunlight. 


. EDINBURGH POSTGRADUATE BOARD FOR MEDICINE 


(Royal Infirmary.) 
of the Land. 


Wednesday, 28th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Sir Reginald Watson-Jones: 
the Femur. 
ASSOCIATION OF INDUSTRIAL MEDICAL OFFICERS ae 
2.45 P.M. Seoltish Group. (Institute of Hygiene, University 
of Glasgow.) Dr. D. M. Watson: Industrial Sickness 
Absence. Dr. Edward Collier: Prevention and Control 
of Industrial Oil Derinatitis. l 


Thursday, 29th 
RoYAL COLLEGE OF SURGEONS 
3.45 P.M. Dre. L. W. Proger: pathological specimens (Erasmus 
Wilson demonstration). 


5 POM. Dr. Reginald Passmore: The Fat 


Fractures of the Neck of 


5 P.M. Me. S. A. S. Malkin: Conservative Treatment of Bone 
and Joint Tuberculosis. 
6.15 p.m. Mr. B. H. Burns: Opena Fixation in Fractures of the 


Shafts of Long Bones. 
LONDON SCHOOL OF DERMATOLOGY 
5 P.M. Dr. J. L. Franklin: Cutaneous Syphilis. 
UNIVERSITY OF DURHAM 
5.15 P.M. (Royal Victoria Infirmary, Newcastle-on-Tyne.) Prof. 
G. Grey Turner: Rutherford Morison and his Achievement 
in Surgery (Rutherford Morison lecture). 
EDINBURGH POSTGRADUATE BOARD FOR MEDICINE os 
4.30 P.M. (Royal Infirmary.) Prof. R. J. Kellar: Endometriosis 
(Honyman Gillespic lecture). 


Friday, 30th 


RoYAL COLLEGE OF SURGEONS 


5 P.M. Miss Maud Forrester-Brown: Operative Procedure in 
Poliomyelitis 

6.15 P.M. ra W. Rowley Bristow : Derangements of the Knee- 
joint. 


MEDICO-CHIRURGICAL SOCIETY OF ANDERSON’S COLLEGE AND 
ST. MuNGO’s COLLEGE 
7.30 P.M. (Royal Infirmary, Glasgow.) Sir Stanford Cade : Recent 
Advances in the Treatment of Cancer. 
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Notes. and News 


TUBERCULOSIS CLASSIFICATION 

THE Minister of Health has adopted recommendations by 
the Joint Tuberculosis Council for the revision of the classi- 
fication and terms to be used in annual returns. Under the 
new classification, published as an amended,version of part 
of the appendix to memorandum 37/T (revised), tuberculous 
patients will be divided into classes A and B, according to 
whether tubercle bacilli have not or have been recovered. 
Patients may be transferred at any time from class A to 


class B: but those from whom tubercle bacilli have not been © 


recovered within the first eight weeks of observation should 
be placed in class A. Single positive bacteriological reports, 
unconfirmed by further search and unsupported by clinical 
or radiological evidence of tuberculosis, may be ignored. 
Respiratory cases are to be further divided into three groups: 
(1) group 1, in which constitutional disturbance is slight, and 
there are few signs or radiological changes; (2) group 3, in 
which there is profound systemic disturbance or constitutional 
deterioration, and pronounced impairment of function; and 
(3) group 2, to include all cases which cannot be placed in 
groups | and 3. We thus have the following scheme : 


` TUBEROULOSIS 
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An uncomplicated pleural effusion for which no other cause 
can be found should be regarded as tuberculous, and the case 
-placed in group 1 of class A or B, according to the bacterio- 
logical report on the fluid. 


PROTECTION AGAINST RADIOACTIVE SUBSTANCES 

New rules for the protection of those working with radio- 
active substances have been announced by the Minister of 
Labour. In the Factories (Luminising) Special Regulations, 
1947, it is laid down that all employees working with or near 
luminous compound shall be examined within seven days of 
starting work, and thereafter at intervals of not more than 
one month ; and a health register; to include all employees, 
must be kept. Those engaged in the manipulation of luminous 
compound are to wear photographic film for one week in 
every three months. This is to check the sufficiency of other 
precautions, which include the prohibition of more than 
48 hours’ work a week, and provision for three months in 
other employment after each full year’s employment on 
processing. Measures are also given for keeping the air. and 
all surfaces free from luminous compound and for direct 
protection by special clothing and by screening. 


INJECTIONS WITHOUT NEEDLES 
A Detroit engineer has invented an instrument for injecting 
solutions directly through the skin. A British United Press 
report describes the apparatus as a metal cylinder about the 
size of a flashlight, with a powerful spring inside. The ampoule 
containing the solution is fitted into the end of the cylinder 
and this is placed on the patient’s arm. The doctor then 
presses the button and the solution, forced through a hole 
1/300 inch in diameter at a pressure of 3200 lb. per sq. inch, 
passes through the skin in a fraction of a second, causing no 


pain. The idea of the apparatus came from the observation ' 


that oil from diesel engine jets often penetrates the skin of 
engineers. i | 
RURAL WATER 

THE uneven development of our water-supplies was deplored 
by Mr. Aneurin Bevan, Minister of Health, in his speech at the 
centenary conference of the British Waterworks Association 
on April 23. It was a reproach to us, he declared, that so 
much of rural England still lacks piped water. But the Rural 
Water Supplies and Sewerage Act of 1944 provided £15 million 
towards the cost of water schemes and projects to the value of 
over £20 million had been submitted of which £4 million- 
worth had been approved. These schemes had to be considered 
critically, for often those which satisfied local requirements 
proved to be inadequate against a background of wider 
` needs. The surveys of these larger areas which were now 
being undertaken by technical officers of the Ministry and the 
county councils would prove invaluable in designing a 
national water-supply on a regional basis. The rural water- 
supply must keep pace with the hoped-for expansion of rural 
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_ agricultural worker’s wife a beast of burden or ‘she will 


[may 24, IBT 
for, said Mr. Bevan, “ we must not make the 


be dissatisfied, and she won’t be long in conveying her: 
dissatisfaction to her husband and then we shall lose’ our 
agricultural workers.” a 


A MORE SENSITIVE WASSERMANN REACTION 

No serological reactions have been more intensively studied 
than the complement-fixation and precipitation tests for the 
diagnosis of syphilis, and they must hold the record for the 
number of modifications and refinements of technique devised — 
to increase their sensitivity According to a British United 
Press report from Washington, workers at Duke University, 
under the auspices of the U.S. Public Health Service, have 
isolated and concentrated a serum protein fraction which they 
have identified as the reagin responsible for the positive 
Wassermann reaction, and they have isolated another fraction ` 
which has a specifically inhibitory effect on the “ reagin- 
concentrate’? in a false-positive but not on the “‘ reagin- 
concentrate”? from sera of known syphilitics. On this basis 
a practical test has been devised, and the results from more than 
2500 sera indicate that “practically all sera, from patients 
with clinically diagnosed syphilis give the syphilitic type of 
reaction.” More detailed reports will no doubt appear shortly. 


EXECUTIVE COUNCILS | 

THE statutory’ rules and regulations (no. 889) have now 
been published dealing with the executive councils which, 
under the fifth schedule of the National Health Service Act, 
are to be set up to deal with general medical services of each 
local health area. Most local authorities and local medical 
committees have already sent the names of those they have 
appointed to the Minister who is now considering the appoint- 
ments he will make. The term of. office of members of the 
councils as laid down by the new rules will be three years, and 
a third of the council will retire annually. 


MEDICAL BENEFITS FROM MILITARY SERVICE 

In a survey of the medical advantages gained by those 
accepted for universal training in the United States Army, 
Major-General Norman T. Kirk, the surgeon-general, enumer- 
ated: (1) the thorough application of preventive medicine, 
giving maximum protection against smallpox, enteric fever, 
tetanus, influenza, and other communicable diseases ; (2) the 
periodic physical examinations, which often uncover unsus- 
pected pathological conditions; . (3) the high standard of 
medical and hospital care; and (4) the rigid sanitation. 
In the army, he said, there is no deterrent, as there sometimes 
is in civilian life, to. seeking prompt medical attention; and 
the greater ease of gaining admission to hospital often means 
a shorter illness and fewer complications. ‘' The situation in 
the army,” said General Kirk, “ is unique in the action which 


- can be taken in the various fields of safeguarding health. 


There is no other comparable situation where entire groups 
of men can receive thorough training and indoctrination in 
the principles of health protection.” Under a system of uni- 


. versal training, the army by medical care and education would 


ee 


offer benefits which would accrue “‘ not only to these young 
men themselves but also inevitably to a certain degree to their | 
families, communities, and to the entire country.” | 


FOOD AND HOW TO EAT IT | 

A NEw journal on nutrition—Nwtrition, Dietetics, Catering— 
is to give quarterly official news of the British Dietetic Associa- 
tion and the Food Education Society. In a foreword to the 
first issue, Sir Jack Drummond, F.R.S., remarks that we 
have a grand tradition of good cooking in this country, 
dating from the prosperous early years of the 18th century, 
but that it has since been beaten down by many depressions, 
during which the well-to-do took to bastard French meals 
and the poor, in their poverty and ignorance, ‘“‘boiled the 
life and soul out of their daily dinners.” The journal takes 
up arms against bad cooking and bad catering in this country. 
We hope, with Sir Jack, that those who guide its policy 
“will prudently and happily marry scientific instruction to 
gastronomic appreciation.” The first issue certainly offers 
a fine international menu for the discriminating palate: 
Prof. J. R. Marrack on food or nutrients, Prof. Jahn Yudkin 
on nutrition in West Africa, Miss Diana J. Ten Haaf on the 
food-supply of the Netherlands during the war, Mrs. D. 
Eirene Palmstrom on food habits in Norway, and Miss J. 
Isobel Mills on the diploma course in dietetics at Leeds, 
The text makes rather hungry reading, but, provided good 
digestion waits on appetite, readers will find themselves 
mentally nourished. We congratulate the anonymous editor 
on his fare. . 
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_ Surgeons of England will be published in July. 
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University of Cambridge 
On May 10 the following degrees were conferred ; 


3f.D.—J. A. Dudgeon, C. R. Morison, J. M. Naish, E. A. Pask. 
M.B., B.Chir.—J. G. Kilner (by proxy). 


University of Sheffield 
Dr. J. G. McCrie has been appointed full-time dean of the 
faculty of medicine. 


‘Dr. McCrie, who will take up his duties on Sept. 1. has been 
senior administative otticer in the school of medicine of the Univer- 
sity of Leeds. A native of Edinburgh, he graduated at the university 
in medicine with first-class honours in 1925, and after holding 
resident hospital posts he became clinical tutor and senior clinical 
assistant at the Edinburgh Royal Infirmary and assistant in the 
department of medicine of the university. Later he was appointed 
lecturer in medicine in .the University of Edinburgh, assistant 
physician to the Royal Infirmary. and physician and de puty 


. director of the medical unit in the Edinburgh municipal hospitals. 


During the late war he served as a physician in the Army in France 
and later in North Africa and Italy, rising to the rank of colonel 
and being awarded the o.B.E. 

Dr. G. L. Hermitte has also been appointed lecturer in 
histology, and Dr. F. T. Thorpe lecturer in mental diseases. 


University of Manchester 

The following appointments have been made: Dr. H. J. 
Brennan, lecturer and director of the subdepartment of 
anesthetics; Dr. F. A. Langley, lecturer in gynecological 
pathology ; Miss Annie Hain, p.sc., lecturer in gynxcological 
endocrinology ; Dr. Harold Jackson, lecturer in bacteriology : 
Dr. F. B. Jackson, assistant lecturer in bacteriology; Dr. 
R. G. Reid and Dr. W. McL. E. Topping, assistant lecturers 
in radiology ; Dr. G. W. Boden, assistant lecturer in radio- 
therapy. 


Royal College of Surgeons of England 


The War Organisation of the British Red Cross Society and 
Order of St. John of Jerusalem have made a grant of £20,000 
to the college towards the cost of replacing its museum which 
was partly destroyed by enemy action. They have made the 
gift in recognition of the help the Red Cross and St. John have 
received from the medical profession. 


Jacksonian Prize.—The subject for this prize for 1947 is’ 


the Surgery of the Lower Esophagus and Cardiac End of 
the Stomach, and dissertations must reach the college by 
4 P.M. on Dec. 31. The subject for 1948 is Malignant Disease 
of the Thyroid Gland. Further information may be had from 
the assistant ter of the vollege, Lincoln’s Inn Fields, 
London, W.C.2 


The first namber of the Annals of the Royal College of 
The journal, 
which is to appear monthly, will contain college lectures, 
news, and a diary of forthcoming events. The annual sub- 
scription is 25s. post free, and the cost of single numbers will 
be 2s. 6d. plus postage. 


Royal College of Physicians of Edinburgh 


At a meeting of the college held on May 6, with Dr. D. 
Murray Lyon, the president, in the chair, the following elections 
were made: 

Fellows.—P. M. Wood aoe Yorks), R. A. Bennett (London), 
T. E. Elliot (Edinburgh), ©. L. Grant (Chislehurst, Pea J. D. 


Allan (Bothwell), G. M. Greig (W atford, Herts), F. Rodger 
(Glasgow), Harold Scarborough (Edinburgh), R. We Chie Ene 


Members.—H. E. Seiler, Jacobus Siebert, S. A Forrest, D À. 
BOn D. A. Duthie, W. A. L. MacFadyen, H. A. Reid, C. 


Roas, C. H. Davidson, C. G. Robertson. J. M. Staveley, A. G. S. ii 
L R. C. Batchelor, A. J. A. F. Al Amari, H. N. Robson, B. B. 
Mukherji. 


Royal College of Surgeons of Edinburgh 

At a meeting of the college on May 15, with Mr. James M. 
Graham, the president, in the chair, the following were 
admitted to the fellowship : 


Abdel Hamid Ahmed El Baghdadi, M.R.C.8., W. E. B. Boseence, 
M.B. Adelaide, G. P. Charlewood, M.B. Cape Town, G. R. Clarke, 
M.B. Birra., Norah H. C. Clarke, M.B. Lond., A. D. Cutbbert, M.B. 
Glasg., George Degnan, M.D. McGill, A. C. Duncan, M.D. Manitoba, 
J. G. A. Du Toit, M.B. Cape Town, Ahmed Talaat E1l-Mansuri, 
M.B. Cairo. H. C. Fishman, M.D. Manitoba, T. G. Fyshe, M.D. McGill, 
F. G. Hotes M.1t.C.8., M. J. Lange, M.R.C.9., J. B. Leddy, M.D. 
McGill, J. T. Mac Dougali, M.D. McGill, A. B. McLean, M.B. Melb., 
E. B. Z. Masterman, M.R.C.s8., Bindra Ban Obri, M.B. Punjab, 
Donald Robertson, M.B, Edin., J. C. B. Sergeant, M.B. Edin., 
Tulsidas Prabhudas Shah. M.B. Bombay, L. G. P. Shiers, M. R.U.S., 
Samuel Skapinker, M.B. Witw’srand, Cyril South, M.B. Sheff., R. Y. 
Stevenson, M.B. Lond., A. M. Stewart, M.B. Edin., Dattatraya 
Vishnu Virkar, M.B. Bombay, Sydney wW assyng, M.B. Witw’srand, 
B. W. Wells, M.Rk.c.8., T. E Wilson, m.p. Melb., Benjamin Winter, 
M.D. Toronto, Janes W ishart, M.B. Glasg., G. N. Wright, M.B. Lond., 
R. B. Wright, M.B. Glasg. 


NOTES AND NEWS 


[may 24, 1947 733 


Society of Physiotherapists 
‘This society, which was founded 15 years ago as the 
Association of Bio-Physical Assistants, has now been wound 
up. The Chartered Society of Physiotherapy has agreed to 
accept biophysical assistents, on the society’s sponsorship, 

for enrolment on the C.S.P. register. 


C.B.C. Mothers’ Clinic 

On Thursday, June 5, at 2.30 P.M., Mrs. Marie Stopes, D.SC., 
will give a demonstration on contraceptive technique. Tickets 
are only obtainable in advance from the clinic, 108, Whitfield 
Street, London, W.1. ; 


Rheumatic Fever Library 

' The University of Colorado School of Medicine i is collecting 
reprints of all articles dealing with rheumatic fevers. When 
the material is assembled it will be cross-indexed and made 
available to workers of all countries through a ‘ Photostat ’ 
and abstract service. The address of the library is 4200, 
East Ninth Avenue, Denver, 7, Colorado. 


Admission Officer 

The London Hospital is creating a new medical appoint- 
ment of senior admission officer with a salary of £750 per 
annum non-resident (or £650 resident). The holder will rank 
above the first assistants and registrars, and will be responsible 
for the admission and distribution of all patients, and for the 
clinical work of the receiving-room, where he will be required 
to teach medical students. Further particulars will be round 
in our advertisement columns of May 17. 


Association of Surgeons of Great Britain and Ireland | 


The annual meeting of the association will be held in Oxford 
on July 3, 4, and 5 under the presidency of Sir Hugh Cairns. 
Mr. J. H. Kellgren, Dr. W. K. Livingston, Prof. J. Paterson 
Ross, and Prof. Geoffrey Jefferson, F.R.8., will open a discussion 
on the Surgical Relief of Pain; Mr. Geoffrey Keynes, Prof. 
H. P. Himsworth, Mr. T. A. Hindmarsh, and Dr. Oliver Cope 
on the Modern Treatment of Toxie Goitre; and Mr. P. R. 
Allison, Dr. L. G. Blair, Mr. T. Holmes Sellors, Mr. Vernon 
Thompson, and Mr. N. C. Tanner on Cancer of the Cardiac 
End of the Stomach and Lower End of the Csophagus. 
Further information may be had from the offices of the 
association, 45, Lincoln’s Inn Fields, London, W.C.2. 


Commonwealth Fund 

Dr. Donal Sheehan, professor of anatomy of tho New York 
University College of Medicine, has been appointed general 
director of the Commonwealth Fund in succession to 
Mr. Barry C. Smith. 


Dr. Sheeban, who is 40 years of age, graduated B.sc. at the 
University of Manchester in 1926 and M.B. three years later. In 
1932 he was awarded the gold medal for his M.D. thesis, and in 1936 
he obtained his D.sc. for research into the anatomy of the autonomic 
nervous system. He held the lectureship in neurological anatomy 
in the University of Manchester for two years before he was appointed. 
to his American chair in 1937. . During the war he acted as dean of 
the College of Medicine. He is a trustee of the Josiah Macy, Jr 
Foundation and recently completed a mission in Czechoslovakia 
for the Rockefeller Foundation. 


Colonial Studentships 

On the recommendation of the Colonial Medical Research 
Committee, ten studentships are being offered to British 
graduates in medicine and cognate sciences who wish to 
prepare themselves for research in tropical medicine. The 
studentships will carry an allowance of £260 per annum, free 
of income-tax, and will normally be held for two years. 
They will be tenable at any university or other appropriate 
institution. It is intended that students who successfully 
complete their courses will be offered posts in the projected 
Colonial Medical Research Service. Application should be 
made, through the head of the candidate’s department, to the 
secretary, Colonial Medical Research Committee, Colonial 
Office, London, S.W.1. 

The National Association for the Prevention of Tuberculosis 
is also offering. six scholarships to doctors and other 
medical personnel of the British Colonial Empire who wish- 
to study tuberculosis in Britain for six months. Two scholar- 
ships (value £120 each) will be open to doctors in the Colonial 
Medical Service ; two (value £100 each) to medical graduates 
of native medical schools in the British Colonies; and two 
(value £80 each) to matrons, nurses, health visitors, or other 
members of Colonial sanitary departments. Applications 
should be made through the Colonial medical departments,,. 
who will forward them to the Colonial Office, which will make 
recommendations tojthe council of the{N.A.P.T. 
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A Psychologist on, Germany 


Dr. H. V. Dicks, professor of psychiatry in the 
University of Leeds,. will broadcast on German Character 
Structure in the Third Programme at 6 P.M. on Whit 
Monday. 


Short-wave Congress 


An international short-wave congress will be held in 
Amsterdam from July 19 to 24, 1948. Further information 
may be had from the secretary’s office, Weteringschans 73, 
, Amsterdam. 


Anzsthetic Appointments 


Dr. E. A. Pask has lately taken up his appointment as 
director of anesthetics at the University of Durham. Dr. W.W. 
Mushin has been appointed to the post of director of the 
department of anzsthetics in the University of Wales, and 
he will begin work at Cardiff in July. Both have been assistants 
in the Nuffield department of anxsthetics at Oxford. 


British Association of Urological- Surgeons 


The annual meeting of the association will be held in 
Glasgow on June 13 and 14 at the hall of the Royal Faculty 
of Physicians and Surgeons, 242, Vincent Street. There will 
be a discussion on tumours of the bladder, and short papers 
will be read by Mr. Hugh Donovan, Mr. W. M. Borthwick, 
Mr. W. S. Mack, Dr. H. H. Pinkerton, and Mr. Hamilton 
Bailey. Films will also be shown by Mr. T. J. Millin, Mr. 
David Band, Mr. T. L. Chapman, and Mr. E. W. Riches, 
and there will be operating sessions at the Western Infirmary, 
the Royal Infirmary, the Victoria Infirmary, and the Royal 
Cancer Hospital. 


Lebanon Hospital for Mental Diseases 


Dr. R. B. Robertson has been appointed medical 
superintendent of the Lebanon Hospital at Asfuriyeh at Beirut 


Dr. Robertson, who is 33 years of age, graduated M.B. at the 
University of St. Andrews in 1935, and in the following year went 
to Ethiopia, where he worked throughout the Italo-Abyssinian war 
as second-in-command and surgical specialist of the British Red 
Cross ambulance unit. Later he joined the R.A.M.C. and served 
in India and Palestine. At the outbreak of war he became second- 
in-command of a field ambulance in the Western Desert, and was 
mentioned in despatches. After two years as D.A.D.M.8. at Cairo 
headquarters, in 1943 he was appointed o.c. a field dressing-station 
which he took to Tripoli and Italy. In Italy he was again mentioned 
in despatches, and he was appointed M.B.E. in 1944. For the past two 
years Dr. Robertsdén has been assistant medical officer at the Kast 
Sussex Mental Hospital. 


Tribute to Dr. George Buchan 


On his retirement after 35 years as M.o.H. for Willesden, 
Dr. George Buchan has been made an honorary fellow of the 
Society of Medical Officers of Health, and with Mrs. Buchan 
and his daughter he was entertained to luncheon on May 16. 

Sir Allen Daley, the president, said that nobody had done 
more for the society ; its mainstay for nearly 40 years, he 
had been very largely responsible for its growth in numbers, 
prestige, and financial stability. ‘‘ But today,” said Sir Allen, 
‘“we pay tribute to George our friend and companion who 
holds a lasting place in our affections.” Dr. James Fenton 
said that Dr. Buchan had at all times sacrificed himself and 
his leisure for the public-health services,.and had left his 
mark on public health. Sir George Elliston spoke as the 
former secretary who had borne the brunt of his untiring 
energy, and Dr. Frank Gray described him as *‘ a champion 
of the depressed classes ’’ who had done much to bind impor- 
tant sections of the profession together. Sir Wilson Jameson 
declared that ‘‘ George Buchan has never undertaken to do 
anything that he didn’t do well, and that he didn’t do in the 
time he said.” He left Willesden having established a set of 
personal health services which were the envy of the rest of the 
country. 

In reply, Dr. Buchan said that throughout his career in 
public health he had believed in the value of the work— 
though good work was slow work and its recognition was 
likewise slow. The M.o.H., he thought, ought ideally to have the 
following qualities: he should be a man of the world and 
cultivate knowledge, sympathy, and understanding; he 
should be a faithful servant of his local authority ; he should 
have a sense of fairness to his profession ; he should not try 
to be all things to all men; he must learn how to handle 
his staff politely but firmly; and before pursuing any 
proposition he must assure himself of its soundness. 
question of the future of public health was difficult to answer 
but it behoved everyone to make the best of the National 
Health Service Act, and there was no reason why we should 
not ultimately have the best health service of any nation. 


BIRTHS, MARRIAGES, AND DEATHS | 
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Appointments | 


ANDERSON, D. E. W., M.R.C.S., D.P.M.: first asst. M.O., St. pevrence: sS 
Hospital, Caterham. , 

BROWN, ALEXANDER, M.B., D.P.H.: asst. M.O.H., Walsall. 

CHITTY, E. C., M.C., M.B. Aberd., F.R.C.B.E. ! senior resident surgeon, 
St. Stephen’ 8 ae ital, L.C. C. 

DoBson, S. 0O., B.M. d: asst.. pathologist, St. Mary Abbots group 


laboratory, iOO. 
ELLIOTT, C. C., M.D. : asst. school M. O., cae 


FERGUSON,” MALCOLM, M.B. Durh., D.0.M.8. ophthalmologist, - 
Sheffield Education Committee. . 
GREEN, R. D., M.D. Lond., M.R.C.P. : deputy medica] superintendent, . 


Paddington Hospital. . 
' HOLLINGSWORTH, GEOFFREY, M.B. Edin., D.R.C.0.G., D.M.R.: radio- 
diagnostician, N Ornon General Hospital. 
chief county tuberculosis officer, 


Somerset. 

MomuN, A. F., M.B. Lond.: asst. pathologist, Archway group 
laborato L. C.C. 

PECKAR, V. M.B. Lond.: radiodiagnostician, Lambeth Hospital, 


and St. Charles’ Hospital, L.C 
re CLARENCE, M.B. tee 


Ross, G. M., M.B. Edin., 
Hammersmith Hospital. 

SHARKEY, JOSEPH, M.D. N.U.I. 
Northern Hospital, L.C.C. 

STALLWORTHY, K. R., M.B. N.Z., D.P.M.: asst. physician, St. James 
Hospital, Portsmouth. ; 

THOMAS, R. G., M.B. Lond., F.R.C.S.E.: deputy medical superinten- 

e dent, Queen Mary’s Hospital for Children. Carshalton. 

THROWER, A. L., M.B. Lond.: asst. M.O., school health service, 

WEIL-MALHERBE, H., M.D. Heidelberg, D.SC. Durh. : director of 
research, Runwell Hospital, Wickford, Essex. 


WILLIAMS, D. I., M.B. Lond., M.R.C.P. : asst. physician, skin depart- 
ment, King’ S College Hospital, London. 


' clinical tuberculosis officer, 
asst. radiodiagnostician, 
deputy medical superintendent, 


D.M.R. : 


_ Royal Liverpool Children's Hospital : 


HALL, MURIEL, M.D. Lpool: medical psychologist. 
HAY, JANNETT, M.D. Lpool: dermatologist. 


Kingston-upon-Hull Health Depart ment: 


CAMPBELL, M. S., M.B. Lond., F.R.C.S.E.: 
surgery, Beverley Road Hospital. 
COATES, J. C., M.B. Leeds, F.R.C.S. 
Anlaby Road Hospital. 
GROVES, CHARLES, M.B. Edin. : 
Anlaby Road Hospital. 


Colonial Medical Service : 


ADAMSON, P. B., M.B. Lond.: 
Somalilan 

ALDERDICE, ‘A. AM 
cian), Trinidad. 

ALLERHAND, MAKSYMILIAN, M.O., St. Lucia, Wind- 
ward Islands. 

BYRNE, A. A., M.C., L.R.C.P.1.: health officer, Malaya. 

CAMPBELL, N. G. D., B.M. Oxfd: M.O., Sierra Leone. 

DOMAINGUE, F. G., M.B, Lond. : M.O., Mauritius. 

GILMORE, T, J., M.R.C.S.: M.O., Falkiand Islands. 

Hupp, H. M. B. Wales : M. O., Tanganyika. 

; HUDSON, EB. ee M.R.C.S. : M.O., anæsthetist, Malaya. 
MCCLELLAND, R. S., M. B. Belf. : M. O., Northern Rhodesia. 
ROCHESTER, W. R., M.B. Durhb. : M.O.. Sierra Leone. 

WYLE, H. W., M.B. Manc.: M.O., North Borneo. 


senior chjef asst. in surgery, 
senior chief asst. in medicine, 
i (pathologist), British 
M.O., grade A (physi- 


M.O. 
M.B. Sydney, M.R.C.P. : 


M.D. Lwow : 


Births, Marriages, and Deaths - 


BIRTHS 


BURN.—On April 14, at Cleethorpes, 
Burn—a son. 

CrAIG.—On April 1, the wife of Dr. N. 
and son). 

Day.—On May 6, in London. the wife of Dr, F. M. Day—a daughter. 

FRASER.—On May 15, in London, the wife of Mr. Donald Fraser, 
F.R.O.S.—a 


the wife of Dr. J. K. A. 
S. Craig—twins (daughter 


son. 
' HALL.—On May 16, at Sutton, Surrey, the wife of Dr. G. F. M. 


Hali—a son. 
JENKS. —On May 9, in London, the wife of Dr. M. O. Jenks—a. 


daughter. 
LONGRIDGE.—On May 14, a Exeter, the wife of Mr. David 
Longridge, F.R.C.S.E.—a & 
MacManus.—On May 14, the “wife of Dr. Niall MacManus—a son. 
MILLER.—On May 15, a Godalming, the wife of Major J. E. Miler, 


M.C., R.A.M.C.—a S 
REYNARD. OA May 9, ak Oxford, the wife of Dr. W. A. B. Reynard 


Rossii k = On April 17, at London, Canada, to Dr. Helen and 
Prof. R. J. Rossiter—a son. 

SMITH.— On May 12, at Glasgow, the wife of Dr. John Smith—a son. 

TALLACK.—On May 5, at Zanzibar, the wife of Dr. R. J. K. Tallack 


—a daughter. ) 
MARRIAGES 


CHASE—PITCHFORTH.—On May 17, at Powerstock, Anthony Chase, 
M.B., to Jean Pitchforth, S.R.N. 

CROOK—BATTEN.—On May 8, in London, Anthony Crook, M.C., 
major R.A.M.C., to Frances Eleanor Daphne Batten. 

STANLEY—GENDLE.—On May 15, at Exeter, Ernest Gerald Stanley, 
F.R.C.8S., to Dorothy Gendle. 


DEATHS 


HopkKins.—On May 16, at Cambridge, Sir Frederick Gowland 
Hopkins, O.M., F.R.C.P., F.R.S., aged 85. 
PEARSON.—On May 13,. Charles Yelverton Pearson, 
F.R.C.8., aged 89. 


M.D. R.U.I., 


senior chief asst. in - 
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GROUP TECHNIQUES IN A TRANSITIONAL 
COMMUNITY 


A. T. M. WILSON 
M.D. Glasg. 
LATE LIEUT.-COLONEL R.A.M.C. 


MARTIN DOYLE JOHN KELNAR 
MRCS. M.R.C.S. 
LATE MAJOR R.A.M.C. LATE LIEUT.-COLONEL R.A.M.C. 


LATE in 1941 people with special experience began to 
draw attention to the problems of repatriated prisoners- 
of-war, who then numbered over 100,000. In 1942 
repatriated medical officers began to express views on 
this matter. Particular interest was aroused by an 
article by Philip Newman (1944) on his own experience 
before and after repatriation. 

The problems presented by return from Stalag and 
Oflag emerged within the Army in the ordinary run of 
everyday work, first, as a result of the high invaliding- 


- rate among repatriated officers who had been back to 


duty for some months, and secondly, through disciplinary 
difficulties encountered in repatriated soldiers with 
previously outstanding military records. 


2 Evolution of Civil Resettlement 
(A. T. M. W.) 


In 1942, as a first technical step, groups of repatriates 
were seen by Army psychiatrists on repatriation and 
3-6 months after their return to service in this country. 
In 1943 considerable light was thrown on the deeper 
psychological background by Major W. R. Bion, 
R.A.M.C., attached to a special unit set up to offer advice 
to repatriated officers on military re-employment and 
retraining. At this time, too, an experimental scheme 
for the reorientation of repatriated medical personnel 
was designed by psychiatrists and implemented under 
medical control. Some time later authority was given 
for the formation of a small pilot unit which would 
concentrate exclusively on the resettlement of repatriates 
leaving the Army for civil life. Finally a Civil Resettle- 
ment Planning Headquarters was set up in April, 1945, 
and by January, 1946, it had become an executive body 
with twenty, regional civil resettlement units (C.R.U.), 
each capable of taking some 250 repatriated prisoners-of- 
war for a period varying from a few days to three months, 
and averaging between four and five weeks (Wilson 1946). 

The repatriated officers and men who attend these 
€.R.U.’S do so as volunteers, and the numbers in which they 
have volunteered have exceeded what was anticipated. 
It is not easy to explain this on any other basis than 
the reality of the repatriate’s psychological need. The 
satisfaction of this need was made possible by the fact 
that, from the beginning, the problems were elucidated 
by the help of repatriates, particularly former men of 
confidence. As an important matter of policy, repatriates 
have participated throughout in studying their problems, 
devising methods to deal with them, and running the 
initial pilot and working units. Without this full partici- 
pation, from the beginning, of the repatriates them- 
selves, it would have been impossible for these men to 
overcome a suspicion of the Army and its intentions, 
which, in soldiers, is partly of historical origin and partly 
the result of expatriation. In men who have been 
prisoners-of-war there is an additional difficulty arising 
from the attitude towards authority forced on them by 
their exile in the prison camp. 

Though men who have been prisoners-of-war may have 
difficulties resulting from their special experience, their 
problems show little essential difference from those 
of other repatriated Servicemen. Expatriation over 
eighteen months is, by itself, an extremely trying affair, 
and often a traumatic experience. The significance of 
this particular period of tine was demonstrated by some 
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work done by Major S. Truelove and Major R. Bennett 
in assessing differential morbidity and other rates in 
troops overseas, particularly in relation to malaria, 
venereal disease, and other disorders in which morale 
played a large part. Expatriation for that period pro- 
duces acute problems of isolation and frustration, and of 
mistrust and longing in relation to the home community ; 
against these feelings, expatriates of necessity develop 
defensive frames of mind. 

For these reasons, return home, the need for remaking 
social relations, and particularly the reintegration of the 
war-time split family, make severe demands not only on 
the returning father but also on his wife and children, 
who have complementary problems of their own. Resettle- 
ment therefore involves mutual adjustments between the 
home community and the returning Service groups. 

The steps by which the problem of resettlement emerged 
and was tackled within the Army were as follows : 

(1) Repatriation of prisoners-of-war provided both within 
and without the Army a problem which was anticipated but 
not fully allowed for because of the widespread double-edged 
attitude towards these men. 

(2) The problem could not be solved by the capacity for 
readaptation of the repatriates. Nor could it be solved by 
the usual medical or administrative actions. It was therefore 
referred for specialist psychiatric consideration. 

(3) Within the field of military psychiatry and psychology 
fuller diagnosis of the problem was undertaken. — 

(4) This finally led, still under technical control, to the 
formation of a pilot therapeutic unit, which provided basic 
data for the planning staff for a larger organisation. 

(5) Control of this organisation reverted to non-technical 
military authorities, who were, however, advised by psychia- 
trists and psychologists. 

Thus the problem was originally non-medical; it was 
next referred to psychiatrists, and finally the treatment 
was carried out by non-specialist personnel under 
specialist advice. This situation is reflected in group 
therapy, where an emotional problem is raised in, and 
discussed by, the group as far as possible, and is then 
interpreted by a psychiatric group member and returned 
to the group for further working out and assimilation. 


CIVIL RESETTLEMENT UNITS 


The staff of the civil resettlement organisation was 
specially selected—as far as possible by technical 
methods—since the c.R.U. must necessarily work by 
methods which impose a severe strain on the authori- 
tarian. The best education for the staff was to meet 
repatriates and discuss their problems with them. The 
units were formed by budding from the initial pilot unit, 
and so achieved some integration of policy and niethod. 
In setting up a new unit it was necessary to make certain 
that relations with the neighbouring civilian community 
were established in such a way that the unit was regarded 
as an organ of the community as well as of the Army. 
This was achieved on a basis of sociological planning 


_and not merely through good will. 


The staff of the c.R.U. consists, on the one hand, of 
a central codrdinating group, a, commanding oflicer, a 
second-in-command, and so on, and, on the other, of 
officers who are case workers. The latter group consists, | 
first, of four syndicate officers, selected regimental 
officers, each of whom acts as a parent to some sixty 
men, of whom fifteen arrive each week from a total weekly 
intake of sixty. Secondly, the c.r.v. has five specialist 
officers : a vocational officer (with a staff of vocational 
N.C.O.’8), a Ministry of Labour liaison officer, more recently 
a Red Cross liaison officer, a professional woman social 
worker, a technical officer in charge of workshops, and one 
or, in some cases, two medical oflicers. It has not been 
possible to provide all the units with resident psychiatrists. 

Atmosphere.—A C.R.U. is a mixed community where 
more than half the permanent staff members are A.T.S. 
The atmosphere is designed to encourage initiative, 
spontaneity, and the ventilation of personal problems, 

U 


r 
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however intimate; and to assist men to replace the 
external control of military life by an inner self-control 
more suited to civil life. This process at one time called 
forth an anxious demand for discipline from repatriates 
themselves (see below). 

~The programme is planned to encourage initiative, and 
spontaneous choice is’ permitted, as far as possible, from 
the beginning of a man’s stay. Except for terminal 
interviews, for example, he is not ‘ordered ”? to see 
anyone. Steps are taken to consider the cases of men who 
appear to be backward in making use of the facilities 
offered ; but such a case is regarded and treated by the 
unit as a psychiatric problem; for there is already evidence 
from the work of Bion and Rickman (1943) at North- 
field that passive non-codperation with one’s community , 
is a painful state from which we emerge with relief, given © 
adequate opportunity. The development of a military 
hospital into-a community which can facilitate such a 
change is described in'a symposium by Main, PEGS: 
and others (1946). 

The phases through which men pass in the C.R.U. are 
concerned with (1) learning about the unit ; (2) orienta- 
tion to the surrounding industrial and social community 
_and to such civil organisations as the Ministry of Labour ; 
and (3) the formation and reality testing of personal 
plans for the future. From a psychological point of 
view the phases are probably more complex, but they: 
may be described as (1) neutralisation of the suspicion 
of authority ; (2) the return to a less regressed social atti- 
tude within the unit; (3) a more general movement 
_ towards an adapted social relationship with the com- 
munity in general; and (4) the formation and testing 
of individual plans for civilian life. 

During the early weeks of their stay men take their 
problems for the most part to the syndicate officer and 
to the vocational officer ; 
more intimate matters with the doctor and social worker. 
This order of events is of their own choosing, and it is 
important to note that what at first sight appear to be 
vocational problems, or even reasonable vocational 
choices, only too often prove to be displaced or converted 
emotional problems. 
| RESULTS 

Follow-up results of this four or five weeks’ stay in 
the units have been obtained and will- shortly be pub- 
lished (Curle 1947) ; such information as already exists, 
from social agencies, the Ministry of Labour, employers, 
wives, and repatriates, is encouraging. It is, however, 
necessary to consider how far any results which may have 
been obtained might arise, first, from the mere existence 
of an organisation which has largely been planned by the 
ultimate consumers and is, therefore, trusted by them ; 
and secondly, from the fact that the Army took informed 
social action in relation to a special problem, by forming 
an organisation with all the prestige which attaches to 
a maternal and democratically conceived community 


existing within a paternal and authoritarian military . 


culture. And finally, before considering matters of 
detail, it would be necessary to evaluate the effect of 
the atmosphere of this organisation in which there exists 
a partnership in resettlement between units and the 
surrounding civil communities and, within the unit, 
between the permanent staff and the repatriates. 


External and Internal Discipline 
(M. D.) 

Some weeks after the first C.R.U. srno. a resident 
psychiatrist arrived to find an interesting problem. A 
group of about fifteen men had refused to codperate in 
any communal activity and were using the C.R.U. as 
an easy-going hotel from which they could enjoy the 
neighbouring night-life. Two or three of this group were 
flagrantly antisocial and had already been in trouble 
with the civilian population and with the police. They all 
exhibited various psychosomatic disorders and reactive 


canalise this neurotic force. 


and later pass on to discuss - 
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depressive features of moderate severity. The adminis- 
trative staff had come to the end of their tether in their 


ability to deal with the situation, and expulsion from 


the unit was their only solution. It was obvious from the 
beginning that there was marked anxiety not only about 
this situation but also in relation to the psychiatrist. 
In consequence, the psychiatrist and his patients were 
first of all isolated in a consulting-room situated in a — 
remote part of the building. And there was no doubt © 
that by so doing the remainder of the community 
felt, firstly that they had rid themselves of a doubly 


. dangerous group, and secondly that the delinquent 


group could thus be conveniently neutralised and later 
removed by the psychiatrist, via a hospital for psycho- _ 
neuroses, or, if they were unwilling to accept treatment, 
by recommending termination of their stay in the C.R.U. 
For the c.R.v. to rid itself of its troubles in this way 
was most undesirable, for its essential function was to be 
tolerant of neurotic, antisocial, or destructive behaviour, 
and to provide a community setting in which the repat- 
riate could act out his emotional difficulties. The first 
therapeutic duty of the psychiatrist was therefore towards 
the staff of the unit, and his first efforts had to be directed 
towards impressing the executive, both specialist and 
administrative, with the necessity to keep these disturbing 
elements within the c.R.U. and to tolerate their short- 
comings. Previous efforts by the staff to deal with the 
situation had been unsuccessful, the manipulation of the 
neurotic ‘‘ attack’? on the community being outside 
the scope of the ordinary individual, and needing the 
training and insight of a psychiatrist. This, therefore, 
pointed the way to the second main function of the 
psychiatrist, which was to tackle and, if possible, to 
This was undertaken both. 
by individual interview and by group discussions. It can be 
well understood that these early group meetings, in which 
the psychiatrist had to face a tough body of repatriates 
thirsting to get even after five years of confinement in 
hostile hands, provided a considerable display of fireworks. 


A DEMOCRATIC SOLUTION 


The important topic thrown up in these discussions 
was the failure of the unit to provide discipline ; without 
the discipline of authority there could be no punishment, 
and without punishment nobody knew where he was. 
Could they go on behaving in the way they were doing 
and, if they did, would not authority take action ? 
Authority in the person of the psychiatrist assured them 
that, so far as the C.B.U. was concerned, no action would 
be taken ; ‘but that outside bodies, such as the War 


. Office or the civil authorities, were less inclined to such 


tolerance, and their behaviour might so seriously reflect 
on the resettlement scheme as to bring it to a close. It 
was also brought to their notice that there were 385 
other people in the c.R.U. who were affected by their 
behaviour and who would assert their authority in dealing 
with their antisocial acts, should these affect them 
adversely. They were made aware that they were up 
against not the authority of the executive but the wishes 
of the c.R.U. as a group. If necessary, a general meeting 
would be held and a vote taken on their conduct by all 
the members of the community. This approach proved 
immediately effective ; after one memorable and stormy 
meeting in which this situation was made quite clear 
there was prolonged silence, and then, one by one, Bach 
member of the group gave an assurance that no further 
trouble would be experienced from his particular quarter. 

The effect was dramatic, and, needless to say, what was 
going on between the psychiatrist and the neurotic group 
was being closely watched by all the rest of the C.R.U.- 
The outcome of this conflict was to decide the future 
pattern of ‘“‘ government ” within the c.r.u. Should 
the neurotic triumph, chaos would result with subsequent 
dissolution and destruction of the resettlement unit ; if the 
neurotic was expelled, authoritarianism and intolerance 
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would supplant the democratic atmosphere essential to the 
scheme. The recognition by the neurotic element of the 
effect they were producing on the rest of the community 
solved the immediate social problem. Their altered 
attitude and behaviour became reflected in the unit as 
a whole, which was now not only tolerant of the ‘‘ bad 
boys ” but also. took up a rather protective attitude, 
removing them from public places if drunk and likely 
to become a nuisance, and so ow age them and the unit 
‘a8 & whole from the outside world. - 

Practically no further difficulty was experienced in 
disciplinary matters after this showdown; nor has one 
arisen -later with similar intensity at any of the other 
C.B.U.’3 subsequently opened. The solution of this single 
“ psychiatric event ° was important not only for the 
community but also for the growth of the whole scheme. 
So far as the psychiatrist was concerned, it brought him 
fall community status, and his functional rôle became 
fully established ; his services were sought as a valued 


aid- to resettlement instead of being the last resort of a’ 


desperate authority. He emerged from his confinement 


into the general life of the community, taking a natural 


part in interviewing, discussion groups, or the highly 
important casual contacts that took place in the 
N.A.A.F.I., bar, grounds, or corridors, or at the dances. 
The staff conferences and informal discussions provided 
a rich channel of communication with the administration 
and other specialists. 

The increasing rate of the demand for psychiatric help is 
shown by the following figures: during the first month 
about 5% of the repatriates were seen, all referred through 
a medical or other officer ; whereas in the third and fourth 
months some 60% were spontaneously seeking advice. 


Psychiatric Methods in a C.R.U. 
(J. X.) 

It is my soaa to make contact with every repatriate 
within a week of his arrival by meeting each syndicate 
group of fifteen for an introductory group discussion. 
At this discussion—in contrast to those which I shall 
describe later—I suggest the theme to be discussed. 
My favourite questions are, “ What do you think 
resettlement is for ? ” and “ If you were provided with 
a building and equipment for a c.R.U., how would you 


plan it and run it, and what would you put into it to 


help you in your resettlement ?”’ I find this discussion 
instructive in indicating what problems of resettlement 
are uppermost in the mind of the repatriate, in that what 
he puts or asks for in a C.R.U. naturally points to his 
néeds. In other words, this discussion can be used for 
group diagnosis or screening, which becomes, in psycho- 
logical terms, a social projection technique simultaneously 
diagnostic and therapeutic ; and it is well worth while, 
in observing and listening to such a discussion, to attempt 
to forecast which men ” will, in all likelihood, require 
further psychological help at a later stage. 


After a month at the ©.R.U., spent in “ establishing 


my practice,” I found that I was seeing, in my psychiatric 
capacity, about 15% of the intake of other ranks, and 
about 25% of the officer intake, figures which remained 
fairly constant for a period, but recently have been 
rising again considerably. Of the other ranks two-thirds 
are referred from other members of the staff (medical 
officer, vocational officer, social worker, and syndicate 
officer) and about a third come spontaneously. Officers 
invariably come spontaneously. This relatively large 
and increasing proportion of both men and officers who 
come spontaneously is significant. It indicates that, in 
the C.R.U., a psychiatrist is certainly not a frightening 
object but a benevolent figure who will understand the 
mental suffering of which one is perhaps a little ashamed. 


_ It indicates also that a considerable proportion of 


repatriates have insight into the psychological nature 
of their resettlement difficulties. 


difficulties related to “ resocialisation.”’ 


- PERSONAL INTERVIEWS 


- Every man who comes to the psychiatrist is seen. 
individually at least once or twice to enable the psy- 
chiatrist to get a general picture of the man’s background, 
besides the story, of his particular needs. At these indi- 
vidual interviews I usually explain briefly the nature of 
the man’s symptoms and assign him to a group, unless 
he makes’ it clear that he will talk only privately, in 
itself often a significant diagnostic pointer. Onless a 
man is seen individually at first he may not be ready 
to: accept the idea of being treated in a group, and 
the personal interview has the inestimable value that the 
repatriate is made to feel that side by side with the 
requirements of group therapy his individuality is being 
respected. No matter how many individual interviews 
the psychiatrist may previously’ have had with the 
repatriate, the subsequent group situation will invariably 
show up aspects of the case which are new and may even 
prove to be its most ngameant features. 


GROUP DISCUSSIONS 


As regards both the underlying psychological Obio 
involved in resettlement and the general setting of the 
C.R.U., group therapeutic discussion is the psychiatric 
method of preference. I have found the optimal number 
for a group to be from eight to ten men, and that the only 
important factor to be borne in mind in the selection of 


-its members is to avoid too great a scatter of intelligence 


levels ; otherwise men of low intelligence tend to. be 
browbeaten by the more intelligent members and thereby 
discouraged from attending. Nowadays three therapeutic 
group discussions—besides the screening—are held each 
week, each lasting about 1!/, hours, and themes being 
invariably selected by the group. 

So far as the psychiatrist is concerned, the principles: 
of the analytic approach are used throughout ; the men 
are told that they can bring up anything they wish, that 
they need not stick to any particular subject, and that 
they should continue expressing any theme which comes 
up in their minds. Sometimes it is explained how this 
helps them see the nature of their difficulties better, but 
just as often the group can be left to discover this for 
itself. Once the discussion is in full swing, it is best for 
the psychiatrist to recede somewhat into the background, - 
to observe the nature of the interpersonal relationships 
and to note intragroup tensions which appear. But this . 
is not to say that the psychiatrist removes himself from | 
the picture; on the contrary, he is a member, as well 
as being an observer, of the group, and must choose 
the right moment to penetrate below the surface, take 
the unconscious dynamics of the group situation into 
account, and bring them to light in the interpretations 
he offers. In this. way the group is brought up against 
its own resistances and defences and makes its difficulties 
manifest and conscious. 

Nothing brings out the real difficulties which repatriates 
face in their resettlement so well as the material they 
offer in group discussion. No matter what clinical 
symptom brings a repatriate for consultation—nervous- 
ness, insomnia, or inability to mix with people—such 
symptoms are but the manifest signs of basic psychological 
. It is instructive 
to hear a man, who during the individual interview had | 


complained of irritability or depression, express in the ™ 


group a most vehement anger and mistrust of authority, 
and a cynicism and. bitterness about life as he-has found 
it since his return. Underlying the repatriate’s symptoms 
is the. complaint that the world to which he has come back 
is hostile and violent, where little that is done is genuine 
or sincere. He feels that his world has let him down, and 
that his sense of confidence and security has been under- 


mined. His defence against consequent feelings of guilt 


and frustration is an embittered withdrawal from social 
relationsliips, which we see as apathy and depression. 
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‘The repatriate’s manifest difficulties. of resettlement 
indicate the deeper conflict going on between his need for 
security and affectionate relationships, and his dread of 
further rejection by the world from which he was forcibly 
separated. - ae 

In the very few cases which I have seen where the 
symptoms are principally heightened aggressiveness, 
quarrelsomeness, and asocial conduct generally, I think 
one can recognise a reaction to a frustration heightened 
~- by an awareness of the harshness of reality, an indication 
of the need for regaining a once-achieved security, and 
_ for some conviction that the world to which the repatriate 
has returned is not entirely hostile. The same applies 
to those cases where it becomes apparent that the man’s 
sense of reality has suffered in the process of his antici- 
pated home-coming, in his tendencies to over-indulge in 
fantasies about the “ brave new world ” he was about 
to find, and in the life with his family which he has over- 
idealised to an extraordinary extent. One sees this in 
the dream world which some repatriates have constructed 
for themselves—e.g., in the steel-worker’s yearnings 
` for chicken-farms and mushroom-growing. The psycho- 
logical problem of resettlement for the repatriate is once 
more the problem of morale ; for, just as his morale as 
a soldier would suffer from the emotional effects of social 
isolation, mistrust of authority, and a feeling of insecurity, 
so his difficulties of resettlement are overcome in pro- 


portion to his regaining a feeling of worthwhileness, of 


` 


belonging, and of being wanted. 
REALITY TESTING 


Simultaneously with group therapy, life at the C.R.U. 
provides ample opportunity for reality testing, such as 
the weekend at home with family and friends, the dances 
‘and entertainments, and job rehearsals. The weekend 
at home is most enlightening, for the disappointments or 
achievements of this testing period of one’s capacity 
for affection and tolerance are reflected in the subject 
matter’ and emotional content of the group discussion 
on Monday mornings. The. dances also show how far 
a man has overcome some of his social difficulties. It 
is interesting to see a repatriate, who for the first three 
to four weeks of his stay at the c.R.U. expresses a terror 
- of spending an evening in mixed company, and who 
looks upon the social: intimacies of the dance as’ an 
unbearable provocation, gradually gain confidence and 
a capacity to derive pleasure from it. 

' The psychological climate of the c.R.U. as a whale is 
essentially one of social therapy. In fact, one can look 
upon the C.R.U. as a particular technique of social therapy, 
in which the special function of the psychiatrist. is to 
enhance its achievements by his deeper approach to the 
ene difficulties in his readjustment to civilian 
e. 
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“...It may be... that society will at length be forced to 


study seriously the conditions of its own enormous power of 


productivity, and not simply to talk about it and to appoint 
some of its citizens to exhort the rest of them to work. Then 
we can have, as many people have dreamed, an education, 
especially an academic education, for leisure, consistent with 
every other kind of training that developing society may 
need. Whatever the solution, it can have no sure basis except 
in fundamental research into the nature of men and claims 
of society. . .. Without this we can only go on groping in the 
dark, or applying methods in a more rigid manner than is 
justified.”—Prof. F. C. BARTLETT, F.R.S., in the twentieth 
Maudsley lecture. (J. ment. Sci. 1947, 93, 1.) 


' CEREBRAL THROMBOSIS IN YOUNG 
ADULTS 


Leo KRAINER 
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MAJOR R.A.M.C. ; 0.0. G.H.Q.(I.) NEUROPATHOLOGICAL 
f p RESEARCH TEAM DEE 
SusacurE bacterial endocarditis and suppurative 
lung lesions are common sources of infective emboli 
occluding cerebral arteries and causing subsequent 
infarction of the brain. In young adults obstruction of 
cerebral arteries is more often due to the impact of 
infective material originating. from: one of the above 
foci than to arteriosclerosis or to syphilis. Paradoxical 
embolism from a focus in the systemic circulation adds 
to the number of infective embolic cases of cerebral 
obstruction. Infection of cerebral arteries by emboli 
originating in the systemic circulation distal to the 


` transverse aorta is only possible if the emboli are of 


microscopic dimensions sufficiently small to pass: the 
capillary filter of the lung, or if intermediate clot forms 
in the pulmonary circulation.1 For that reason it is the 


‘common belief that cerebral occlusion following a focus 


in the systemic circulation, in the absence of a patent 
foramen ovale, is the exception,. the causes mentioned 
first representing the rule. - pth ae S 
Examination of 8 fatal cases of cerebral thrombosis 
observed in India Command showed a somewhat different 
mode of causation (see table); it was thought that the 
deviation from the usual and accepted type of cerebral - 
occlusion might be of clinical and diagnostic interest. 


For that reason the case-records and the results of 


the pathological examination in 3 cases of cerebral 


‘thrombosis following mycotic arteritis are given in — 


detail. | 
ANALYSIS OF FATAL CASES OF CEREBRAL THROMBOSIS 


Age | ‘British | Indian 


Cause No. of cases 
Syphilis 2 25,29 | 2 
Cerebral malaria .. 1 26 1 
Mycotic arteritis .. 3 20—28 3 
Aneurysm .. 1 25 1 
Atherosclerosis 1 48 ` 1 TS 
Totals. oe ee 


CASE-RECORDS E 
Case 1.—A signalman, aged 28, was admitted on July 27, 
1944, with paralysis of the left face, arm, and leg which 
appeared two days before admission. He gave no history 
of injury, rheumatism, syphilis, &c. ; 
During his stay in hospital his temperature was 98-99°F, 


- occasionally 100°F: Blood slides were negative for malarial 


parasites. Patient became gradually unconscious and died 
on August 1, 1944. S 

Necropsy.—The body was that of an Indian male of fair 
build ; there were no marks of external injury. 

Skull : No fracture or hemorrhage. | 

Other organs, especially the heart and the large blood- 
vessels, showed no pathological changes. The’ culture taken 
from the heart blood remained sterile. No malarial parasites 
were seen in smears from brain, liver, and spleen. 

Brain : Superficial cerebral blood-vessels appeared normal. 
On cross-section, a hemorrhagic area was seen in the right 
internal capsule and.corpus striatum. Trunk of right middle 
cerebral artery showed red thrombosis throughout its length. 
Rest of circle of Willis appeared normal. Histologically the 
right middle cerebral artery showed maximal dilatation; no 
evidence of atherosclerosis or of syphilis. Lumen completely 
obstructed by thrombosis. Thrombus was red, with well- 
preserved red cells in proximal course of artery; admixture 
of fibrin clot became more pronounced distally. 


1. Wilson, S. A. K. Neurology, London, 1944. 
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Immediately proximal to branching of artery into truncus 
communis -and ramus horizontalis posterior, polymorphs, 
partly degenerated, appeared in centre of thrombus. At 
level of fork of branching arteries much polymorph round- 
cell infiltration was seen in fork and spreading along circum- 
ference of arteries (fig. 1). Round-cell infiltration had its 
greatest intensity in muscular layer, with extensive destruc- 
tion ef muscle bundles and formation of minute abscesses. 
' Intimal layer of fork and of branching arteries showed loss 
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Fig. I—Fork of right middje cerebral artery ; polymorph oündsli 
S afiltration of media and destruction of muscular coat (case 1). 


of endothelial lining ; internal elastic layer was stretched and 
torn ; both arteries showed signs of impending rupture. 

Examination of brain at various levels showed no other 
evidence of vascular disease. 


Case 2.—A sweeper, aged 20, was found lying unconscious 
in his billet and brought to hospital on April 2, 1945. The 
following history was given by his room-mate. Patient had 
complained of abdominal pain after dinner, vomited twice, and 
passed three stools up to midnight. At midnight, trying to 
go to the lavatory, he had fallen from his cot. After that he 
had been peculiar and unable to answer questions. 

On admission 13 hours later patient showed a typical left 
hemiplegia with involvement of face. There was no evidence 
of head injury. He could answer questions and asked for 
water. Pupils equal and reacted to light, though sluggishly. 
Limbs of left side flaccid ; blood-pressure 108/70. 

Three hours later patient was improving and showed more 
interest in his surroundings. He had no fever, and his pulse 
was good. Total white-cell count was 18,000 (polymorphs 
75°%, lymphocytes 18%, monocytes 7%). Blood films 
negative for malarial parasites. 

April 3: Patient’s condition was worse in the morning, 
and he became unconscious; right pupil dilated and fixed, 
left pupil of normal size and reacting to light. Right plantar 
reflex extensor; right ankle clonus. 

Lumbar puncture : 8 c.cm. of fluid, clear and under slightly 
increased. pressure, was removed. Cells and protein normal. 
Albumin in urine. 

April 4: Patient’s condition deteriorated. Temperature 
101-8°F, pulse-rate 150, respirations 36 per min. Right 
plantar reflex absent ; no clonus on right side. Blood-pressure 
126/84. Left hemiplegia present as before. Coma deepened, 
and patient died on April 5, at 3 a.m. 

Necropsy (six hours after death): The body was that of 
a young Indian male; turgor somewhat reduced; rigor 
mortis present. 

Skull: Dura mater tense; 
venous sinuses patent. 

Brain and meninges : Hyperæmic congestion of meningeal 
veins of right hemisphere ; gyri of right hemisphere flattened ; 
moderate right-sided tentorial pressure cone. Extensive red 
thrombosis of trunks of right middle cerebral and right 
anterior cerebral arteries. 

Frontal sections of brain showed cedematous swelling of 
the right hemisphere and early softening in white matter 
of the frontoparietal lobe and of temporal pole. Right 
half of circle of Willis and left posterior cerebral artery 

normal- l ' 

Microscopically, right middle cerebral artery greatly 
distended, with lumen obstructed by red thrombosis; no 
evidence of atherosclerosis, syphilis, or mycotic arteritis. 

Right anterior cerebral artery showed at level of origin from 
internal carotid artery, circumscript polymorph round- 
cell infiltration of muscular coat, with complete destruction 
of muscle bundles; intimal layer showed loss of endothelial 
cells; elastic membrane stretched and torn (fig. 2). The 
artery was greatly distended and lumen obstructed by 
predominantly red thrombus formation. Partly degenerated 


middle-ear cavities normal ; 
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polymorphonuclear round cells seen in thrombus and prominent 
opposite infected area of wall of artery. Sections of the 
artery distal to this level showed severe dilatation and 
obstruction of lumen by red thrombosis. Sections of the 
brain taken at various levels showed ‘no evidence of vascular 
disease. | 

Other organs: Left tonsil enlarged, with retention cysts 
(a smear from one of the cysts showed degenerating leucocytes 
and streptococci in short chains). Lungs showed scattered 
areas of atelectasis and localised adhesions over left upper 
lobe. Heart of normal size and consistence ; no evidence of 
valvular disease. Foramen ovale and septum membranaceum 
closed. Aorta and coronary arteries normal, 

No gross pathological changes were seen in abdominal 
cavity ; spleen of normal size and consistence. Slight dystopia 
of the left kidney pelvis, with scanty ecchymosis in mucosa. 
No evidence of thrombosis of hemorrhoidal veins. 


Case 3.—A sepoy, aged 20, had had a fit at the railway 
station and been brought to hospital on June 11, 1945. He 
gave a history of suppuration of one ear for a year. He 
had also had occasional ‘‘ fits’~for a year. Patient became 
unconscious soon after admission. : 

Blood films were negative for malarial parasites. First — 
mepacrine was given intramuscularly and quinine intra- 
venously. Patient remamed unconscious and had frequent 
convulsive attacks. 

White count was 18,000 cells per c.mm. Lumbar 
puncture was done and 8 cells were found in cerebrospinal 
fluid. Routine examination of uriné gave negative results. 
Patient then received ‘Soluseptasine. > >- 

June 13: Temperature 104°F (previously 107°F), pulse- 
rate 145, respirations 36 per min. - Left tympanic membrane 
was perforated, and fluid was visible in middle-ear cavity. 
Dullness with diminished breath sounds at left base. Left 
pupil pin-point, right 1/, in., pupils fixed. Reflexes and tone 
in left arm normal. Right arm could not be examined owing 
to intravenous drip. Abdominal reflexes absent. Tone of 
right leg increased. Knee-jerks absent, ankle-jerks present. 
Plantar reflexes extensor. Patient died during a second 
lumbar puncture. 

Necropsy: Inflammatory cedema and consolidation of 
left lung; trachea filled with froth; heart flabby but no 
evidence of valvular disease; foramen ovale closed; aorta 
and coronary arteries normal. Meninges congested; no 
evidence of thrombosis of venous sinuses. l 
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Fig. 2—Right anterior cerebral artery ; polymorph round-cell infiltra- 
l tion of muscular coat (case 2). 


Brain: A cyst following recent softening in white matter 
of left frontal lobe; cyst extended into corpus striatum. 


` Recent softening in region of claustrum and capsula interna. 


Left middle cerebral artery thrombosed ; thrombosis extended 
proximally into carotid artery and distally into ramus horizon- 
talis posterior. Small cysts following old softening seen in 
white matter of right frontal lobe, just above the internal 
capsule. 

Macroscopically, incomplete thrombosis of ramus horizon- 
talis posterior of right middle cerebral artery, beginning at 
bifurcation of trunks of right middle cerebral artery. 

Microscopically, sections of left frontal lobe showed'multiple 
small foci of cortical and deep softening ; softening incom- 
plete, with large gitter cells: between better-preserved struc- 
tures. Numerous calcified nerve-cells in areas near to cortical 
softening and in places of actual softening. Occipital cortex 
showed no evidence of vascular disease or thrombosis. 

Left middle cerebral artery showed red thrombosis of trunk. 
Severe mycotic arteritis immediately proximal to bifurcation 
into truncus communis and ramus horizontalis posterior 
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Fig. 3—-Left middle cerebral artery ; 
l _ infected thrombus (case 3). 


Destruction of muscular coat and abscess formation in three- 
quarters of its circumference (fig. 3). 


of muscular layer, and endothelial lining absent. 
of artery obliterated by fibrin clot except a small area 
corresponding to better-preserved part of wall of artery. 

Intense polymorph 
degenerated cells in region of thrombus attached to. diseased 
wall of artery ; 
towards centre of thrombus. 

Right middle cerebral artery showed thigmboss: In a- stage 
of advanced recanalisation at level of bifurcation of artery 
and extending into ramus horizontalis posterior. Muscular 
layer of ramus horizontalis very thin and completely defective 
in a circumscript area. Moderate round- cell mirano of 
muscular layer (fig. 4). 

Summary of Histological Findings. —The site of the 
infection of cerebral arteries in all 3 cases was the 
fork of branching vessels or its immediate neighbourhood. 
The anterior cerebral artery was involved once, the 
middle cerebral artery three times (fig. 5). Inflammation 
was greatest in the muscular coat amounting to abscess 
formation. There was incipient cylindrical aneurysm 
and impending or early rupture. The occlusion of 
infected arteries was due to thrombosis. The histo- 
logical picture indicated a highly acute infective process 
in 2 cases and a subacute to chronic inflammation’ in 
the third case. The possibility of recanalisation of an 
infected thrombus situated in a cerebral artery was 
illustrated by the third case. Evidence of systemic 
arterial disease was absent in all three cases. 


Fig. 4—Right middle cerebral siécey: ramus ‘herizontalis posterior ; 
aha vi thinning of muscular layer and recanalised thrombus 
case 


MAJOR: KRAINER: CEREBRAL THROMBOSIS IN YOUNG ADULTS 


abscess in „muscular coat and 


Elastic membrane. 
stretched and torn in’ area corresponding to infiltration. 
Lumen 


round-cell infiltration with partly 


round-cell infiltration decreased - merked y 
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DISCUSSION 


The site of the arterial lesions and the absence of 


systemic involvement of arteries indicated embolic 
infective particles as the cause of the thrombosis. For 
that reason and because of the prominent involvement 
of the media layer and practically normal. adventitial 


layer it was thought that periarteritis nodosa could be A 


excluded. 

There was no evidence of a compact embolus sealuding 
the infected arteries, the final obstruction being due to 
secondary thrombosis; this was especially well seen in 
case 3. It was thought that the arterial emboli were of 
minute dimensions, in themselves. unable to occlude the 
arteries involved. ` 

The usual sources of infective emboli in. cerebral 
arteries, infective endocarditis, suppurative lung lesions, 
and lesions of the systemic circulation in the presence of 
a patent foramen ovale were not found. It was con- 
cluded that the infective material must have passed the 
capillary filter of the lung. Probable primary foci 


have been recorded in 2 of these cases—chronic tonsil-: 


litis and chronic otitis media. It remains a matter of 
speculation to decide if the original emboli were purely 
bacterial, suggesting a low-grade septicemia or pyæmia ; 
minute particles from an infective thrombus in the 
systemic circulation ; ; or an intermediate capillary 
thrombus in the ne NE A tee 
lung. The site of 
theembolic lesions 
suggests that the 
embolus was of— 
microscopical size 
in two dimensions 
but .possibly fili- 
form. 

In 3 out of 7 
cases of cerebral 
softening in young 
adults, the cause- 
has been shown to 
be embolism of 
cerebral arteries 
by infective 
particles from the 


Fig. 5—Circle of Willis : : black ee indicate 
sites of infection (cases {,2,and 3); shaded 
ree i site of recanalised thrombus 

case 3 


distal systemic circulation in the absence of a paton 


foramen ovale. On this évidence it seems probable that 
this mechanism, usually regarded as exceptional, is 
responsible for a considerable percentage of cases of 
cerebral softening in young adults. 

The explanation of embolism of cerebral: arteries 
through a patent foramen ovale has to overcome the 
difficulty. of explaining how the embolic particle passon 
from the low-pressured right atrium into the hig 
pressured left atrium. One might consider that some 
of the cases of so-called paradoxical embolism in the 
presence of a patent but not dehiscent foramen ovale 
are due to the same mechanism as the cases described 
here. 

One might also consider the possibility that certain 

‘“ congenital” aneurysms of cerebral arteries are of 
infective origin, an interpretation suggested by Cushing. 
In our series 1 case of aneurysm was observed, but 
unfortunately the aneurysm was not examined histo- 
logically. The aneurysm, as big as a pea, was situated 
at the branching of the ramus corporis callosi from the 
trunk of the anterior cerebral artery; the aneurysm 
was thrombosed, but there was no thrombosis of the 
artery itself, and multiple embolic foci were found in the 
cerebral cortex and in the genu corporis‘ callosi, finally 
producing a communication of the lateral ventricle with 
the subarachnoidal space. 

It is of interest that the fatal stroke took place only 


-when the thrombosis of the trunk of the middle cerebral 


artery had occluded the rami perforantes. The right- 
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sided occlusion of the ramus horizontalis posterior of the 
middle cerebral artery produced only minor foci of 
softening. Comparison of our material with the cases 
of the Neurological Centre (British Troops), India 
Command, shows that out of 12 cases observed there 
were only 3 in the age-group below thirty-five years, 
aud only 1 below thirty years. None of these were fatal. 
Non-fatal cases of cerebral occlusion in young Indian 
adults in the absence of syphilis are said to be common, 
but subacute bacterial endocarditis is rare in Indians. 
Only further examination of non-Indian cases will show 
if the mechanism of cerebral occlusion, described here 
as not uncommon in Indian troops, is of the same 
importance in other populations. 


SUMMARY 


Of 7 fatal cases of cerebral thrombosis in young 
Indian adults 3 were due to thrombosis of infected 
cerebral arteries. 

Infective endocarditis, suppurative lung lesions, and 
a patent foramen ovale were absent from all 3 cases. 

For this reason these cases were interpreted as instances 
of transpulmonary embolism of minute particles from 
foci in the systemic circulation. 

It is thought that, contrary to the common belief, 
this mechanism is responsible for a considerable per- 
centage of cases of cerebral occlusion in young Indian 
adults. 

Its importance for populations other than Indian should 
be assessed by examination of further material. 

I am indebted to the Director of Medical Services, 
India Command, for permission to publish; Brigadiers 
D. Denny- Brown, J. F. Fulton, H. K. Goadby, and 
D. McAlpine, Colonel J. E. Hall, and Lieut.-Colonels 
H. M. Garland, J. A. Manifold, and W. Aldren Turner for 
their interest in the work; Prof. Abdul Rahman for permission 
to use the photomicrographic equipment of the Osmania 
University, Hyderabad; and Sergeants Gould and Foster 
for the technical work in histology. 
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DvginG the latter part of the last century there were 
major epidemics of cerebrospinal meningitis (C.S.M.) 
in the western province of the Northern Territories of 
the Gold Coast. These decimated the Lobi population 
year after year, until the disease died out about 1908. 
Any patient who survived was, as a result, often deaf, 
dumb, or permanently demented. 

Epidemics of c.s.m. are likely to occur during the dry 
season, especially when the very dry dust-filled breeze 
of the harmatian blows southward from the Sahara 
about December and January. This dry atmosphere 
can cause chapping of the lips; respiratory infections 
are common. The nights are cold, and this causes the 
people to sleep indoors, and close together, in their 
ill-ventilated flat-roofed mud ‘houses. Such conditions 
are ideal for an increase in the carrier-rate, and a sub- 
sequent epidemic. 

Small epidemics restarted in this area in 1941, when 
there were 45 cases. The number rose to 140 in 1943 
(with a case-mortality just over 30%) and 850 in 1944, 
In 1945 there were 9864 cases, with 1057 deaths: this 
gives a case-mortality of 10:-7%, but 286 patients died 
untreated and in the treated cases it was 8-:05%. The 
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mortality figures suggest that in 1945 the virulence of the 
infection was mild ; but this was not so. 

In the 1944 epidemic of 850 cases the disease was of 
medium virulence, cases lasting, earlier on, for twelve 
hours untreated and, later on, for three or four days. 
The total case-mortality was 19-3%, against a mortality 
of 13-4% in the treated cases. Then the disease was 
new to the present generation. Treatment was usually 
continued for seven days, adults receiving sulphaniamige 
3 g. daily. 

In tho 1945 epidemic the disease was of far realer 
virulence, most of the untreated patients dying two to 
six hours from the onset. A few patients survived up 
to forty-eight hours, but the mortality among these, 
although they were treated, was high. Included in our 
treated mortality figures are almost hopeless cases which 
received only one treatment, the patients dying within 
the next two hours. 

Sporadic cases are normally expected about Ja anuary 
or February, following the harmattan, and these may give 
rise to an epidemic about March, when the dry season, 
which lasts from September to May, is at its height. 
In the 1945 epidemic, following the 850 cases of “the 
previous dry season, sporadic cases started as early as 
the middle of October, 1944; and these gave rise to the 
present epidemic, which started in earnest on Jan. l, 
1945. 

It is well known locally that, with the onset of the 
rains in mid-April onwards, an epidemic of c.s.M. will 
slacken and die out. This happened in the 1945 epidemic, 
although sporadic cases extended further into the wet 
season than is usually expected. Sporadic cases restarted 
as early as September, instead of January or February. 

The 1945 epidemic extended over approximately 


-10,000 sq. miles (cf. Wales 7470 sq. miles), and involved 


a scattered population of about 200,000. Communica- 
tions and accessibility in the bush are difficult, especially 
when dealing with a rather primitive population, although 
Army jeeps greatly overcame these difficulties. As a 
result exact and scientific data are limited, since the 
primary concern of all staff involved, both civil and 
military, was to prevent the epidemic from spreading, 
and to treat such cases as occurred. Preventive and treat- 
ment staff directly concerned numbered 5 Europeans 
and just over 100 Africans. In view of the vast area 
to be covered, the number of cases, and the number of 
staff capable of scientific investigations, it must be 
appreciated that this article cannot contribute much 
to bacteriology but is mainly concerned with general 
observations. 
TREATMENT AND ITS RESULTS 

In view of the rapidity with which patients died, it was 
found necessary to increase massively the initial treat- 
ment, sulphanilamide or sulphapyridine 8-9 g. being 
administered during the first nine hours,. as against- 


6 g. in twenty-four hours in the 1944 epidemic, as follows : 


Normal ease Severe case 


Initial dosage .. 3 g. 3 g. 
3 hours later 2 g. 3 g. 
6 ,, `i 2 g. 2 g 
9 yn 33 1 8. 1 g. 

Total 8 g. 9 g. 


When a patient was admitted to hospital or isolation 
camp during the day, this treatment was given with no 
further administrations until 6 A.M. next day. Sub- 
sequent treatment is indicated in the accompanying 
table. When a patient was admitted during the night, 
this nine hours’ treatment was given, followed directly 
by the doses recorded in the table. There appears to be 
no difference in mortality with these two modifications 
of dosage. 

If a severe adult case was sufficiently improved by the 
second day, it reverted to the normal course of treatment. 
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SCHEME OF DOSAGE WITH SULPHONAMIDES 


No. of 0°5 g. tablets 


lst day | 2nd day | 3rd day | 4th day 
Adults . , 4, 4,2 3,3,3 2,2,2 2,2,2 2,2,2 
Severe cases. 6,6, 4,2 »4,4 3, 3,3 2,2,2 2,2,2- 
Children : 

10-12 yr. 4,2,2,1 2,2,2 2,2 2,2 2,2 
6— 8 yr. 3,2,1,1 2,2 1,1,1 1,1,1 1,1 
3- 4yr. 2,1,1,¢ 1,1,1 1,1 1,%,% Zoe 
13-2 yr 1, 1, $. t 1, $, è $, t,t t, tt 
1 yr. 1,4, 4,4 +,4,% tt, t 4,%,% 

3 months t tł, ł ttt | iè +,% 


No known ill effects were experienced from this 
intensive initial therapy, except that 2 babies died about 
-= seven days afterwards from complete digestive failure, 
passing undigested stools. There were 4 other known 
- cases of this digestive derangement, which may be due 
- to sulphanilamide poisoning. These infants were invari- 
ably under a year old, and the history in each case was 
of passing undigested milk stools for about a week after 
treatment ceased, until death supervened. Loss of 
weight, in the cases noted, was rapid. 


Only sulphanilamide (sometimes as ‘ Streptocide’) and 
sulphapyridine were used in this series. Of these, sulph- 
anilamide is definitely the drug of choice and was used in 
over 75% of the cases treated. This drug gives a better 
response, is better tolerated, and has the highest cure- 
rate. Sulphapyridine sometimes left the patient rather 
weak and mentally depressed for a few days. 


No cases of suppression or of hzematuria were seen in 
the 600 hospital cases, or reported from the treatment 
camps. (There was 1 possible case of suppression of 
urine in the previous epidemic of 850 cases.) 


Sulphanilamide. as a rule restored the temperature 
to normal within 24 hours. With sulphapyridine this 
was not usually accomplished before 24—30 hours. 

Sulphathiazole was used only in 1 severe case in which the 
infection did not respond to sulphanilamide or sulphapyridine. 
In all, 54 g. of these three sulphonamide compounds was given 
in six days. Sulphathiazole rapidly reduced the pyrexia, 
and after a long convalescence the only sequel were a mild 
ptosis of one eyelid and a small corneal opacity following a 
corneal ulcer which developed during the acute stage. 


SOME COMPLICATING FACTORS 


The bulk of cases were in the age-group 1-25. Two 
patients aged about 60 both died. Those who developed 
a squint or ptosis usually did not die. 


Paralysis of the soft palate and fauces was fairly 


common and usually of very early onset. In such cases 
the drug was given by intramuscular injection (sulpha- 
pyridine soluble, 1-2 g., repeated as necessary, or 
sulphanilamide, or sulphapyridine suspension, 3 g. in 
10 c.cm. of sterile distilled water, repeated in three 
hours if necessary). Usually patients were sufficiently 
recovered within twelve hours to be able to swallow. 


Herpes labialis was noted in about 5% of cases. A few 
cases were seen in which the herpes extended over the 
whole face. 


In very severe cases an acidosis often developed within 
thirty-six hours of the onset; this was treated with 
mist. sod. bicarb. and glucose. 


Of the 600 hospital patients 6 were admitted with the 
full signs and symptoms of meningitis but without 
fever. The following is a striking example : 


Case 1.—A schoolboy, aged 15, was writing, and when he 
tried to look down from the blackboard to his paper he found 
that his neck was slightly stiff and painful. He had a head- 
ache. When seen 15 min. later his neck was as stiff as a 
board. His temperature was normal. Treatment was 
begun at once and within two hours his temperature rose to 
99-8°F—not to 103-104°F as with the normal febrile 


5th day 


admission. The neck rigidity lessened but was present for 
four days. 


In many cases there was a residual stiff neck following 
five days’ treatment, but this was not an adverse sign 
if the temperature was normal, for the neck rigidity 
cleared within a few days without further treatment. 

Patients with a concomitant disease—e.g., trypano- 


_ somiasis, advanced yaws, and tuberculosis—did not 


resist the disease well. Abortion was fairly common in 
pregnant women, and the mortality among them was high. 
In the few cases in which lumbar puncture was done 
soon after the start of treatment the cerebrospinal 
fluid (c.s.F.) contained numerous polymorphs but no 
organisms. The shortest period between the start of 
treatment and lumbar puncture was three hours. 


SEQUELE eg 
The following sequelze were seen 


600 Hospital cases 
Bilateral effusion in knee-joiunts 
Unilateral effusion in knee-joints .. 
» elbow-joints .. 


Snes astic hentia gia 
d dementia a month later (recovered 


) . 
Infant deaths from ante on CIRORARE (& week later) 
Reinfection 


Total 


pad 
Sl EIEEE 


(1:17 %) 
Isolation camps l 
Bilateral effusion in knee- golnts 

Paralysis of left arm .. 

Paralysis of right leg .. 

Deafness and dumbness (one ‘subsequently ` died)». 
Hydrocophaluk, 18 months child (3 months af 


discharge) . 
Infant EERE from intestinal disorder (a week later) 
Reinfection 5% 

Relapse 


mi DO fehe NOM i ae 


(Incomplete) 


B. B. Waddy,‘ who has since trekked in part of the 
area involved, believes that the incidence of residual 
intracranial lesions, from persistent headache to severe 
paraplegia, is in the region of 1%. 


SECOND ATTACKS 


Of the 6 cases described below no. 2 is regarded as 
a relapse, while it is thought that the other 5 suffered 
from cerebrospinal fever. Pneumococcal meningitis is a 
possibility ; but in view of the intensity of infection by 
the meningococcus in the area, and the subsequent fairly 


- good response to treatment, it seems probable that the 
Mmeningococcus was responsible on both occasions. 


Case 2.—A girl, aged 3 years, developed meningitis and 
was treated in.a bush camp for four days and discharged 
cured. She was readmitted six days later but died after the 
second dose of medicine. 


Case 3.—A boy inpatient, aged 16, had almost recovered | 
from a chronic osteomyelitis of tibia. He developed a 
meningitis of gradual onset, the neck rigidity developing 
suddenly on the third day. Treatment was commenced on 
the third day and continued for five days. He was perfectly 
well and up and about as soon as treatment was finished. 
Nine days after the completion of treatment he suddenly 
developed a second attack of meningitis. On this occasion 
he was severely il] and had to be treated with intramuscular 
preparations. He subsequently made a normal recovery. 


Case 4.—A soldier, aged 19, was admitted with a meningitis 
of sudden onset. He was treated for six days. Pending the 
grant of sick-leave he remained in hospital and was perfectly 
well. Ten days after treatment ended he again developed a 
meningitis of sudden onset. He underwent lumbar puncture 


' three hours after the administration of 3 g. of sulphanilamide, 


but the c.s.F., although packed ‘with polymorphs, contained 
no organisms. He was dangerously ill for four days, though 
his temperature returned to normal on the third morning. 
He subsequently recovered. 


Case 5.—A schoolboy, aged 6, was admitted with a 
meningitis of sudden onset. The temperature of 104°F 
returned to normal in less than twenty-four hours. He was 
treated for five days and returned to school. Twenty-three 
days after the completion of treatment he was readmitted 
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with itis. He was slightly more ill on this occasion 
than before, but made a normal recovery. 

Case 6.—A youth, aged 20, developed meningitis and was 
treated for five days in a bush camp and discharged cured. 
Nine days later he was readmitted with meningitis, treated 
for another five days, and recovered. 

Case 7.—A girl, aged 3 years, developed meningitis and was 
treated for four days in a bush camp. She was readmitted 
eighteen days after the completion of treatment but died on 
the eighth day of the second attack. 


Thus, after a full course of treatment, patients have 
had a second attack of meningitis after intervals of 
6, 9, 9, 10, 18, and 23 days. The second attack has in 
each case been more severe than the first, although, 
except fatal cases 2 and 7, they have responded normally 
to sulphanilamide or to sulphapyridine. The greater 
severity of the second attack is no doubt due to lowered 
physical condition. The failure to develop immunity 

_may perhaps be attributed to treatment with sulphon- 
amides. Councilman,! in America, reported 5 patients 
who were reputed to have had c.s.m. twice. j 


PREVENTION 

It is difficult to control the movements of an African 
community, especially when the area in which they move 
is large. However, efforts were made in this epidemic 
to control movements by banning funeral ceremonies, at 
which as many as 300 natives may attend for two or three 
days; closing markets entirely, or after 2 P.M.; and 
controlling foot and lorry travellers, and traders. 

Overcrowding and bad housing played their parts in the 
spread of this epidemic. The people were advised to 
sleep on the top of their flat-roofed mud houses, but 
they seldom took this advice. A few villages which were 
harder hit than others built temporary grass houses. 


INITIAL TREATMENT BY NON-MEDICAL PERSONNEL 

Owing to the very large area affected, the great number 
of villages involved, and the fact that deaths took place 
in 2—6 hours, it was impossible for medical staff to be 
always on the spot: one member might be looking 
after 100 sq. miles. It was found that the best plan 
was to visit the villages surrounding an infected place, 
and to talk to the chief, explain the sickness to him, and 
warn him to’ be on the lookout. Confidence was further 
gained by giving him a few tablets of a sulphonamide. 
Literates were supplied with a simple paper on diagnosis, 
and a chart of dosage. Illiterates were given tablets and 
told to give one tablet for every ‘‘ double hand-span ” 
(18 in.) of the patient’s height, before sending the patient 
to the nearest treatment camp. This dose was to be 
given twice (dose repeated in three hours) if they were 
far away from the nearest camp. 

It is thought that the low mortality of this epidemic 
is due to (1) the confidence of the people in European 


medicine acquired in the smaller epidemic of the previous . 


year ; (2) increasing this confidence by giving their 
chiefs a miraculous drug, with the result that cases were 
early reported to an authority, who not only managed to 
treat but also forwarded information immediately ; 
and (3) control of movements, funeral ceremonies, 
markets, and travelling. 


CARRIER-RATE 


The epidemic slackened considerably ‘towards the 
middle of April (8000 cases) with the start of the rains. 
Under 2000 cases occurred in the next two months. 
Despite war-time commitments the Army managed to 
lend facilities for bacteriological investigations, which 
were carried out towards the end of the epidemic. In 
Wa town (6000 inhabitants) there had been approximately 
a 2% infection of clinical cases of meningitis between 
January and April. In July, in 200 persons examined 


E Cited by Rosenau, M. J. Preventive Medicine and Hygiene, New 
York and London, 1935, p. 126. 


` mass of hemorrhagic and lacerated tissue ; 


at random, there was a positive carrier-rate of about 
6%. The meningococcus was identified as type I. 
SUMMARY 


In 1945 a Gold Coast district covering some 10,000 sq. 
miles, with a population of about 200, 000, had 9864 cases 
of cerebrospinal meningitis. 

The number of deaths was 1057, giving a case- -mortality 
of 10:-7%. In treated cases (including the moribund) 
the mortality was 8-05%. 

As the disease often ran a rapid course, intensive 
initial treatment with sulphonamides was instituted, 
8 or 9 g. being given in the first nine hours. 

Sulphanilamide, which was used in over three-quarters 
of the cases, was better tolerated and gave better results 
than sulphapyridine. 

In 6 cases there was a second attack of cerebrospinal 
meningitis. 

Initial sulphonamide treatment was given successfully 
in the villages by the native chiefs. This and other 
measures helped to control the epidemic. | 

ADDENDUM 

A fresh epidemic of meningitis during the dry season of 
1945-46 was feared and anticipated by all concerned. <A 
preventive scheme, involving universal sleeping-out and 
prohibition of overnight travel (both through-traffic and 
local visits), was therefore designed and put into force 
from the very beginning of the dry season. It was” 
considered that by the time cases in any number occurred, 
to indicate the presence of an epidemic, the carrier- 
rate would be so high that preventive measures would be 
comparatively ineffective. 

In the event, cases of meningitis during the 1945-46 
dry season totalled 58, of which 52 were of meningococcal 
or doubtful origin. It is not possible to estimate to what 
extent this virtual elimination of the disease was due to 
(1) preventive measures, (2) possible mass-immunity 
after the presumably high carrier-rate of the previous 


year, and (3) climatic factors, chiefly .a rather humid 


period during J anuary, 1946. 

In the same district in the recent dry season of 1946—47 
there have been 65 cases of meningitis, of wae we have 
no details. 

We are indebted to Dr. J. G. S. Turner, acting D.M.S., 
Gold Coast Medical Service, and Brigadier H. B. F. Dixon, 
M.O., D.D.M.S., West Africa Command, for permission to 
publish this paper. 


TREATMENT OF RUPTURED URETHRA 
BY BLADDER TRACTION 


PETER MARTIN 
M.Chir. Camb. 
SURGEON, CHELMSFORD AND ESSEX HOSPITAL 


THE problem of traumatic rupture of the urethra has 
been largely solved by applying one of the first principles 
of surgical treatment—namely, rest. The flow of urine 
is diverted through a suprapubic fistula until the torn 
urethra is united. 

If rest to the part is established, and gross sepsis 
avoided, the urethra will reform and become lined anew 
with epithelium, provided its torn ends can be approxi- 
mated. Where such approximation .is impossible, 
healing can only be by granulation tissue, and a 
fibrous stricture is bound to ensue, with its attendant 
dangers and tedium, entailing, throughout the rest of the 
patient’s life, periodic dilatation with bougies. Where, 
for example, fracture of the pelvis has caused rupture 
at the apex of the prostate, with tearing of the pubo- 
prostatic ligaments (fig. 1) and backward dislocation of 
the bladder and prostate, the ends of the urethra may be 
found to be more than 1!/, in. apart and separated by a 
and, even 
if they are identified, it is impossible to draw them 
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together by suture, owing to their friability, especially 
of the proximal torn fragment. © 

In these cases it has been the custom to introduce a 
catheter through the penis to the perineum, and another, 
via a suprapubic cystotomy, through the prostatic urethra 
to the perineum. One then cuts down on the perineum 
and secures 
the ends of 
these 
catheters; 
and so, by 
the “‘ rail- 
road” tech- 
nique, 
draws the 
penile 
catheter up 
into the 
bladder, 


Ruptured puboprosie 
ligament 


Urethra 


Fig. |—Rupture of ürethra close to prostate, with 
tearing of puboprostatic ligament and consequent 
backward displacement of bladder and prostate. 


ing the 
tissueinter- 
vening between the torn ends of the urethra, and relying 
on granulation and fibrous tissue to re-establish a passage 
between the two ends (fig. 2). It is clearly better, how- 
ever, to approximate the separated ends of the urethra ; 


and I have successfully accomplished this in three cases. 


METHOD 


A suprapubic cystotomy is performed, through which 
the bladder wall is inspected and its integrity verified, 
and a gum-elastic catheter is passed along the urethra 
_ from the bladder as far as it will go. With the catheter 
held in position by an assistant, the patient’s legs are 
held up, and a Foley’s catheter is passed down the penile 
urethra until it meets obstruction. Next, the perineum 
is opened by a midline incision on to the ends of the two 
catheters, and these are joined together with a stout 
silk or thread sùture. The gum-elastic catheter is then 
withdrawn, drawing into the bladder behind it the 
Foley’s catheter. No suture of the perineal wound 
is necessary, since the parts fall together naturally, 
and dependent drainage is allowed. 

The bag of the Foley’s catheter is now inflated with 
20 c.cm. of water, and the suprapubic incision is sutured 
. round a suprapubic 
tube inserted 
obliquely through 
the abdominal] 
parietes, as 
recommended by 
Riches,! to en- 
courage early 
closing of the 
suprapubic fistula 
after the tube is 
withdrawn, and to 
avoid osteomyelitis 
of the pubis, which 
is liable to develop 
(as in case 1) when 
thetube is in contact with that bone. The perivesical tissues 
are suitably drained if extravasation has taken place. 

The divided ends of the urethra are next brought 
together by applying a continuous traction of 2 Ib. 
to the end of the Foley’s catheter via a cord over a 
pulley at the end of the bed (fig. 3). After a fortnight 
the Foley’s catheter is deflated and withdrawn, and a 
sound is immediately and very gently passed. This is 
an anxious moment, but in the cases in which I 
have done it it has proved perfectly simple. 

Two or three days later, when the patient starts pass- 
ing urine, the suprapubic tube is withdrawn, and the 


Suprapubic tube 


Fig. 2—Usuai method of dealing with rupture 

of urethra, as in fig. i, by inserting a 

catheter and relying on granulation tissue 
and fibrous tissue to bridge the gap. 


1. Riches, E. W. Brit. J. Surg. 1943, 31,135. 


thus bridg- | 


-` the bladder. 


fistula is allowed to heal. 
and then at longer intervals. 


CASE-RECORDS ~ 

Case 1.—A man, aged 24, was admitted to hospital with an 
extraperitoneal rupture of the bladder and a dislocation 
backwards of the bladder and the prostate, with extravasation 
of urine. Suture of the bladder, traction of the bladder, and 
drainage of the perivesical tissues were performed, and the 
penile catheter was removed after fourteen days. Passage 
of urine per urethram started after two days, and the ra- 
pubic tube was removed. The suprapubic fistula was healed 
after a further week, but a sinus down to bone persisted 
owing to an osteomyelitis of the pubis, which required rather 
prolonged treatment. Six months later there was no evidence 
of stricture. i 


Case 2.—A boy, aged 11, was admitted to hospital with a 
dislocation of the bladder and prostate backwards, without 
extravasation. Traction of the bladder was performed, and 
high suprapubic drainage established. After fourteen days 
the Foley’s catheter was removed, and passage of urine | 
through normal channels started three days later, when the 
suprapubic tube was removed. After five days the supra- 
pubic wound was dry. Eight months later there was no 
evidence of stricture. 


Case 3.—A man, aged 39, as a result of an accident, sustained 
a fracture of the sacrum, a fracture of the anatomical neck of 
the femur, and a fracture of the acetabulum, all without 


Sounds are passed weekly 


Suction drainage through 
suprapubic tube 


Foley's catheter 
with weight traction 
of 21b. 


Pulley over 
end of bed 


2 Ib. 


Fig. 3—Traction on bladder, through catheter, to approximate the torn 
sb ends of the urethra. 


displacement. He also suffered a rupture of the. urethra at the 
level of the apex of the prostate with backward dislocation of 
There was no extravasation. Traction of the . 
bladder and high suprapubic drainage was established. The 
normal flow of urine occurred in twelve days and he was dry 
in sixteen days. Four months after the accident there was no 
sign of stricture formation. This case is of interest in that there 
was no displacement of tho bony pelvis, and it would appear 
that rupture occurred by the shearing force of a violent, 
sudden acceleration injury, through being run into from behind 
by a motor vehicle, having a full bladder at the time. 


SUMMARY 

The torn ends of a ruptured urethra can be approxi- 
mated by applying traction to the bladder through 
a Foley’s catheter. 

Three cases are reported in which this was done success- 
fully. 

There was no sign of str ieie 6, 8, and 4 months after 
operation. 


“|: . The diseases responsible for most sickness and deaths 
today are no longer the infectious diseases such as typhoid 
fever, tuberculosis, and the acute exanthemas.: ` They are 
diseases obscure in origin and chronic in their course, such as 
the several forms of heart and arterial diseases, diabetes, 
cancer, rheumatoid and other forms of arthritis. None of the 
conventional methods of preventive medicine will ward off 
any of these disorders. The public health officer is learning 
that in order to control their ravages—for in the present 
state of medical knowledge their prevention is still beyond the 


- range of medical science—the most potent weapon is immediate 


and ready accessibility to medical care, both for diagnosis and 
treatment. Dr. Ernest P. Boas, J. Pediat. 1947, 30, 478.` 
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. THe etiology of migraine is complex and varied. 
Individual susceptibility, often inherited as a mendelian 
dominant, seems to play an important part, and in any 
given person morethan onefactor may precipitate an attack, 
though there is usually a particular predisposing factor. 

In some cases endocrine abnormality may be 
responsible. It appears that thyrotoxicosis predisposes 
to migraine, patients with exophthalmic goitre being 
specially liable; but this may be due to the effect of 
increased pulse-pressure in thyrotoxicosis in a migrainous 
subject. The onset of migraine at or shortly after 
puberty and its disappearance with old age suggest 
that imbalance of sex hormones may be an ‘atiological 
factor. In this connexion it is interesting to note its 
association with the menstrual cycle (menstrual migraine) 
and its disappearance with the menopause. Thera- 
peutically, ‘Emmenin’ (Blakie and Hossack 1932) 
and anterior pituitary-like hormone (A.P.L.) (Moffat 
1937) are said to have given beneficial results. 

We record here our results in 23 cases of migraine in 
women, in whom, clinically and therapeutically, cestro- 
gens were established as causal factors in precipitating 
attacks of migraine. The patients were all successfully 
treated with progesterone, which not only terminated 
but also prevented attacks. Facilities for biochemical 
examinations were not available. 

SYMPTOMS 

The patients were women between the ages of 21 and 
40, and in all of them migraine was the “predominant 
symptom. Its duration varied from about three years in 
the younger patients to about fifteen years in the oldest. 
The relation of migraine to menstruation was as follows: 


About mid-cycle `.. ea Fan or oe 12 
Premenstrual ie ka 4 
About mid-cycle and ‘premenstrual ci ia 7 

The incidence of associated symptoms was as follows : 
Excessive and/or prolonged menstruation .. 16 
Intermenstrua] bleeding ., 5 


_ Loss of appetite, lassitude, oor concentration, 


improper sleep, and vague Eoi Es 21 
Indigestion, unc assitied ra Sx es 1 
Hyperchlorhydria ., as sà a ais 1 
Falling of hair 2 
Pain in calf muscles and burning sensation in soles ] 
Patchy pigmentation of thighs .. ` 1 
Tendency to PSOR: a oe ka Ga 1 
Pallor 3 


They were otherwise all ‘health, pak for the follow- 


ing physical signs in a few cases : 


Anemia ae aig ee oa es he 7 
Salpingitis J Sf ee a ee 2 
Retroverted uterus ` . 3 as os 4 


These 23 cases in which tiere: was clinical evidence 
of cestrogen hyperactivity form part of a group of 30 
cases of migraine in females, which had responded inade- 
quately to the usual methods of.treatment. In 27 other 
cases such treatment had given satisfactory results. 

(Estrogen hyperactivity commonly manifested itself 
in disturbances of menstruation, such as excessive and/or 
prolonged periods. When these were not present, 
sensitiveness to œstrogens was shown by inducing a 
migrainous attack with cestradiol. In all 23 cases 
migraine could be induced or increased by oral or 
parenteral administration of 2-10 mg. of estradiol 
(‘ Clinestrol’), and was relieved by the administration 
of 5-16 mg. of progesterone (‘ Lutocyclin’). Usually 
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the amount of progesterone required to alleviate an 
induced attack of migraine was inversely proportional 
to the amount of wstradiol used to induce it. To prevent 
spontaneous attacks the amount of progesterone required 
was generally directly proportional to the severity of the 
symptoms of cstrogen hyperactivity. 

In no case did we inform the patient of the nature and 
action of the drugs used, and the relief from migraine 
was associated with disappearance of symptoms of 
cestrogen hyperactivity. Accordingly, it is unlikely 
that the success of treatment was due to suggestion. 
The effects of the drugs were uniform, cestradiol aggrava- 
ting the symptoms and progesterone relieving them. 
Early in our trials we treated 7 control cases by injections 
of distilled water without any effect on the migraine. 


ILLUSTRATIVE CASE-RECORDS 


Case 1.—Female, aged 40. Periods began at 13. Married when 
19. Last and only pregnancy seventeen years ago. Migraine 


“started two years after this pregnancy. Onset at any day 


between the 10th and the 16th days of the cycle, usually © 
between the llth and the 13th, rarely premenstrual between 
the 24th and the 28th days. Periods somewhat excessive and 
prolonged. Premonitory symptoms of migraine included 
irritability and a tendency to weep, mutism, and seclusion 
in bed, loss of memory for time and place, and inability to 
continue conversation, followed by dimness of vision, blind- 
ness, visual hallucinations of snakes and tigers, tingling sensa- 
tion in, and paresis of, the left upper limb, swelling of the 
hand and tongue (which continued during the attack), and 


‘vomiting. Analgesics, bromides, phenobarbitone, and ergot- 


amine tartrate had an unsatisfactory effect. Complete 
relief was obtained with two doses of lutocyclin, 2 mg. on 
alternate days. Period of freedom after treatment with this 
dosage lasted eight weeks. Relapse occurred about mid- 
cycle and was controlled with 5 mg. of lutocyclin. Attacks 
are now mild and less frequent, always occur about mid- 
cycle, and are easily controlled and prevented by lutocyclin. 


Case 2.—Female, aged 29. Periods began at 12. Married 
when 21. Last and only pregnancy seven years ago. Migraine 
started two years after this pregnancy. Onset any day between 
the 4th and the 28th days of the cycle. Periods scanty, 
lasting 2-3 days. Comparative freedom from migraine 
during this time, though sometimes the most severe attacks 
developed two days before to three days after the period. 

Three months after the onset of migraine scanty inter- 
menstrual bleeding became very frequent, sometimes lasting 
several days. Continuous ordinary headache or migraine 
attacks wore often associated with intermenstrual bleeding, 
and their severity was to some extent proportional to the 
amount of bleeding. 

Premonitory symptoms were severe, with giddiness, 
cold sweating, cloudiness of vision, and diplopia. Analgesics, 
bromides, phenobarbitone, and ergotamine had little effect 
except that the last was useful during the actual attack. 
Complete relief was obtained with four doses of lutocyclin 
2 mg. on alternate days. Intermenstrual bleeding stopped. 
The following period was scanty and lasted two days. The 
migraine recurred on the 6th day of menstrual cycle, ‘but 
complete relief was obtained with 5 mg. of lutocyclin. Period 
of freedom then lasted six weeks. - Attacks are now mild and 
less frequent, usually occurring åbout mid-cycle; they are 


_ easily controlled or prevented by lutocyclin in smaller dosage. . 


Case 3.—Female, aged 29. Periods began at 13. Married 
when 18. Migraine started at 13 with onset of menstruation. 
The attacks were severe and associated with excessive men- 
struation. They were usually mid- and pre-menstrual but at 
times bore no relation to the period. There \ was progressive 
falling of hair. 

She aborted three times in early pregnancy during the 
first six years of married life. Thofourth pregnancy, five years 
ago, appears to have been maintained by administration 
of crude whole-placenta extracts by mouth. Three months 
after the onset of this pregnancy migraine disappeared, 
to return six months after parturition. Now, however, 
the attacks were mild and irregular; the periods were 
less excessive, and the loss of hair within normal. limits. 
In the fifth pregnancy, twenty months ago, migraine ceased 
after three months and did not recur till five months after 
parturition. The attacks were mild and irregular, often 
premenstrual, and associated with excessive periods and 


\ 
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premenstrual eruptions of acne. The acne was very pro- 
nounced when the following period was more excessive than 
the previous one. All symptoms subsided with lutocyclin, 
and this is now a very good preventive in. gradually 
diminishing dosage. 


Case 4.—-Female, aged 36. Periods began at 14. Married 
when 17. There were six pregnancies during the first nine years 
of married life, the last being ten years ago. Migraine, lasting 
seven years, started about three years after this pregnancy. The 
attacks were severe and frequent, without any definite rela- 
tion to the menstrual periods, which were normal]. Treat- 
ment for a retroverted uterus and right-sided salpingitis, 
and for indigestion, did not affect the migraine; nor did 
vitamin B, given in large doses for pain in the calf muscles 
(at times very severe), and burning of the soles, of three years’ 
duration. Wassermann reaction and Kahn tests were 
negative. | ' 

She became pregnant again sixteen months ago, and 
migraine ceased after the fourth month of pregnancy but 
recurred six months after parturition. The symptoms referred 
to the legs and stomach also ceased during pregnancy, and 
' reappeared with migraine after parturition. All symptoms 

have responded to lutocyclin. © i | 


RELATION OF SYMPTOMS TO VARIATIONS IN EXCRETION 
_OF ŒSTROGENS AND PROGESTERONE 


In these cases a definite relation exists. between the 
attacks of migraine and the time at which the excretion 


of free cestrogen in the urine would be expected. Thus 


mid- and pre-menstrual attacks of migraine correspond 


to the periods when free cestrogen is excreted in the urine.. 


Its disappearance with the progress of pregnancy corre- 
sponds to the increased ratio of cestriol to oestrone in the 
urine, the absence of cestradiol in the blood, and the 
increased excretion of progesterone in the urine. \ 

Clinically, progesterone both cured and prevented 
migrainous attacks, whereas stilbcestrol precipitated an 
attack identical with the naturally occurring one. The 
excretion of A.P.L. also rises during pregnancy, and 
A.P.L., by stimulating the development of corpora lutea, 
is largely responsible for the increased production of 
progesterone. Individual susceptibility or intolerance to 
cestradiol was probably an important factor in the 
causation of migraine in these cases. . E 

Experimentally, headache which may simulaté a 
migrainous attack, severe nausea and vomiting, aches 
and pains all over the body, especially in the calf muscles, 
and intense pallor occur singly or in combination in a 
few persons who are susceptible to stilboestrol therapy. 
Milder symptoms are lassitude and languor, loss of 
appetite, lack of concentration, and vague headaches. 
Such mild symptoms were complained. of by nearly all 
our migraine patients. Response to treatment with 
progesterone was complete. l 

An interesting feature in case 4 was the disappearance 
of indigestion and pains in the legs, along with migraine, 
after the fourth month of pregnancy and for six months 
after parturition. In an almost identical case, where 
by test-meal examinations it was found that indigestion 
resulted from hyperchlorhydria and hypersecretion, a 


fall in the gastric acidity, accompanied by spontaneous — 


disappearance of gastric symptoms and migraine as 
pregnancy progressed, was noticed. A similar but 
smaller fall was noticed with progesterone therapy, which 
relieved the migraine. This and scanty evidence avail- 
able from a few other cases suggest that progesterone 
depresses the gastric secretion, probably via the pituitary- 
hypothalamic mechanism, though retention of sodium 
in the body caused by progesterone may have an adjuvant 
effect. Way (1945) has produced evidence that the 
gastric acidity and the urinary excretion of A.P.L. in 
pregnancy in women seem to be inversely proportional. 
It appears from experiments on dogs by Culmer et al. 
(1939) that A.P.L. diminishes the secretion of free and total 
acid, and progesterone does not haye this effect. These 
findings suggest the following explanation of our observa- 


to its eye. 


dilatation and rupture of smal! arteries. 


tion in this case: pregnancy-—>increased A.P.L. (and 
therefore hypochlorhydria)—-increased progesterone 
relief of migraine. - 

The menstrual disturbances present in some cases 
suggested hyperactivity of the oestrogens and also 
responded to progesterone therapy. In one case patchy 
progressive pigmentation of the skin had developed after. 
three years of migraine ; this also has been checked with 
progesterone therapy, and is gradually subsiding. 


MODE OF ACTION OF CSTROGENS 


Headache or migraine may be caused by cestrogens in ' 
one or more of the following ways : | B 

(1) By causing temporary enlargement of the pituitary.— 
Œstrogens injected into rats of both sexes cause pituitary 
enlargement (McEuen et al. 1936, Zondek 1936). In 
the migraine subjects, however, such gross changes are 
not evident in X-ray films. It is reasonable to assume that 
even congestion of the pituitary produced by cestrogens 
would precipitate headache or migraine in them. ` 

(2) By their effect on blood-veasels.—The specific effect 
of ergotamine tartrate on the headache, by virtue of its 
vasoconstrictor action, is well known. Dilatation of 
the blood-vessels:in the distribution of the common 
carotid artery, as shown by flushing of the face, con- 
junctiva, and nasal mucosa of the affected side, leads 
to vigorous pulsation of the arteries and increased 
stimulation of the sensory nerve-endings in their coats, 
and this is probably the cause of headache in migraine. 
Early cortical symptoms have been attributed to arterial 
spasm preceding vasodilatation. According to this 
hypothesis migraine is caused by arterial spasm followed 
by arterial dilatation within the distribution of the 
common carotid artery. n a 

Nothing seems to be known about the effect of cestradiol 
on cerebral blood-vessels, except that intense congestion 
and hemorrhages may occur in the pituitary. The results 
of Markee’s (1940) experiments are, however, interesting. 

Using a macaque monkey he transplanted á uterine graft 

In the first’ half of the menstrual period, under 

cestrogenic stimulation, this graft showed alternate vaso- 
dilatation and vasoconstriction of certain areas. At the time 
of ovulation the vasodilatation was well marked. Just 
before menstruation vasoconstriction occurred for a day or 
so and the graft was blanched. This was followed by vaso- 


It is not known 
whether the vascular changes in the graft were local and 


confined to it, or secondary to similar changes in the blood- 
vessels of the eye. But, if comparison may be made, the 
primary vasoconstriction followed by vasodilatation in this 
case is identical with the conception that migraine is due to 


arterial spasm followed by arterial dilatation within the 
distribution of the common carotid artery. 


- (3) By retention of sodium and chlorides in the body.— 
Thorn et al. (1940) have shown that ostradiol injected 
into normal dogs causes retention of sodium and chlorides. 
Retention of sodium and chlorides in the brain tissues 
would predispose to cerebral œdema of the affected areas, 
and cerebral o:dema would certainly lead to headache. 
However, this would not explain the beneficial effect of 
progesterone, since progesterone is also known to cause 
retention of sodium and chlorides. It is reasonable 
to. assume, however, that in therapeutic doses, pro- 
gesterone would convert œstradiol into the comparatively 
impotent cstrone and cestriol, and so be utilised instead 
of circulating in the blood as free progesterone. Very 
large doses of progesterone also cause headache, and in 
this connexion it may be mentioned that Hamblen 
(1939) reported a case of menstrual headache associated 
with excretion of abnormally large amounts of sodium 
pregnandiol glycuronide, and relieved it with intensive 
cestrogenic therapy. | 

| SUMMARY | ta, oe : 
Of 30 women with migraine which had responded 
poorly to the usual methods of treatment, 23 showed 
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signs of excessive cestrogen activity. “In all of these 
it was shown that cestrogens would precipitate an attack. 
In all 23 cases progesterone was effective in relieving or 
preventing attacks of migraine. Various associated 
symptoms also disappeared with its use. 

The name “‘ estrogenic migraine °’ might be .appro- 
priate for this condition. These symptoms also responded 
to progesterone. This clinical variety of migraine may 
be termed cestrogenic migraine. 

_In a case with a tendency to obesity progesterone had 
no effect on the obesity, though the migraine was 
successfully treated. 

REFERENCES ° 


Blakie, N. H., Hossack, J. C. (1932) Canad. med. Ass. J. 27, 45. 

Gaines, ae Atkinson, A. J., Ivy, A. C. (1939) Endocrinology, 

Hamblen, E. C. (1939) Ibid, p. 269. 

McEuen, C. S., Selye, H., Collip, J. B. (1936) Lancet, i, 775. 

Markee, J. E. (1940) in Cameron, A. T., Recent Advances in Endo- 
crinology, London, p. 285. 

Moffat, W. M. (1937) J. Amer. med. Ass. 108, 612. 

Thorn, G. W., Harrop, G. A., Engel, L. L. (1940) in Cameron, A. T., 
Recent Advances in Endocrinology, London, p. 215. 

Way, S. (1945) Brit. med. J. ii, 182. 

Zondek, B. (1936) Lancet, i, 776. 


CEREBRAL ANGIOMATA IN AN 
ICELANDIC FAMILY 


H. A. Kipp J. N. CUMTNGS 
F.R.C.S.E. M.D. Lond., M.R.C.P. 
SURGEON, CLINICAL PATHOLOGIST, 
ST. HELIER HOSPITAL, NATIONAL HOSPITAL, QUEEN 
CARSHALTON SQUARE, LONDON 
Elkington ! in 1935 described some cases with 


symptoms suggesting that an angiomatous condition in 
the brain was their pathological basis, and this was 
confirmed in one case by autopsy and histological 
findings. 

We have clinical, autopsy, and histological records of 
a patient from Iceland who showed such an angioma in 
the cerebral white matter, and clinical and autopsy 
records in a cousin, together with a remarkable family 
history in which sudden death in young persons is a 
prominent feature. - 

The clinical details of the two patients seen by one of 
us (H. A. K.) are as follows.: 


Case 1.—A man, aged 22, was admitted to hospital on 
April 13, 1938, in coma. There had been one previous attack 
of unconsciousness eight months previously. On admission 
there was twitching of the face, arm, and leg on the right side, 
with spasticity of the limbs, more pronounced on the left side. 
The pupils were equal and reacted to light. No other signifi- 


1. Elkington, J. St. C. Lancet, 1935,i, 6. 


Fig. J—Left cerebrum showing hamorrhage in angioma (case 2). 
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cant clinical findings were. present, and the blood-pressure was 
normal. Lumbar puncture yielded a bloodstained fluid 
under an initial pressure of 125 mm. The cerebrospinal 
fluid (c.s.F.) showed 43 lymphocytes per c.mm., 0-5 g. of 
protein per 100 c.cm., a positive Pandy, and a negative 
Wassermann. 

Two days later the patient was confused and aphasic, but 
able to move the limbs, and had extensor plantar responses. 


a Q TO OQ Q 
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Fig. 2—Pedigree showing relations of cases i and 2: solid symbols 
indicate cerebrovascular accidents in youth ; open symbols indicate 
absence of cerebrovascular accidents in youth. 


There was papilloedema of the right disk. The c.s.F. was still 
bloodstained, with an initial pressure of 165 mm. After six 
days the left pupil was dilated and the right contracted, but 
other signs were similar to those seen previously. Stupor 
increased, and he died twelve days after admission to hospital. 


Autopsy.—There was a cyst containing yellow fluid in the 
left temporal lobe and a large recent hemorrhage in the right 
temporoparietal lobe. No aneurysm or vascular disorder was 
seen. The hemorrhage was so extensive that it was impossible 
to demonstrate any angioma. 


Case .2.—A woman, aged 33, cousin of case l, was first 
admitted to hospital on Jan. 15, 1940, with a history of 
numbness on the left side for three weeks. There was slight 
loss of power of the left arm and leg, with exaggerated reflexes 
on that side, and flexor plantar responses. A slight nystagmus 
to the left was present. No other abnormal physical signs 
were found, and blood-pressure, blood-count, and o.s.F. were 
normal. There had been a similar but milder attack eighteen 
months previously. 

She was discharged with a provisional diagnosis of intra- 
cerebral hemorrhage and was to return for ventriculography 
if symptoms persisted. She was readmitted on Nov. 5, 1942, 
with a week’s history of aphasia and weakness of the extremi- 
ties. A left hemiparesis and some degree of aphasia were 
present. Coma ensued, and she died four days later, but 
further clinical notes are not available. 

Autopsy.—Abnormal features were limited to the head ; 
the cardiovascular system was normal. The brain was fixed 
whole and on section showed a hemorrhage in the white 
matter of the left hemisphere. This was situated to the lateral 
aspect of the lateral ventricle, externally and posteriorly to 
the basal ganglia, extending almost to the posterior tip of 
the posterior horn, and almost to the cortical grey matter 
(fig. 1). 

Sections cut in celloidin showed a large hemorrhage with 
very dilated vascular channels, some of which showed well- 
marked elastica. The surrounding brain tissue showed much 
iron pigment, some cuffing of the vessels by lymphocytes, and 
a few small vessels plugged by thrombus. Some of the many 
peripheral capillaries were irregular in shape and arrangement, 
and the appearances were those of an angiomatous condition 
in which hemorrhage had taken place. i 


FAMILY HISTORY 


Dr. Arni Pjetursson, of Reykjavik, has kindly 
supplied the following remarkable details of the family 
history (fig. 2) : 


1, Pjetur (case 1) .. died aged 22. 
2. Inga (case 2) .. ,, » 35. 
3. Jakob... .. » os 23, brother of 1. 
4. Gudrun .. ae »» 23, sister of 1. 
5. Kristjana ea gy » 36, mother of 1. 
6. Ingimar .. .. ww 4, 30, father of 2, brother of 5, 
drowned in a swimming-pool 
l ; although a good swimmer. 
7. Hans AA .. » » 42, balf-brother of 5 and 6. 
8. Elinborg.. oe » » 25, daughter of 7. 
9 == as oe » » 271, brother Of 8. 
10. — eœ ee o rT) 29, sister of 8. 
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All these 10 related persons died suddenly. The 
following are alive or did not die suddenly : 


Two brothers of 1, aged 24 and 36, are alive and well. ; 
One half-sister of 2, aged 43, is healthy and has healthy children. 

One sister of 2, aged 34, is alive and bas four healthy children. 

Three siaters of 5 died from diseases other than apoplexy. 

one brother of 5 went to America with seven children ; no details 


The. mother of 5, 6, and 7 died in old age from apoplexy, and three 
of her sisters (aged "60-80 years) died from the same condition ; 
one of these sisters had a “ stroke ’’ when aged 20, was ili for a year, 
but recovered and died aged 59. 

Two children of 7 , aged about 40, are alive and healthy. 


| COMMENT 
Cerebral angioma is not uncommon, but many of the 
cases do not come to autopsy or give rise to symptoms. 
Some of them are cerebellar and some in the region of 
the third ventricle. Few are in the cerebral white matter, 
but we record such a condition occurring in more than 
one member of an Icelandic family. 


These cases and the family history suggest the proba- 


bility of a familial tendency in the formation of some 
angiomata. Such angiomata may be multiple and give 


rise to symptoms over a period of years. \ 


Our special thanks ‘are due to Dr. Arni Pjetursson, and one 
of us (J. N. C.) is indebted to the National Hospital Research 
Fund for an expenses grant. 


_ PENICILLIN IN POSTOPERATIVE . 
PROGRESSIVE BACTERIAL SYNERGISTIC 
GANGRENE 
REPORT OF A CASE 


S. Henry C. CLARKE 
į p: F.R.C.S. ; 
` CHIEF ASSISTANT, ST. BARTHOLOMEW’S HOSPITAL, LONDON 


PROGRESSIVE bacterial synergistic gangrene is a rare 
complication of an operation wound, and its prompt 
recognition is important, because efficient treatment can 
prevent much loss of skin and a fatal issue. | 

Cullen (1924) and Christopher (1924) first drew atten- 
tion to this condition, though Luckett (1909) described 
a large phagedenic ulcer of the abdominal wall which 
was almost certainly this same condition. Earlier cases 
were probably included under the term of hospital 
gangrene. | 

Recently cases treated with penicillin have been 
reported, and this further case may be of interest. 


CASE-RECORD 
A printer, aged 49, was admitted to the surgical unit, 


St. Bartholomew’s Hospital, on March 14, 1946, with a 


perforated duodenal ulcer. He was a lean but healthy looking 
man. He had 10 years’ history of intermittent dyspepsia 
and hunger pains but had never had any medical treatment. 

Exploratory laparotomy was performed, six hours after 
perforation, through an upper right transverse incision, and 
a small perforation on the anterior surface of the first part of 
the duodenum was sutured. A drain was inserted into the 
pelvis through a suprapubic incision, and the laparotomy 
incision was closed in layers without drainage or antiseptics. 

Postoperatively, the patient had some fever from the first day ; 
but, after the drainage of an incisional abscess on the 7th day, 
the temperature remained normal, apart from a slight rise on 
three independent days. 
thick pus, and some sloughs separated. 

On the 13th day two extremely tender, raised, red, and 
indurated areas appeared above and below the inner end of 
the incision. At first about lin. in diameter, in the next 
forty-eight hours they enlarged to about 1!/, in. in diameter, 
and the centres became yellow like a carbuncle. 

On the 17th day two patches of gangrene appeared in the 
centre of the losion on either side of the incision. These were 
surrounded by a raised red edge and beyond this by a zone of 
brilliant red hyperemia, which spread into healthy skin. 
The gangrene slowly spread away from the incision, being 
preceded by a raised red edge and zone of hyperemia, till 
there were two patches of gangrene 1-11/, in. in diameter. 


The incision continued to discharge 


` reported : 
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A course of 1,000,000 units of sodium penicillin (20,000 
units 1.M. 3-hourly) was started on the 18th evening. Locally, 
penicillin cream and dry dressings were applied alternately. . 

From a swab taken on the 19th day Dr. A. E. Francis 
“ Gram film showed gram-positive cocci, mainly 
small ones in short chains and a few larger ones in pairs. 
Culture. showed almost pure growth of a micro-aerophilic 
streptococcus, with a few colonies of staphylococcus.” _ 

On the 21st day the condition had stopped spreading, and 
on the 24th day the sloughs had separated, leaving a clean 
granulating surface which healed rapidly. 

The patient was discharged from hospital on the 35th day, 
and was seen as an outpatient three weeks later, when the 
incision was soundly healed. 


ETIOLOGY 


This gangrene may develop in the abdominal skin 
after the drainage of foul intraperitoneal abscesses, 
often appendical in origin; gangrenous appendicitis ; 
perforated duodenal ulcers ; or other conditions in which 
the incision has been contaminated with intestinal. 
organisms. It may also develop after the drainage of 
lung abscesses or foetid empyemata in the skin of the chest 
wall. Most of the reported cases have arisen in the region 
of tight sutures, which are undoubtedly a predisposing 
cause. In one case, in which the process started some - 
distance away from the incision, a towel clip was thought 
to be the cause (Lichtenstein 1941). 

The condition is a slow but relentlessly spreading 


gangrene of the skin due to a micro-aerophilic non- 


hemolytic streptococcus from the intestinal or the 
respiratory tract. According to Brewer and Meleney 
(1926), symbiosis with a non-specific hemolytic staphylo- 
coccus, from either the skin or the air, is necessary for 
gangrene to develop. Meleney (1931) found, from 
experiments on dogs, that injections of a suspension of 
either organism alone, or of both organisms separately 


-in close proximity to each other, did not produce gan- 


grene ; whereas, if a 50% mixture was used, gangrene 
followed which was similar to that seen in man. Willard 
(1936), using guineapigs, confirmed these observations. 
Meleney (1931) points out that the staphylococci are often 
in small numbers and are easily overgrown on culture by 
other contaminants, such as B. proteus. In some reported 
cases (Grimshaw and Stent 1945, Mester 1940) a staphylo- 
coccus could not be found and therefore some doubt 
exists about the necessity of a symbiosis. All authors, 
however, are agreed: that a micro-aerophilic non- 
hemolytic streptococcus is the essential causal: organism 
of the gangrene. 


ae z 


PATHOLOGY 


The micro-aerophilic streptococcus can be grown in 
pure culture from the subcutaneous fat deep to the 
spreading edge of hyperemia or even healthy skin beyond 
this. Whereas both organisms or other contaminants 
can be grown from the necrobiotic edge of the gangrene 
(Meleney 1931), the micro-aerophilic streptococcus only 
grows anaerobically, except when the swab is taken 
from the gangrenous area or after subculture, when 
it may grow aerobically. The staphylococcus concerned 
is aerobic. 

Meleney (1931) could not find any evidence of vascular 
thrombosis, and considered that the gangrene was due 
to the specific action of a toxin elaborated by the 
symbiosis. 

CLINICAL FEATURES 


The gangrene starts in the 2nd or 3rd postoperative 
week, but cases have been reported as late as the 4th 
week (Vier 1940, Dodd et al. 1941), and in one case 
(Grimshaw and Stent 1945) as late as the 7th week, 
through drainage of a residual abscess had been performed 
twenty days before the onset. 

The gangrene starts on one or both sides of the i incision, 
often near a tension suture, as an extremely tender red 
= carbuncle- like ” area. The centre of this soon becomes 
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purple and then gangrenous. The lesion now consists 
of three zones : a centre of brownish-black gangrene, like 
euede leather, surrounded by a raised purple or red edge, 
and beyond this a zone of brilliant red hyperzmia fading 
off into healthy skin: The hyperzmia slowly spreads in 
all directions away from the incision and is succeeded by 
the raised edge and then by gangrene; hence the lesion 
slowly creeps over a large surface of the body during the 
course of nine months to a year (Stewart-Wallace 1935). 
The gangrene is superficial ; and, as the condition spreads, 
the oldest part nearest the incision may liquefy, leaving a 
red granulating area. This may epithelise in patches 
from surviving epithclium in the deeper parts of sweat 
glands and sebaceous glands. At. the spreading edge of 
the ulcer, however, there are always three zones of 
hyperemia, raised. edge, and gangrene. 

There is usually little if any ‘general reaction ; but 
extreme depression, leading sometimes to serious mental 
change, is common as a result of the severe pain, 
especially on dressing the wound, and the relentless 
progress of the disease. 


DIAGNOSIS 


Diagnosis is made on the clinical appearance of the 
three zones, the history of an operation, and the finding 
of the specific organism. For bacteriology a small 
biopsy specimen of the growing edge of the ulcer may be 
required. 

Meleney (1933) classifies gangrene of the skin into acute 
and chronic. 
to be differentiated : gas gangrene, hemolytic strepto- 
coccal gangrene, and erysipelas. 


Gas gangrene mainly involves muscles, and general toxamia 
is pronounced ; but, near the wound, limited redness and 
cedema may, after becoming dusky, progress to a very limited 
gangrene of the skin. 

Hemolytic streptococcal gangrene is a spreading necrosis of 
the subcutaneous fat, with thrombosis of the vessels supplying 
the skin, leading to a secondary gangrene of theskin. Phagedena 
and Fournier’s gangrene are probably examples of it. It 
follows a superficial wound. Swelling and redness spread 
quicker than in erysipelas, and the edge is not raised. On the 
third, fourth, or fifth day a dusky purplish patch with an 
irregular margin appears in the centre but not necessarily in 
association with the wound. ‘Blisters soon form, and other 
patches may appear, which may coalesce into a large gan- 
grenous sheet unless longitudinal tension-relieving incisions 
are made through the arew into healthy tissue on either side. 
Hemolytic streptococci can be recovered from the centre of 
the lesion, but often not from the hyperemic outer zone, 
as opposed to erysipelas, in which the organisms are mainly 
found in the spreading edge. Secondary infection may follow. 

Erysipelas has a raised edge, and the rate of spread is 
slower. The centre is often pale, and gangrene is rare. 


In the chronic group postoperative progressive 
bacterial synergistic gangrene, chronic undermining 
ulcer (Meleney 1935), gangrenous impetigo, fusospiro- 
cheetal infection of the skin, and amoebiasis cutis have to 
be considered. 


Chronic undermining ulcer is characterised by the absence 
of gangrene, much undermining of the skin, and the presence 
of only an anaerobic streptococcus on culture. 

Gangrenous impetigo, also called ecthyma, pyoderma gangre- 
nosuin, and dermatitis gangrenosa, consists of multiple lesions 
which start as small vesicles surrounded by a red zone, the 
centre of which becomes gangrenous and depressed. This 
separates from healthy tissue, leaving a ring of ulceration with 
a gangrenous scab in the centre. When the scab separates 
a thin scar is left. The condition is contagious and occurs 
mostly in debilitated persons. It is considered to be a severe 
form of impetigo. 

Fusospirochetal infection follows human bites or contami- 
nation of wounds with mouth organisms. Streptococci, 
fusiform bacilli, and spirochetes, either all three or two of 
them, are found; anaerobic culture is usually required. 
Cgncrum oris and noma are often examples of this, and 
probably many cases of hospital gangrene were also. The 
wound exudes a foul discharge, and its edges become shaggy 


Three main types of acute gangrene have 


and grey-green and. bleed easily. The infection rapidly 
spreads into bones and joints and often along the deeper 
tissues, to come to the surface at some distant site and so 
cause multiple sinuses. 

Amebiasis cutis may follow contamination of a wound 
after the drainage of ameebic liver abscesses or after operations 
on the colon. -After some days or weeks the drainage tract 
becomes red and indurated, the edges become everted and 
raised, and the surrounding skin dark brown with hyper- 
pigmentation. As the necrosis spreads, ‘ raw-beef-like ” 
granulations are left, in which no regenerating epithelium is 
found as in postoperative spreading gangrene, and the gangrene 
may involve muscles besides skin. Amcebe may be found 
in the glairy pus expressed from the margin, and the response 
to intravenous emetine is usually rapid. . 


TREATMENT 


Prophylactically, tight sutures should be avoided 
after the drainage of foul intraperitoneal abscesses or 
fetid empyemata (Meleney 1931). Whether sulphon- 
amide or penicillin powder locally would prevent this 
complication is not known. Mester (1940) thought 
sulphonamides had helped, but Meleney et al. (1945) 
found that sulphadiazine given by mouth did not prevent 
gangrene in their cases. They also found that penicillin. 
injected locally for the established condition did not 
improve it. 

Before the introduction of penicillin the only treatment 
was a radical excision of the affected area well beyond 
the spreading zone of hyperemia, or, if that were not 
possible, an encircling incision. The wound was then 
smeared with “active ” zinc-peroxide paste. Neary and 
Rankine (1943) describe a method of testing “‘ activity.” 
Later, in 10-14 days, the raw area is skin-grafted. 
Many of the reported cases which recovered were treated 
without peroxide, which is probably unnecessary provided 
the excision is radica] enough and through healthy skin 
well beyond the hyperæmia. Meleney (1933) prefers the 
scalpel, because it produces less sloughing than the 
cautery. In no circumstances should the wound edges 
be drawn together with strapping (Vier 1940) or sutures 


(Nightingale and Bowden 1934), as this favours 
recurrence. 
Antiseptics, hypertonic dressings, radiant heat and 


various lights, zinc peroxide and oxidising agents alone, 
and X rays have all been tried on several occasions ; 
but, apart from an isolated case in which recovery may 
have been spontaneous, they have been completely 
ineffective (Dodd et al. 1941). 

There are few reports of treatment with penicillin. 
Grimshaw and Stent (1945) report a case, following a 
perforated duodenal ulcer, treated with 500,000 units I.M. 
over five days, which responded within forty-eight hours, 
the patient recovering without radical surgery. Meleney 
et al. (1945) also report three cases, two of which, a lung 
abscess complicated by empyema, and a strangulated 
internal hernia requiring resection and ileostomy, were | 
cured with penicillin, the total dose not being stated. 
Their third case of unusual multiple gangrenous. ulcers - 
resembled but was not proved to be this condition ; it 
responded partially to penicillin but required excision 
before the condition was finally controlled. In the 
authors’ opinion the unusual factors were due to the 
presence of penicillin-resistant gram-negative organisms. 
The patient died of a pulmonary embolus. 

In the present case the response to penicillin was 
dramatic, and radical surgery was not required. The 
Jesion healed so rapidly that even skin-grafting was not 
necessary. 

Further trial of penicillin i is needed before its curative 
effect can be completely accepted, but so far the results 
have been good. Grimshaw and Stent (1945) state that 
the organisms in the pus from their case were sensitive 
to one drop of penicillin solution of a strength of 1 unit 
per c.cm., but I have been unable to discover whether it 
is effective against both members of the symbiosis. 
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PROGNOSIS 


Many of the cases reported in the literature have 
been diagnosed late, and these have often proved fatal. 
With early effective radical surgery most patients have 
recovered, often with considerable loss of skin and 
scarring. Dodd et al. (1941), reviewing the literature, 
place the mortality at 20%. It is hoped that with early 
diagnosis and effective treatment, especially with 
penicillin, the mortality and the resultant scarring may 
be very considerably reduced. 


SUMMARY 


A case of postoperative progressive bacterial syner- 
gistic gangrene of the abdominal wall is described. 

It promptly responded to’ intramuscular and local 
penicillin without the need for radical surgery. 


The etiology, clinical appearances, diagnosis, and 


treatment are briefly discussed. 


I am indebted to Prof. J. Paterson Ross for permission to 
publish this case and for the help and encouragement he has 
given me. I also wish to thank Mr. A. M. Boyd, assistant 
director of the surgical unit, and Dr. A. E. Francis, of the 
bacteriological department, St. Bartholomew’s Horpitel for 

» the bacteriological report. 
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ESTIMATION OF VITAMIN C IN LEUCO- 


CYTES BY THE HYDRAZINE METHOD 


PARIS CONSTANTINIDES * 
M.D. Vienna 
From the Department of Clinical Chemistry, University 
of Aberdeen 

THE current colorimetric methods of estimating the 
vitamin-C content of leucocytes are so laborious that 
only research laboratories can use them. 

The commonly employed indophenol method ! depends 
on the simple decolorisation of a dye by ascorbic acid; but 
the lability of both. the ascorbic acid and the dye, and 
the interference of —SH groups such as glutathione, have 
necessitated the introduction of various safety measures 
that complicate the technique. 

Roe and Kuether? developed a new colorimetric 
method that depends on an entirely different principle— 
i.e., the production of colour by oxidised ascorbic acid 
instead of subtraction of colour by reduced ascorbic acid. 
This method, while extremely sensitive and specific, since 
the sulphhydryl groups do not interfere, has the advantage 
that. the reagents and the colour produced are stable. 
There is therefore no need to recalibrate the colorimeter 
or to restandardise the dye every time; nor has the 
reading to be taken within 30 sec., as in the indophenol 
method. 

It was therefore thought that the adaptation of Roe 
and Kuether’s method to the estimation of vitamin C 
in leucocytes might provide an easier procedure, suitable 
for routine use. Moreover it seemed interesting to 
compare the values obtained by this method with the 
values given by the dye methods, as the true vitamin-C 

* British Council Scholar in Medicine. 


1. Butler, A. M., Cushman, M. J. clin. Invest. 1940, 19, 459. 
2. Roe, J. H., Kuether, C. A. J. biol Chem. 1943, 147, 399. 
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‘content of leucocytes has not yet been definitely 
established. 
: METHOD 


Reagenis.—The following modifications of the original 
method of Roe and Kuether were‘ adopted : 


(1) A 1% solution of 2-4 dinitrophenylhydrazine was 
used instead of the 2% solution recommended ‘by Roe and 
Kuether. This was done to increase the difference between 
the extinction coefficients of the blank and the unknown, 
and so increase the sensitivity of the method. (There seems 
to be no stoicheiometric contra-indication to the use of an 
even more dilute hydrazine reagent—e.g., 0:25%.) 

(2) A 2 ‘5% solution of alcoholic thiourea was used instead 
of a 10% solution. 

(3) Ordinary animal charcoal (B.D.H.) was used instead 
of the unobtainable ‘ Norit’ It was found active enough, 
without even having been reactivated, to oxidise more than 
99-9% of pure 0:05% ascorbic-acid solutions i in 5 min. 

The stock of animal charcoal used did not contain any 
chromogenic substances, and therefore acid washing was 
omitted. 

Carbo activatus (B. D.H.), on the other hand, was unsuit- 
able, as it caused a precipitation after. the addition of 85% 
H,SO,, and therefore it appears necessary to check each batch 
of charcoal on these points before use. 


Absorptiometry.—The readings were taken in a Hilger 
spectrophotometer at 5200 A, as the red colour obtained 
under our conditions absorbed at this wave -length more 
than at 5400 A, as stated by Roe and Kuether. 


The colour has extraordinary stability. No change in the 
extinction coefficient was noted in four hours with the 
tubes exposed to daylight, air, and room temperature. Only 
a slight fall of about 0-01 was noted after four days in the 
dark. 

The blank remained eomiarkably constant during a whole 
month of daily estimations. 

A calibration curve prepared by plotting concentrations 
of serial dilutions of a pure ascorbic-acid solution against 
their extinction coefficients gave a perfectly straight line 
of direct proportionality in both the spectrophotometer and 
the photo-electric absorptiometer. 

A recalibration of the apparatus with the same reagents 
after three weeks gave an identical curve. It can therefore 
be assumed that the reagents last at least that long. 


Collection of Sample.—The technique for obtaining the 
leucocyte-platelet layer was in principle that described 
by Butler and Cushman,! with the following slight 
differences : 


(1) 15 ml. of venous blood is mixed with 0-15 ml. of 20° 
potassium oxalate, as recommended in an unpublished paper 
by Lloyd, of Oxford, instead of the mixture of dry potassium 
and ammonium oxalate (Heller and Paul) used by Butler and 
Cushman. Heparin was unsatisfactory. Icteric blood samples 
gave very bad separation with any anticoagulant. 

(2) The white and red hematocrits are estimated by spin- 
ning Wintrobe tubes for 40 min. at 2700 r.p.m. in duplicates. 
According to the average red hematocrit value, 9-11 ml. of 
blood is spun in the special centrifuge tube with a constricted 
segment near the middle, as described by Butler and Cushman, 
for 60 min. at 3200 r.p.m. 

(3) After the plasma has been removed, 15-25 mg. of white 
layer is transferred with a glass capillary attached to a syringe 
into a weighed 15 ml. conical centrifuge tube, which is 
reweighed to obtain the wet weight of the white mass. 


The rest of the procedure is essentially an adaptation 
of Roe and Kuether’s method to the estimation of 
vitamin C in the white layer : 


After weighing the tube containing the white mass, add 
1 ml. of 6% trichloracetic acid and grind the leucocytes in 
the acid with the rounded end of a closely fitting glass rod for ` 
5 min. 

Rinse the rod with 1 ml. of 6% trichloracetic acid. Stand it 
for 5 min. and occasionally tap the tube. Spin the tube for 
1 min. at low speed to pack the precipitate at the bottom. 
Add a pinch of charcoal (about 0-05 g.) to the supernatant 
fluid. Stand the tube for 5 min. and tap it occasionally. 

Filter through Whatmann no. 42 or 44 (5:5 cm.) paper 
into a‘clean test-tube. Transfer 1 ml. of the filtrate into 
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another test-tube. Add a small drop of 2-5% alcoholic thiourea 
solution and 0:25 ml. of 1°% hydrazine reagent. Stand it 
for three hours in a water-bath at 37°C; then dip it into a 
beaker containing ice-water. Add 1-25 ml. of 85% H,SO,, 
drop by drop, cautiously from a pipette. Mix by shaking under 
the ice-water. Remove it to a rack and let it stand for 30 min. 


A blank is performed on 2 ml. 6% trichloracetic acid 
in exactly the same way—i.e., add a pinch of charcoal, 
&e. It need only be run during the first estimations, until 
one is satisfied with its constancy. It is advisable to run 
a blank once in two weeks to check the reagents. 


The extinction coefficient Ex of the unknown solution © 


and Es, of the blank are read on a spectrophotometer 
or a photo-electric absorptiometer. 


Oalculation.—A calibration curve for the instrument. 


is prepared from vitamin-C solutions in 6% trichloracetic 
acid ranging from 2y/ml. to 20 y/ml. and a blank. A 
‘pinch of charcoal is added to 2 ml. of each solution, and 
the procedure described above is carried out. The 
extinction coefficient of each ‘solution is determined, 
and E,—Ez, is plotted against the vitamin- C concentration 
in y/ml. 

The concentration of vitamin C of the test solution in 
y/ml. is read off from the calibration curve, and the result 
expressed as mg. of vitamin C per 100 g. of leucocyte- 
platelet layer by the formula ay e, where C=concen- 
tration of vitamin C in y/ml., and W=weight of the 
white-layer sample in mg. 

Time.—The “ active time ” of the method is 50 min., 
even with several simultaneous estimations. But, as the 
inactive time (centrifugations, incubation, &c.) comprises 
five hours, it is advisable to start in the forenoon. 


EFFECT OF SPINNING CONDITIONS 


The weight of every white-layer sample, however 
intensively spun, is never identical with the true weight 
of the leucocytes and platelets. It always includes the 
weight of some plasma and red cells. Various degrees of 
white-layer density and purity give therefore different 
vitamin-C values for the same apparent weight. This was 
demonstrated by estimating the vitamin-C values in the 
white layer of two healthy persons at three different 
oe speeds. The results were as follows : 


Ascorbic acid (mg. per 100 g, white layer) 


15 min. at 40 min. at 60 min. at 

2400 r.p.m. 2700 r.p.m. 3200 r.p.m. 
Case 1 .. 15-5 29 36-9 
Case 2 .. I7 25 38-7 


It is obvious that, in any survey, the vitamin-C values 
will vary with the spinning conditions, and it was found 
in practice that centrifuging at 3200 r.p.m. for 60 min. 
gave maximal values. With this speed and time the 
white layer is densely packed and its average histological 
_ purity greater than 95%. 

In every case smears stained with Leishman confirmed 
that the “ white layer ’’ displays a typical heterogeneous 
structure. The top of the column is always occupied by 


a pure mass of thrombocytes and small lymphocytes. | 


The middle and lower parts contain the large lympho- 
cytes and the granulocytes, with a variable infiltration 
of red cells at the bottom. 


RESULTS : 
_ An examination of seven healthy persons aged 20-36 
gave values ranging from 20 to 39 mg. per 100 g., 
with a plasma range of 0-4-1-4 mg. per 100 c.cm.; the 
average. white-layer level was 29 mg. per 100 g. 
Duplicates performed on plasma showed a maximal 
difference of +1%. Duplicates performed on white layer 
showed a maximal difference of +12%. The greater 
discrepancy in the case of the white layer is probably 
due to the heterogeneous cytological composition. (The 
normal white-layer range found by Butler and Cushman 1 
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was 25-38 mg. per 100 g., their average normal value 
being 34 mg. per 100 g.) 

In a case of acute clinical scurvy, on ADAR ascorbic 
acid was absent from the plasma, but the white-layer 
level was 9 mg. per 100 g. 


DISCUSSION 


The ascorbic-acid content of leucocytes estimated by 
the hydrazine method agrees with the values given by 
the indophenol method. It therefore seems probable 
that the values which Butler and Cushman ! obtained by 
the indophenol method and called ‘‘ apparent ” values 
do represent the true values, though the ultimate test 
would consist in simultaneous examinations of each 
specimen by the two different methods. 

Our lower average value cannot be considered con- 
clusive, as it is not yet statistically supported. It may, 
however, reflect the difference in nutritional level between 
the post-war British and the pre-war American 
populations. 

SUMMARY 


The hydrazine method of Roe and Kuether has been 
modified and adapted to a micro procedure for the 
estimation of vitamin C in leucocytes and platelets. 

‘Estimations were made by this method in seven 
healthy persons and in one case of acute clinical scurvy. 
The values found in the healthy persons were 20-39 mg. 


‘per 100 g. and thus agree with the range obtained by 


the indophenol method. 

Different spinning conditions and anticoagulants 
affect the histological composition of the white layer 
and interfere with the correct estimation of its vitamin-C 
content. 


My thanks are due to Dr. A. Lyall for permitting and 
encouraging this investigation in his department. 


Reviews of Books 


A Synopsis of Orthopedic Surgery 
Davip LE Vay, m.s. Lond., F.R.c.s., orthopedic surgeon, 
Woolwich Memorial Hospital. London: H. K. Lewis. 
1947. Pp. 242. 15s. 


Mr. Le Vay acknowledges his free use of Brailsford’s, 
Girdlestone’s, and Jones and Lovett’s larger and well- 
authorised orthopzedic works, and this may partly 
account for the success of this little book; but he is 
to be congratulated on the way he has pruned those 
larger works, and still written a textbook which will 
stand on its own feet. The text is lucid and never 
becomes a mere catalogue of names; written for under- 
graduates, it is factual, but though controversial matters 
are not discussed the facts are there in abundance, 
and the book would be useful—perhaps even more 
useful—to postgraduate students. References would be 
welcome in a second edition. / 


Clinical Hematology 
(2nd ed.) M. M. WINTROBE, professor of medicine, 
University of Utah, Salt Lake City, U.S.A. London: 
H. Kimpton. 1946. Pp. 862. 655s. 

THE advances of the four years that have elapsed since 
the first edition of this book are fully covered, and 
revision of detail has been thorough. A welcome new 
chapter brings together much information on the ‘‘ meta- 
bolism ” of erythrocytes ; this deals with the biochemical 


_aspects of the production and destruction of red blood- 


cells, hæmoglobin metabolism, the place of the porphyrins, 
new evidence on iron metabolism derived from studies 
with radioactive tracers, the importance of the various 
vitamin-B-complex members, pigments, and an informa- 
tive section on the fate of worn-out red cells. Much of 
this information is not yet really digested, and it is not 
the author’s fault if parts of the chapter are a somewhat 
confusing catalogue of apparently unrelated detail— 
for example, ‘ ‘ xanthopterin i is a yellow pigment isolated 
from butterfly wings which has been shown to have 
hemopoietic activity in Chinook oo ** — Recent 


U2 
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advances in the theory and application of knowledge 
of blood coagulation are well represented. Adequate 
sections on the Rh factor—Fisher’s nomenclature is fully 
described—and folic acid are included. Treatment with 
radioactive phosphorus applied to leukæmia and poly- 
cythemia is described in detail, as is the use of nitrogen 
mustards in leukemia and Hodgkin’s disease. Corrected 
ideas on the site of the gastric lesion in pernicious anemia 
are given. New plates show malarial parasites. We are 
glad to see that Professor Wintrobe continually condemns 
the use of “ shot-gun therapy ” in anzemia and emphasises 
its expense. He gives a timely warning that photo- 
electric colorimeters require just as careful standardisa- 
tion and use as other types: commercial patterns may 
be up to 20% inaccurate when received. 


Diseases of the Retina 

l HERMAN ELWYN, M.D., 
York Eye ‘and Ear Infirmary. 
Churchill. 1947. Pp. 587. 45s. 


WITHIN the limits he has set himself, Dr. Elwyn has 
written a useful book, well produced and handy in size. 
Inspection is the only method open to the doctor who 
examines the retina, and a book on retinal disease 
ought to illustrate the ophthalmoscopic appearance of 
all the more usual fundus disorders ; it is a pity, therefore, 
that the good coloured illustrations are not more numer- 
ous. The description of each fundus condition opens 
with a brief historical review, goes on to the clinical 
manifestations and course of the disease, and ends 
with pathology and treatment. 


senior assistant surgeon, New 
London: J. & A 


descriptions are mainly a review of current thought. 
While this is helpful, most readers value more exact 


case-histories quoted by an author from his own recorded . 


observations, and followed to their conclusion. The 
book being mainly medical, details of the operative 
surgery of retinal detachment seem out of place in it; 

but it contains much useful information given clearly 
and with moderation, and the coloured plates more 
nearly resemble the diseases they depict than is generally 
the case in textbooks. 


Diseases of the Heart and Circulation 
ALBERT A. FITZGERALD PEEL, D.M. Oxfd, F.B.F.P.S., 
professor of medicine, Anderson College of Medicine, 
Glasgow. London: Oxford University Press. 1947. 
Pp. 398. 35s. 

STUDENTS will find Professor Peel’s book a reliable, if 
at times dull, introduction to cardiology. Based on 
lecture notes, the book is more academic than practical 
in approach, dealing first with symptoms and physical 
signs, then with anatomical lesions, and finally with 
ætiology. Some will feel that the section on anatomical 
lesions should have been incorporated in the section on 
etiology ; for modern cardiology stresses the importance 
of cause—whether rheumatic, syphilitic, or arterio- 
sclerotic—and the functional state of the myocardium. 
The student may get the impression, too, that ‘‘ mitral 
stenosis ” or ‘ aortic incompetence ” is itself a diagnosis. 
Thus a full description is provided of the signs of a fully 
developed mitral stenosis, but little attention is paid to 
the development of this lesion and its significance as 
a guide to the state of the underlying rheumatic pan- 
carditis. A welcome feature of the book is that more 
attention than usual has been given to treatment. 


Retinal Structure and Colour Vision 
E. N. WILLMER, sc.D., lecturer in histology in the 
University of Cambridge. London: Cambridge Univer- 
sity Press. 1946. Pp. 231. 2ls. 

COLOUR-VISION is a subject which has always attracted 
theorists, no doubt because none of the explanations so 
far produced, not even the famous Young-Helmholtz 
theory, has been obviously and finally satisfactory. 
Dr. Willmer’s hypothesis (he specifically refuses to call 
it a theory) is definitely one to be taken seriously but 
not to be swallowed whole. While accepting the necessity 
for three retinal mechanisms to cover the facts of human 
colour-vision, he rejects the classical view that colour- 
vision is confined to the cones and seeks to explain the 
phenomena in terms of the known reactions of both rods 
and cones. In doing so he is forced to postulate two 


REVIEWS OF BOOKS 


Dr. Elwyn’s own experi- | 
ence does not come .much into the picture, and the ~ 


.studying the parasites are set out. 


- 


[may 31, 1947 


different types of rod, both containing visual putple 
but one capable of dark-adaptation and the other not 
(the “ day rod ”}. There seems to be little more evidence 
in favour of the “ day rod ” than there is in favour of 
the three different types of cone required by the Young- 
Helmholtz theory, though it is only fair to remember 
that Granit, in a purely experimental approach to 
retinal physiology, has found it necessary to assume that 
some rods are incapable of dark-adaptation. Unfortu- 
nately Dr. Willmer accepts ‘rather uncritically some of 
the evidence in favour of his hypothesis; while evidence 
tending in the other direction is often either ignored or 
rejected on insufficient grounds; in the main, however, 
this applies only to minor points. He also has a discon- 


certing way of making startling and unusual statements 


without giving adequate references for them. The book 


“is certain to arouse opposition, especially among those 


who have accepted the classical explanations of colour- 
vision and who do not want to have their ideas upset. 


The bést possible antidote to this attitude is provided 


by W. D. Wright’s foreword, which should be read and 
taken to heart by anyone who wishes to tackle an 
interesting and provocative book. 


Practical Malariology : 
PauL F. RUSSELL, M.D., M.P.H., colonel, M.C., A.U.S., 
parasitology division, Army Medical School ; LUTHER S. 
WEST, PH.D., head of biology dept., Northern Michigan 
College of Education ; ; RecrvnaLtp D. MANWELL, SC.D., 
professor of zoology, Syracuse University, New York. 
London: W. B. Saunders. 1946. Pp. 684. 40s. 


WRITTEN by authors whose practical experience and 
acknowledged reputations are hallmarks of their com- 
petence, this manual gives a comprehensive account of 
malaria and its control. Though written in the closing 


months of the war, and embodying much military 


experience of malaria, it discusses control primarily from 
the standpoint of civilian needs. 

In the chapters on life-cycle, morphology, and physio- 
logy, all technical methods for demonstrating and 
The mosquito is 
exhaustively described in terms of morphology, taxonomy, 


life-cycle, bionomics, and distribution ; and the authors. 


describe ably the technical procedures for collection of 
specimens, for their identification and study, for making 
mosquito surveys, for testing anti-mosquito agents, and 
for experimental work in the entomological laboratory. 
An important section on the community problems of 
malaria discusses epidemiology, climatology, and the 
science of malaria surveys. A large appendix gives 
keys to world anophelines. Beautifully illustrated with 
drawings, photographs, and coloured plates, the book 
is a polished piece of work. 


- Erkennung und Behandlung der organischen Lösungs- 
mittelvergiftungen (Berne: Hüber. 1947. Pp. 168. 
Sw. fr. 13-80).—The toxicology of the volatile industrial 
solvents is yearly becoming more commonplace, but published 
work on the subject is widely scattered, largely uncritical, 
and tedious to study and evaluate. This slim comprehensive 


monograph by Dr. Franz Borbely sets out under general and 


special sections the sources, commercial and domestic forms, 
and clinical symptomatology of these poisons. The analytical 
and special laboratory aspects of the subject are not so 


_ extensively dealt with, for this is essentially a handbook for 


the industrial medical officer. It is well documented witb 


references to published cases. 


Anatomical Terms: Their Origin and . Derivation 
(Cambridge: Heffer. 1947. Pp. 165. 7s. 6d.).—Compiled 
for the increasingly large proportion of medical students who 


have not had a classical education and therefore do not know’ 


and cannot guess the meanings of words derived from Greek 
or Latin and met for the first time, this book, by Dr. E. J. 
Field and Dr. R. J. Harrison, can easily be carried in the 
pocket for rapid consultation. A knowledge of the derivation 
of a word helps one both to remember its meaning and to 
spellit properly. Besides derivations this dictionary includes 
short biographical accounts under eponyms (even to the 
dipping of Achilles). Now we want a companion volume for 
medical terms, such as ‘‘ poikylocytosis,”’ ‘* poliomyelitis,” 
“ anaphylaxis,” and ‘“‘ dysdiadochokinesia.”’ i 


erehe. ee ee 


' 9. Spec. Rep. Ser. mi Res. Coun., Lond. 
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Prevalence of Sickness 


UNT the last few years there was no reliable 
measure of the amount of non-fatal illness among 
our population; for only certain infectious, diseases 
are notifiable, while’ the records of hospitals and 
national health insurance do not give an overall 
picture. This gap in our knowledge was particularly 
embarrassing during the war, and the Report of the 
Ministry of Health for 1946, just published,? describes 
some of the efforts made to close it. A fundamental 
step was the preparation of a coded classification of 
diseases and injuries ? by a committee of the Medical 
Research Council in 1943; this is now used in Great 
Britain, but it is hoped that by next year all countries 
will have accepted the new international classification, 


covering causes of death as well as diseases and injuries, . 


which is being drafted for the World Health Organisa- 
tion. Further information was obtained from the 
records of admissions to E.M.S. hospitals, and from 
the sickness records of a number of firms collected 
by the Industrial Health Research Board. Finally, 
great success has been achieved by the monthly 
analyses of the health of random samples of the 


population instituted in 1944 by Social Survey, with 


the support of the Ministry of Health. Some of the 
survey's results have already been published, in the 
Monthly Bulletin of the Ministry of Health, by Dr. 
Percy Stocks, medical statistician to the Registrar- 
General, who has been principally responsible for 
devising and guiding the investigations, and future 
findings are to appear in the Registrar-General’s 
quarterly returns. The first full report ? traces the 


course of these studies from their inception up to the » 


end of 1945. 

The first survey for what has become known as 
the “health index” was made in January, 1944, to 
collect information about the previous three months. 


. Further surveys, each covering the previous three 


months, were made during six months of 1944; and 
since February, 1945, a survey has been made every 
month. The number of schedules collected at each 
survey ranges from 2000 to 2500; and strict pre- 
cautions are taken to make these truly random 
samples of the population between the ages of 16 
and 64. From the start the public have given their 
willing support, fewer than 1% having refused to 
answer questions; this is perhaps partly because 
the interviewers are mostly women experienced in 
social work, though it is human nature to welcome 
a ready listener to the tale of one’s misfortunes. 
The selection and training of the 300 interviewers 
employed is the task of six regional organisers, who 
hold a monthly conference with the research officer 
responsible for the health index, when flaws in the 
schedule are sought and corrected. Despite all care 
the results cannot be taken at their face-value. 
1, Eeport ort of uae ea of Health for the Year Ended 31st March, 

ding the Report of the Chicf Medical Officer on 


the State. ve the Public Health for the Year Ended 31st 


December, 1945. H.M. Stationery Office. Pp. 194. 3s. 6d. 
1944, no. 248. 
3. The Social Surv "of Sickness, October, 1943, to 


Survey 
December, 1945, ae Patrick $ Slater. 


decreased with advancing age ; 


Experience has proved that memory of minor illnesses, 
good for the immediately preceding month, is not so 
good for the month before that, and is worse still 
for the first of the three months under survey. Some 
people mention complaints which others would think | 
too trivial; some statements are patently wrong 
(e.g., on the state of the m ; and some information 
is intentionally withheld (e.g., about venereal diseases). 
Reliance on the patient’s own diagnosis is probably 
not a source of serious error, for when in a similar 
survey in the United States the diagnoses were ‘ 
referred to the patients’ doctors for confirmation 
there was agreement in 90%. One difficulty is the 
tiresome irregularity of the calendar: January figures 
cannot be compared with those for February without 
allowance for the three days’ difference. Moreover, 
minor changes in procedure may produce_apparent 
alterations in the incidence of disease, and variation 
in the quality of the samples (for instance, through 
demobilisation) may give a false impression of general 
improvement or deterioration. 

The simplest count is of the number of people 
in each sample who have reported any kind of illness" 
or injury during the preceding three months. The 
figures for corresponding months in 1944 and 1945 
were very similar, the anticipated ebb and flow 
between summer and winter occurring in each year. 
For 1945 the percentage ill was highest in March 

(82%) and lowest in September and October (both 
609% The general increase of illness in the winter 
is attributed almost entirely to colds and influenza, 


Other main types of illness arise fairly steadily 


throughout the year, except ‘rheumatism ” and 
nervous complaints, which appear to be more common 
in the summer, possibly because when people have no 
winter ailment they are more prone to complain of 
vague aches and pains or their nerves. In one winter 
period 79% of the sample reported some illness and 
3:8% an injury, but only 70% of the injured also 
had an illness and only 3:3% of the ill also had an 
injury, which suggests that illness and injury do 
not go together, though regions with high illness- 
rates tend also to have high injury- -rates. The 
proportion of the sample reporting illness rose steadily 
from the age of 16 to 64, but the amount of new illness 
liability to injury was 
appreciably greater under than over 30 years of age. 
The incidences of both illness and accident were 
appreciably higher in urban than in rural areas, and 
there were pronounced differences between regions, 


not ascribable solely to varying degrees of urbanisations 
The incidences in different occupations also vary ~ 


widely ; some occupations, such as agriculture and — 
fishing, have low rates of both injury and illness, 

but on the whole occupations where injuries are’ 
common have low rates of illness, and vice versa. 

Health is related to wealth—liability to illness increases 
as income falls—but liability to injury is unaffected, 
by income-level. Surprisingly perhaps, no relation- 
ship was established between total illnesses and 
number of persons per room in the household, but 
people living more than one to a room were particularly 
liable to some diseases, notably those of the mouth 
and teeth, and relatively free from others, such as 
cardiovascular disorders. Women, it was found, 

reported about 25% more minor ailments than men, 
but for more serious illness there was little difference 
between the sexes. / 


754 THE LANCET] 


om 


The survey provided some useful information about 
the amount of medical attention received. In these 
adult samples 56% of the people were insured, and 
95% of the insured relied on a panel doctor for their 
medical care. The private patients saw their doctor 
appreciably more often than the panel patients, the 
average number of consultations in the winter period 
being 1-76 for private and 1-31 for panel. In the whole 
sample the average number of consultations per head 
worked out at about half of one per month. About 
meth of the ill saw their doctor at his surgery and 

13% were visited at home: it would be interesting 
to know whether home visits were more plentiful 
among insured or among private patients, but this 
division is not made in the report. Nearly 3% of the 
ill attended a hospital outpatient department and no 
less. than -8% sought advice from their chemist ; 
3:5% consulted a dentist, 2% an optician, and 3% 
a nurse or qthers. \ 

The publication of a periodical statistical analysis 
of morbidity in the Registrar-General’s quarterly 
returns will provide a record of the changes in the 
nation’s health resulting from seasonal fluctuations, 
epidemics, and the effects: of variations in policy, 
- habits, and conditions. The surveys will also reveal 
more stable relationships between health and sex, 
age, income, and environment. Special inquiries can 
be made by adding supplementary questions to the 
schedules or by making a special survey among a 
selected sample of the population—in January of 
this year, for example, the incidence of deafness was 
inquired into for the Medical Research Council. Other 
plans under consideration are to study the relation 
between the health of old people and their occupa- 
tions ; and to obtain information about the health of 
people living under special housing conditions. It is 
proposed to extend the survey to cover all ages, and to 
record the health experience of a sample of complete 
families over a year. With such an organisation in 
full swing it should be possible to gauge fairly 
accurately the type and extent of our disorders for 
which the National Health Service must provide. 


Iodine and Goitre 


Ir is useful from time to time to overhaul our 
beliefs and make sure that they still hold water. 
Nevertheless anyone who sets out to “ debunk ” 
some established method of preventing disease 
assumes a certain responsibility, particularly nowadays 
when the lay press is ever on the lookout for a startling 
break with tradition. Lately Dr. ISIDOR GREENWALD,} 
of New York, has denied that, lack of iodine in food 
or water is the chief cause of endemic goitre, and his 
views, which the Journal of the American Medical 
Association? calls ‘‘extraordinary folly, unsubstan- 
tiated by anything resembling scientific evidence,” 
have been widely quoted in the American press. 
Having almost certainly convinced many readers, 
both medical and lay, these views might therefore 
form a basis for serious opposition to the preventive 
measures now being pressed forward. It will be recalled 
that the Ministry of Health has recently decided to 
add iodine to the vitamin preparations distributed to 
expectant mothers, while the Goitre Subcommittee 


1. Greenwald, I. Clin. Endocrin. 1946, 6, 708. 
2. J. Amer. med. ASS. yor 133, 620. 


IODINE AND GOITRE 


centration would be considerably less. 


[may 31, 1947 


of the Medical Research Council ? is urging the general 
adoption of iodised salt, and the United States Con, 
gress is being asked to make the iodisation of table- 
salt compulsory.? 

It was CHaTIN ĉ in France, in 1852, who first 
established that the iodine content of water, food, 
and soil was low in regions of endemic goitre, but 
his work was discredited and then forgotten until 
BAUMANN ĉin 1896 discovered that iodine was a normal 
constituent of the thyroid. MARINE was one of the 
pioneers in demonstrating the relationship of iodine to 
thyroid structure and in showing that the iodine 
store varies inversely with the degree of active 
hyperplasia. In 1935 he said that, as CHATIN’s 
observations had been generally confirmed by all 
workers, the -view that goitre was caused by some 
specific virus or toxin must be abandoned.® It is now 
accepted that -endemic goitre is a compensatory 
hypertrophy whose essential cause is a relative or 
absolute insufficiency of iodine, and ‘on this basis 
large-scale attempts to prevent goitre by adding 
iodine to table-salt (usually 5-10 mg. of potassium 
iodide per kg. of salt) have been undertaken “in 
Switzerland, Canada, America, Germany, Poland, 
Australia, and New Zealand, all with favourable results. 
. GREENWALD argues that if endemic goitre really 
does arise from lack of iodine: (1) goitrous people 
should have low basal metabolic rates; (2) goitrous 
thyroids should contain less iodine than normal 
glands, not only per gramme of tissue but per entire 
gland ; and (3) one should be able to produce goitre 


_in animals by placing them on iodine-poor diets, and 


to prevent it by adding to these diets such small 
quantities of iodine as are found in ordinary foods. 
The first of these assumptions is surely a non-sequitur 
and does not deserve consideration. Turning to the 
second, we do not see why, with progressive enlarge- 
ment, the total iodine content of a goitre should not 
equal that of a normal-sized gland, though the con- 
As regards 
the third, goitres have in fact been produced by iodine- 
poor diets ; but it is true that these experimental 
goitres cannot always be prevented or cured without 
giving the animal more iodine than a normal diet 
contains, and it is quite possible that some undis- 
covered factor is concerned. GREENWALD quotes the 
work of THompson,’ who showed that the addition 
of large amounts of iodine prevented goitre, whereas 
small amounts did not, and suggests that iodine 
may check a goitrogenic factor in some diets. Even 
this, however, does not argue against iodine-lack as 
a factor in the disease. GREENWALD makes much, too, 
of what he regards as uncontrolled analyses of natural 
waters, though actually few workers have attached 
much importance to the iodine content of water 
except as an indicator of the available iodine in the 
soil. (SHORE and ANDREW 8 in New Zealand found 
that generally speaking the incidence of goitre varied 
inversely with the iodine content of the soil, though 
there were unexplained anomalies.) He is also per- 
turbed at the lack of controls in assessing the iodine 
content of vegetables, pointing out that the iodine 


3. Lancet, 1944, i, 107. 

4. Chatin, A. Gaz. Hôp., Paris, 1852, 25, 14, 38, 50, 86, 94. 

5. Baumann, E. Z. physiol. Chem. 1896, 

6. Marine, D. mer. med. Ta 19 35, 104, 2334. 

7. Thompson, J. J. Nutrit. 1932, 

8. Shore, R. A., Andrew, F Zealand Dept., sci. industr. . 


Res., Bull. no. 45, 1934. 
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content of the same vegetables growing in the same 


soil varies considerably, and that the differences 
between them are at least as great as between 
vegetables in different regions. Nor is he satisfied with 
the work done on the recovery of iodine from urine 
and fæces. Finally, he remarks that prophylactic 
iodine, while reducing the incidence and severity of 
goitres, does not entirely prevent them ; and he says 
that in some districts the reduction has coincided 
with a spontaneous decrease. 

Simple iodine-lack is no doubt not the whole story. 
Thus a high content of calcium in the drinking-water 
reduces the metabolic effects of thyroxine; a high- 


. protein diet can produce goitre experimentally ; and 


many food constituents affect the thyroid. When 
investigating a goitrogenic factor in  rape-seed, 
KENNEDY ® in New Zealand discovered that allyl- 
thiourea produced thyroid enlargement in rats; and 
it was this that eventually led Astwoop,?® of Harvard, 
to try thiourea as a remedy for thyrotoxicosis. 


CAMPBELL et al.!! in Aberdeen then showed that 


thiourea has a peculiar chemical affinity for iodine : 
by binding with iodine, it may interfere with the 
synthesis of thyroxine. Some goitrogenic principles 
evidently act through the pituitary, for their action 
is inhibited by hypophysectomy; and perhaps the 
individual response to them depends on the degree 
of pituitary activity. The subject is thus complex, 
and it cannot be said that the pathogenesis of endemic 
goitre is yet fully understood. But those who connect 
the condition with iodine deficiency need lose no sleep 
over this fresh analysis. ! 


Skin-tests in Pertussis 


WHOOPING-COUGH now occupies first place as a 
cause of death among the specific infectious diseases 
of childhood. Some 60-70% of children suffer from it 
before they reach school-leaving age, and nearly half 
the cases occur in the pre-school period. Evidence of 
the development of immunity after natural infection 
or artificial immunisation has so far been dependent 
on the demonstration of antibodies in the blood by 
the estimation of agglutination titres, or by the 
complement-fixation or opsonocytophagic tests, but 
such methods—necessitating blood samples from 
young children—are not practicable outside the 
experimental field. A reliable skin-test would greatly 
simplify the study of the epidemiology of pertussis 
and the assessment of the potency of antigens. So 
far four substances have been investigated as possible 
reagents: (l) killed suspensions of H. pertussis in 
phase 1; (2) crude extracts of bacterial bodies ; 
{3) agglutinogen ; and (4) purified toxin. The first 
three give an allergic type of reaction similar to the 
Francis skin-test in pneumonia—i.e., a positive result 
is taken as an indication of immunity. 

THomson,’* who investigated the reliability of killed 
suspensions of H. pertussis in varying concentrations, 
found that these gave non-specific reactions and were 
of no value in determining immunity or susceptibility, 
a conclusion which confirmed the experience of earlier 
workers. By means of an “ endotoxin ’’—a saline 
extract from ground bacterial bodies—he obtained 
positive reactions in 85% of children with a history of 


9. Kennedy, T. H. Nature, Lond. 1942, 150, 233. 
10. Astwood. E. B. J. Amer. med. Ass. 1943, 122, 78. 
11. Campbell, D., Landgrebe, F. W., Morgan, T.N. Lancet, 1944, i, 630. 
12, Thomson, A. R. J. Hyg., Camb. 1938, 38, 104. 
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pertussis, but 30% of control children with no 
history of infection were also positive. He suggested 
that the latter results might be due to immunity 
derived from subclinical infections or from undiagnosed 
attacks. STREAN !° found that purified toxin extracted 
from H. pertussis by physical methods gave an ery- 
thematous reaction comparable to the Schick test in 
diphtheria—a positive result indicated susceptibility 
and a negative result immunity. MARGARET 
KUNSTLER !* supported his findings on the basis that 
65°% of children between six and eight months old 
gave a positive (susceptible) reaction, but FELTON 
et al.! found the toxin was of no value in distinguishing ` 
susceptible from vaccinated children, and SILVER- 
THORNE et al.1® concluded from their investigations 
that the test in its present form was not a reliable 
index of susceptibility or immunity. 

Agglutinogen was described by FLosporF and 
KimBaL. !7 as a highly purified fraction separated from 
toxic components by chemical means after sonic 
disruption of H. pertussis in phase 1. When inoculated 
into rabbits it produced high serum-agglutination 
titres, and intradermal injection into rabbits immu- 
nised with H. pertussis in phase 1 resulted in an indurated 
reaction at the site of inoculation. This reaction did 
not develop in rabbits immunised with H. pertussis ` 
in phases rm and Iv, with H. parapertussis, or with 
unrelated organisms. After standardisation in 
arbitrarily chosen units based on assay by absorption 
of agglutinins from immune serum, FELTON and 
Fiosporr !8 used 10 units of agglutinogen in 0-1 ml. 
of 0:85% sodium chloride as the intradermal dose for 
children. Three types of reaction were observed at 
the site of injection : l 
(1) Posilive-immune (P.-I.).—A well-indurated reaction 

(with or without erythema) 20 mm. or more in 
diameter at either !/, hour or 24 hours or both. . 
(2) Weakly Positive-immune (w.P.-1.).—An indurated 
reaction (with or without erythema) not exceeding 
20 mm. in diameter at either !/, hour or 24 hours, but 
at least 10 mm. in diameter at either time or both. 
(3) Negative-susceptible (N.-S.)—No indurated reaction 
at either !/, hour or 24 hours beyond an area 10 mm. 
_ in diameter. | 
Induration, not erythema, was taken as the determining 
factor in classifying the reactions. There were no 
untoward local or systemic effects after injection ; 
the reaction faded quickly and usually disappeared 
within 36 hours. In this first investigation 94 babies 
aged six to fourteen months were used as controls. 
All gave the N.-s. reaction. Of 305 vaccinated children, 
23 were -N.-S. (subsequently they were found to have 
been immunised with a vaccine of questionable 
potency), 112 were classified as w.P.-I., and 170 as 
P.-I. Of children with a history of pertussis (not 
necessarily accurate) 21 were N.-S., 38 were W.P.-I., 
and 52 were P.-I. Ina further series FLosporrF et al.1® 
obtained similar results. Of 122 “ control ”? children 
aged six to fourteen months, only 1 gave a positive 
reaction ; 89% of children with a history of pertussis 
and 92% of vaccinated children were classified as 
P.-I. or W.P.-I. Although agglutination titres done at 
the same time as the test were negative or nearly so 
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19. Flosdorf, E. W., Felton, H. M., Bondi, A. jun., McGuinness, 
A.C. Amer. J. med. Sci. 1943, 206, 421. 2 


756 THE LANCET] 


BOVINE TUBERCULOSIS IN THE LUNGS 


‘[uay 31, 1947 


in many of the children classified as P.-I. or W.P.-I. 
reactors, there was a well-marked rise in titre three 
weeks afterwards, whereas in the N.-S. group all 
except 1 had no agglutination titre at the time of the 
test, and none retested three weeks. afterwards 
showed any rise. 

FELTON and Fiosporr 2° used the agglutination test 
in investigating an epidemic of pertussis in a children’s 
home. Of 74 children (including 9 cases of pertussis) 
skin-tested at the start of the outbreak, 34 were 
classified as N.-S., 21 as w.p.-1., and 19 as P.-1. The 
reactions in the 9 children suffering from: whooping- 
cough at the time of the test were equivocal. Eight 
secondary cases occurred, 6 from the N.-s. group and 
2 from the w.P.-1. group (the latter had no demon- 
strable agglutination titres at the time of the test). 
The skin-testing once more led to a definite- rise ‘in 
agglutination titres estimated a month later. The 
_ elevation might have been ascribed to the presence of 
pertussis in the home, but in another group of children 
living under similar conditions except that there was 
no ‘evidence of pertussis a similar rise was found 
after skin-testing. In an outbreak investigated at 
another home, the 5 secondary cases occurred in the 
N.-S. group. SMoLENS and Mupp * extracted agglu, 
- tinogen by chemical methods instead of sonic disrup- 
tion of the bacterial bodies, and FELTON et al.'5 
compared the reactions from the two types of agglutino- 
gen, concluding that 5 units of the acid-extracted 
substance (designated E.-I) was equal to 10 units of 
the sonic extract (A.-1).. In an institutional epidemic 
in a children’s home, where pertussis was almost a 
yearly occurrence, the children were tested with both 
types of agglutinogen in 1943. When an epidemic 


occurred after skin-testing was completed all 10 cases | 


were in the N.-S. group. Subsequently all entrants 
- have been skin-tested and the susceptible immunised. 
No further outbreaks have been recorded. 

Thus agglutinogen is apparently a stable fraction of 
the pertussis bacillus, which, when freed from toxic 


components of the disrupted organisms, gives. con- - 


sistent results in the detection of immunity or suscep- 
tibility. It has also a pronounced stimulating effect on 
the production of agglutinins, and if these early 
findings are confirmed, it may have an important rôle 
either as an immunising agent in itself or as a means 
of increasing the protective antibodies of children 
already immunised with whole bacterial. vaccines. 


Proper Care of the Old , 


PROTESTS about the neglect of old people are common 
and shocking enough. Yet, bad as things are, some 
hospitals, some counties, some voluntary bodies, and 
some individuals are already making a good job of 
looking after the old. Believing that it may be useful 
to describe a few of the best examples, we open in this 
issue a series of articles on Modern Care of Old People, 
beginning with an account of capable treatment in 
hospital. Other articles will discuss homes and housing 
for those who are well, special methods of treatment for 
the ailing, and ways of overcoming staffing difficulties. 
None of these homes or hospitals can claim to have 
achieved perfect care of the old ; but in all of them those 
in charge have grasped that their task is active not 
passive ; they have shaken off inertia, and, whatever the 
frustrations and handicaps, are set on steady advance. 
We hope they will infect others with their discontent. 


20. Felton, H. M., Flosdorf, E. W. J. Pediat. 1946, 29, 677. 
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BOVINE TUBERCULOSIS IN THE LUNGS © 

THE part played by the bovine tubercle bacillus in 
the causation of non-pulmonary tuberculosis has been 
studied by several workers in Great Britain, Scandinavia, 
Germany, and the United States, and is now fairly well 
defined. It is known, for example, that in England 
and’ Wales about 30% of. all cases of non-pulmonary 
tuberculosis are due to infection with the bovine type ; 
and much the same proportion holds true for Denmark. 
The findings of the Royal Commission, and later of 
- Stanley Griffith, that only about 1% of cases of pulmonary 
infection were due to the bovine type led to the conclusion 
that, for all practical purposes, -this organism could be - 
ignored as a cause of human phthisis. This belief was - 
generally held for many years, and was not seriously 
challenged till W. T. Munro in Scotland and B. Lange 
in Germany reported a considerably higher -proportion 
of bovine strains. Further observations showed that 
bovine pulmonary infections were much commoner in 


«Scotland than in the south of England, where most òf 


Griffith’s early studies had been made, and that they 
were commonest of all in the north-eastern region of 
Scotland. Work by K. A. Jensen and his colleagues 
in Denmark added weight to these conclusions, since, in 
a study of 3708 strains of tubercle bacilli from cases of 
pulmonary tuberculosis, the bovine type was found to 
comprise 5:3%. The question then arose: how does the 
bovine tubercle bacillus reach the lungs? Griffith and 
Munro leaned towards the view that in these cases pul- 
monary tuberculosis was a late manifestation of a previous 
glandular infection contracted via the alimentary tract. 
Lange, on the other hand, finding a high proportion of 
his cases among farm-workers, was inclined to attribute 
infection to direct inhalation of contaminated dust. 
Fresh light is thrown on this problem by the studies 
in Denmark of Sigurdsson. As he concentrated exclu- 
sively on pulmonary tuberculosis his patients were 
nearly all adults. Iv his first study he collected informa- 


tion on 566 strains of tubercle bacilli that had been 


sent for examination between 1932 and 1940 to the 
State Serum Institute at Copenhagen; of these, 91 
(16:1%) proved to belong to the bovine type. Studying 
the origin of these strains, he found that 67 (40:6%) 
were derived from the 165 patients who had been living 
during the two previous years in country districts, 
11 (28-2%) from the 39 patients who had spent part 
of their time in the town and part in the country, and 
only 13 (3-6%) from the 362 patients who had been 
living under urban conditions. Further analysis revealed 
that, among the 67 rural patients infected with the bovine 
type, 63 had been recently in contact with strongly 
tuberculous herds of cattle, 4 with herds containing . 
healthy reactors, and none with only tuberculosis-free 
herds. These observations suggested very strongly that 
close contact with tuberculous cattle: was the chief 
condition responsible for the development of bovine 
pulmonary tuberculosis in man. 

Milk-borne infection, however, seemed to be largely 
ruled out, for three reasons: firstly, the clinical features 
were those of primary lung disease, not those of an 
alimentary infection; secondly, the younger children, 
who drank milk but who were not in close contact with 
infected cattle, did not develop pulmonary lesions ; 
and thirdly, pulmonary tuberculosis in adult rural 
workers who were not living on infected farms but who 
were exposed to milk-borne infection from these farms 
was uniformly due to infection with the human type. 

Following up this work, Sigurdsson surveyed the popu- 
lation“ of a rural parish (Grimstrup) in the county of 
1. Studies on the Risk of Infection with Bovine Tuberculosis to the 

Rural Population: sxi with Special Reference. to Pulmonary Tuber- 


culosis. By Sigurdsson. London: Oxford University 
Press. 1945. Pp. 250. 15s. 
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. Ribe, to determine the incidence of tuberculous infection. 
No fewer than 680 out of the 745 persons in the parish 
submitted to examination, which included a tuberculin 
test, radiography of the chest, and bacteriological 
investigation wherever pulmonary tuberculosis was 
suspected. For purposes of analysis the subjects were 
divided into three groups, according to whether they 
had been in contact with strongly-tuberculous herds, 
apparently healthy reactors, or only tuberculin-negative 
herds. In the first group 4:8%, in the second group 
2-8%, and in the third group none, showed evidence 
of pulmonary tuberculosis (not necessarily active). A 
second survey was carried out on 100 families living on 
farms where there was a larre amount of tuberculosis 
in the cattle and on 100 families living on farms where 
all the cattle were tuberculin-negative. In the former 
group 30% of persons showed evidence of pul- 
monary . tuberculosis, and in the latter group only 
0-3%. 

The general conclusion reached from these results is 
` that in Denmark pulmonary tuberculosis of bovine 
origin is mainly due to close contact with tuberculous 
cattle, and that infection is contracted by inhalation 
rather than ingestion. 


STANDARDS OF MEDICAL EDUCATION IN U.S.A, 


ONE of the subjects discussed at the meeting of the 
New York Academy of Medicine in April was how to 
improve medical education.! Dr. Carl Eggers pointed out 
that it was in 1904 that the first real steps were taken to 
coordinate the various educational systems under the 
committee of medical education created by the American 
Medical Association. This was followed by the gradual 
elimination of inferior: schools, and in 1910 the first 
classification of medical schools was published. The 
United States now has 69 schools which offer the complete 
course, and 8 which offer only the first two years of 
medical training. 

Much attention has been given in the last few years 
-to the status and education of the general practitioner, 
who is justly called the “ forgotten man” of medicine. 
A good working knowledge of the body as a whole, early 
manifestations of diseases such as cancer and tubercu- 
losis, acute medical and ‘surgical emergencies, and 
obstetrics calls for considerable postgraduate experience. 
But in the light of English custom it is surprising to learn 
that in America before the war 18 months or 2 years of 
house-jobs was considered normal, and the 12 or 9 months 
during the war was thought to be a very short time. 

Concerning the teaching which residents receive, it 
is more and more being realised that recently qualified 
doctors are not in residence only to benefit a particular 
hospital, but to learn as well. Dr. David Seegal criticised 
the present system, pointing out that 87 out of the 111 
hospitals in greater New York have no university 
affiliations. Two major attempts had been made to 
alter this state of affairs, one in New York and the other 
in the State of Michigan. The chief difficulty in both 
cases seems to have been that the available staff did not 
have enough time to devote to teaching, and in New York 
two hospitals were chosen for study, each one nominating 
a medical and surgical teacher (usually doctors who had 
just finished their residencies) who spent a third or half 
of their time in teaching and study. After a year’s trial 
this scheme seems to have worked well, and is generally 
popular. The Michigan plan has been an altogether larger 
design; much seems to have been done to improve 
the education of the doctors in this State. The central 
authority is the university, to which any hospital can 
ask to be affiliated. The hospital must then agree to 
provide a minimum teaching programme for the benefit 
of its residents, which includes daily ward rounds, 


1. Medical Information Bureau; New York Academy of Medicine, 


April 19, 1947. 


_hospital. 


X-ray and pathological conferences, and so forth. In 
return the university provides lectures in the various 
specialties. The great advantage of this scheme is that 
it not only caters for the man who wishes to specialise 
but improves the teaching capacity of the smaller 
The urgent problem is now to make general 
practice more attractive by limiting the process of 
infiltration which has gradually been removing pieces 
from the practitioner’s frontier ; such innovations as the 
health centre should help. 


PROGNOSIS OF RAISED BLOOD-PRESSURE 


As early as 1913 Janeway ! called for caution in giv- 
ing a bad prognosis in cases of raised blood-pressure. 
He demonstrated that many patients with essential 
hypertension lived for years in good health and were 
completely fit for work. Benni,? who reported that 112 
(77%) out of 146 patients: with hypertension died 
after 4 to 14 years, admitted that his figures were 
not quite significant since many of his patients were. 
aged seventy years and upwards. Blackford et al.? 
followed up 222 patients out of 401 from 5 to 11 years 
after a systolic blood-pressure of more than 175 mm. Hg 
had been found. Of these, more than half (70% of the 
men and 39% of the women) died between the first and 
second examinations. The average duration of life after 
discovery of the hypertension was 32 months. The 
death-rates. for moderate and severe hypertension were 
the same. Russek ‘ noted that if the diastolic pressure 
was normal expectation of life was not adversely affected 
by a raised systolic pressure. Rosling,> who followed . 
up 450 patients with raised blood-pressure (the limit 
being 160 mm. Hg and over), found that of 102 of them 
who had essential hypertension without complications 
only 30% were dead 8 years later. Wagener and Keith ê 
grouped hypertensives according to the changes of the 
vessels in the fundi. In the four groups described by them 
they examined 209 patients, and in the follow-up 5-9 
years later 40%, 65%, 92%, and 99% were dead. 

In his recent monograph Poul Bechgaard 7 has reported 
on a follow-up of over 1000 hypertonics. His material 
consists of 325 men and 713 women who at the first 
examination had a blood-pressure of 160/100 mm. Hg 
or over, and 97% of them were examined very carefully 
4-11 years later. The patients were mainly working men 
and women between 40 and 69 years of age, the age-group 
50-59 being the largest. Bechgaard emphasises as one of 
the main characteristics of arterial hypertension the well- 
marked lability of the blood-pressure and its increased 
amplitude. Electrocardiographic examinations showed 
signs of myocardial disease in 30%. Cerebral haemorrhage 
was found in 8-3% and hypertensive encephalopathy 
in 3-5%. Malignant. nephrosclerosis was found in only 
13 patients at the second examination, 11 of whom had 
already had symptoms at the first. In Bechgaard’s view 
malignant nephrosclerosis may be due to a number of 
different conditions, such as psychological strain, infec- 
tion, arteriosclerosis, syphilis, or lead poisoning. From 
his figures, the prognosis of essential hypertension, 
judged from the death-rate, appears to be very good 
indeed. It is remarkable that 41% of the men and only 
22-4% of the women died during the period of observa- 
tion. If the normal mortality for the (Danish) population 
is taken as 100%, Bechgaard calculates the excess 
mortality in his series as +188%. for men and +43% 
for women of all ages. The excess mortality is high up 
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to 49 years and decreases rapidly until 70. Accordingly 
the mortality in women is 143% of the estimated 
mortality, and in men 288%, or more than double the 
normal, Bechgaard postulates a sex difference which 
causes the circulatory system to be more resistant to 
raised blood-pressure in women. The prognosis becomes 
worse with increasing age owing to associated myocardial 
degeneration, and it is bad in malignant hypertension. 

Although Bechgaard’s material consists of patients 
who had a blood-pressure of- 160/100 mm. Hg, or a 
systolic blood-pressure of 180 mm. Hg at the first 
examination, he defines the upper limits of normal 
blood-pressure as 140/90 mm. ‘‘in agreement with most 
of the recent investigations.” Accordingly, he regards 
people who have a blood-pressure of more than 140/90 
mm. as hypertonics, even if they are over 40 years of 
age. He adds, correctly, that “ with this limit a very 
large number of older people (in case of the oldest more 
than 50%) are regarded as hypertonics.”” This would not 
be accepted by British and American observers, who 
regard as abnormal in people over 50 a blood-pressure 
of 170/105 mm. Hg taken under proper precautions 
on at least three occasions. 


DETERMINING THE TIME OF OVULATION 


In the investigation of cases of infertility it is often 
important to ascertain the time of ovulation. The 
methods used for this purpose include examination of 
the vaginal smear and the cervical mucous plug, biopsy 
of the endometrium, and, more recently, charting of the 
temperature, which theoretically should show a slight 
fall at the time of ovulation.® Unfortunately this last 
method, which has the attraction of simplicity, does not 
seem to be proving as accurate as was hoped. 

Farris,1° of Philadelphia, proposes another way of 
establishing the time of ovulation. He finds that if the 
patient’s urine is injected into an immature white rat, 
the rat’s ovaries become hypereemic if ovulation is taking 
place, but not otherwise. The first morning specimen 
of urine is used, and 2 ml. is injected subcutaneously into 
each of two animals. The animals are coal-gassed after 
two hours and the abdomens opened. The degree of 
redness of the ovaries is compared with a standard 
colour chart. Farris attributes the hyperemia to the 
action of pituitary gonadotrophin, which shows a peak 
rise at the time of ovulation. 

-This new test is certainly of scientific interest, and 
should prove valuable in laboratories equipped to 
perform it. The reading of the reaction, however, is 
by no means easy, and Farris admits that abnormal 
reactions are fairly common. We still await the simple, 
cheap, reliable, easily interpreted test for ovulation 
which gynecologists would find so useful. 


FUTURE OF PREVENTIVE INOCULATIONS 


THE list of diseases for which satisfactory preventive 
inoculations have been discovered is ever lengthening. 
Dr. H. J. Parish, in his presidential address to the 
epidemiological section of the Royal Society of Medicine 
on May 23, reviewed current immunological procedures 
for each disease in turn. In the prophylaxis of diphtheria 
and tetanus, typhoid and typhus, smallpox and rabies, 
yellow fever and cholera, the use of an appropriate 
vaccine or toxoid is universally practised. Evidence of 
the value of pertussis vaccine is still somewhat contra- 


.dictory, and the short-lived immunity obtained from - 


influenza vaccine at present limits its application. 
Promising preliminary reports are appearing on the use 
of an attenuated mumps virus, and an effective attenuated 
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measles virus may in time be produced. Dr. Parish 


believes that advances depend on close coöperation 
between the immunologist, the bacteriologist, and the 
chemist. Many unsolved problems remain to be tackled. 
Knowledge of the basis of racial and species immunity 
(inherent non-susceptibility) is entirely lacking. There is 
no explanation of the immunity of man to avian tuber- 


culosis or of dogs and goats to tetanus. Again, we. 


know that immunisation of the pregnant mother 
with diphtheria prophylactic raises the. circulating anti- 
body titre of the child, but although passive immunity 
can be conferred on the mother by injection of diphtheria 
antitoxin in horse serum, these immune bodies do not 
pass the placental barrier. Most exotoxins can -be 
measured quantitatively and qualitatively, and they 
are relatively stable substances ; but endotoxins are in 
a different category and our present understanding of 
their action is much less complete. Dr. Parish suggested 
that in the near future much effort will be expended on 
elucidating the antigenic structure of organisms and 
preparing pure stable antigens capable of exact measure- 
ment and less likely to produce allergic manifestations. 
Other paths of research are the use of new mineral salts 
to combine with antigens—such as the aluminiume 
phosphate diphtheria toxoid of Holt—and careful 
assessment of the antigenic potency of strains used in 
the preparation of vaccines and toxoids. The work of 
Barr and Glenny,! showing that higher antibody titres 
can be obtained with two doses of a.p.T. at a three- 
monthly interval (instead of the usual one month) 
reminds one that we do not yet know the optimum 
spacing or-dosage of diphtheria toxoid. 

There is little hope, in Dr. Parish’s view, that artificial 
immunity will be obtained without recourse to parenteral 
injections, and the ideal of all antigens being adminis- 
tered in one single inoculation is far in the future. The 
growing practice, however, of combining certain antigens 
(e.g., diphtheria and .tetanus toxoids with pertussis 
vaccine) should,- he thought, become more common, 
for it reduces the number of injections without apparently 
reducing the immunising value of each antigen. 


OUT OF POCKET 


ENGLISH local government has a fine record of unpaid 
service. Those taking part have given generously of 
their leisure and energy, and in the past they have not 
grudged the expenses that went with their duties, for 
they were usually in a position to afford them. Today, 
however, with altered social and economic conditions 
many of those best fitted to serve on local councils can 
only do so at a sacrifice which we are beginning to feel 
it is unfair to ask them to undertake. The interdepart- 
mental committee which have just reported? tothe 
Ministry of Health and the Scottish Home Department on 
the expenses of members of local authorities confirm 
these uneasy fears. From the evidence they received 
they gained the impression that some members were 
suffering undue hardship, and that suitable candidates 
were being deterred from standing for election by fear 
of expense and loss of time. They have therefore recom- 
mended that local authorities should have power to pay 
allowances to councillors who lose remunerative time in 
attending meetings and carrying out their public duties, 
and that councillors should be entitled to be paid travel- 
ling expenses and subsistence allowances. ~The principle 
involved is of importance to the new health service, which 
will depend so much on the wisdom and generosity of 
those who sit on its committees and boards. If we are 


to have practical members chosen from among working 


people—whatever their work may be—it is important 
that no-one should be hindered from accepting office 
from fear of out-of-pocket expenses. 


1. Barr, M., Glenny, A.T. J. Hyg. Camb. 1945, 44,135. 
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Special Articles 
HEALTH IN 1945-46 


The Ministry’s Annual Report 


THE transitional period between war and peace, though 
lacking the historic appeal of the war years, has proved 
one of peculiar difficulty for our health services. The 
return of vast numbers of soldiers and prisoners-of-war, 
many of them convalescent from or carriers of a variety 
of infectious and tropical diseases, set an unprecedented 
public-health problem, and Sir Wilson Jameson, the 
chief medical officer of the Ministry of Health, whose 
report for 1945 is for the first time incorporated with 
the Ministry’s annual report,! is justly proud of the 
success of his officers in preventing the spread of such 
dangerous invaders as typhus, smallpox, and malaria. 


—— ee ee 


VITAL STATISTICS 


The birth-rate, which had reached 17-7 per thousand 
living in 1944—the highest since 1926—declined to 
15-9; but this was obviously the result of the departure 
of large forces overseas. The death-rate was 11-4, and 
the civilian death-rate, which included violent deaths 
of civilians due to war operations, was 12-6 per 1000 
—slightly better than the average of 12-7 for the three 
preceding years. The rising proportion of old people 
in our population was reflected in increases in deaths 
due to diseases to which they are most liable. Thanks 
to the small amount.of trallic, road accidents accounted 
for only 4572 deaths, the lowest number for many years, 
while fatal war casualties amounted to 5239, almost all 
of these occurring in the first third of the year. 


INFECTIOUS DISEASES 


Here the striking features were the continued fall in 
the mortality from measles and scarlet fever in children, 
a repetition of the fortunate experience of the war years 
as regards influenza and the enteric fevers, and fewer 
deaths from pneumonia, but more dysentery. 

Influenza.—The fear of a reappearance of the pandemic 


of 1918 was not fulfilled, and there was no need to - 


embark on the large-scale plan of immunisation which 
had been prepared. Only 2686 deaths were recorded 
from this cause, the lowest total for thirty years. 

Diphtheria.—Both notifications and deaths reached 
new low records, with totals of 18,596 and 722, compared 
with 23,199 and 834 in 1944. Since mass immunisation 
was introduced in 1940 the deaths in children aged 
2—15 years have steadily fallen, the rate in 1945 being 
6-7 per 100,000, against 28 in 1941. At ages under 
2 and over 15 years there has been a slight rise. 

Measles.—Notifications reached the highest figure since 
1940, when notification began, yet out of 446,796 cases 
there were only 729 deaths, a fatality-rate of 0-16%, about 
a seventh of that of whooping-cough. 

Cerebrospinal fever.—The 555 deaths (out of 2063 
notifications) were fewer than in any year since 1928 
except 1939. 

Poliomyelitis. —Notifications (784) were higher than 
the previous year (464) but little more than half the 
figure for 1938, the epidemic year. l , 

Intestinal diseases——The remarkable freedom from 
typhoid fever continued, but notifications of dysentery 
again rose, to 16,278; how far this was because of 
better recognition is unknown ; in some 87% the causa- 
tive organism was Shigella sonnei and in the remainder 
mostly Sh. flexneri. Of the food-poisoning outbreaks 
investigated nine-tenths were apparently due to salmon- 
ella infections; the danger of insufficiently cooked 
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Jaundice.—Only small outbreaks of epidemic hepatitis — 
were reported in the year, and there were no cases of 
jaundice following prophylactic or therapeutic inocula- 
tion; but the last battles of the war left an aftermath 
of post-transfusion jaundice, the incidence in one series 
being 82 per 1000 persons transfused. Weil’s disease 


. was the certified cause of 29 deaths, and the case- 


mortality seems to be about 10%. 

Tuberculosis.—The downward trend of the mortality 
among the population as a whole, interrupted in the war, 
was resumed, but there was an increasing shortage of 
beds for treatment, mainly because of shortage of nurses 
and domestics. 

Venereal diseases.—By importing infection from abroad 
and increasing the young adult population, demobilisation 
raised the incidence of both syphilis and gonorrhea, 
but the large number of people who attended the clinics 
for examination and were found to be free from infection 
showed a satisfactory awareness of the value of early 
treatment. 


MATERNITY AND CHILD-WELFARE | 


The infant-mortality rate (46 per 1000 live births) 
was slightly higher than in 1944, while the stillbirth-rate 
(28 per 1000 total births) remained the same. Maternal 
mortality reached the lowest level ever recorded (1-80 
per 1000 total births), and if deaths following abortions - 
are excluded the rate was 1-47 per 1000. Considering 
the shortage of staff and the resulting pressure on the, 
maternity services generally this was a highly creditable 
record. 


LABORATORIES 


The year saw the beginning of the conversion of the 
Emergency Public Health Laboratory Service into a 
permanent structure. Staffing presented considerable 
difficulties, because few trainees had been permitted 
during the war, and not many Service pathologists had 
the necessary training and experience for these civilian 
posts. An important step initiated was the establishment | 
of a central public health laboratory in the premises of 
the Government Lymph Establishment at Colindale. 
The Medical Research Council, which had previously 
administered the emergency public health laboratories _ 
in the provinces, took over control of those in the London 
sectors from the Ministry of Health, but it was thought 
advisable to leave the supervision and coérdination of ` 
central London laboratories in the hands of the London 
County Council. 


THE AGED AND CHRONIC SICK 


The ten hospital surveys, summarised in the report 
by Dr. T. S. McIntosh, revealed a serious deficiency 
in beds (estimated at at least 40%), the obsolescence of 
many of the existing buildings, a shortage and mal- 
distribution of specialists, and the need for more special 
centres. The plight of the chronic sick was emphasised. 
in every report, and one refers to the ‘‘ masses of undiag- 
nosed and untreated cases of chronic type which litter 
our public assistance institutions.” 

Sir Wilson Jameson points out that the medical 
student has in the past received too much of his clinical 
instruction on patients who are acutely sick. This has 
tended to make doctors unduly pessimistic as to what 
can be done for the chronically sick and aged. Steiglitz 
in America has remarked that the aged sick, simply 
because they are old, are too often denied modern 
treatment, though in fact old people tolerate surgery, 
for example, quite well, and with adequate medical 
and nursing attention often make surprising recoveries 
from serious injuries and illnesses. Dr. E. L. Sturdee 
calls for research into suitable accommodation for the- 
aged and also into the early diagnosis and special treat- 
ment of those diseases which are not fatal but may lead to 
years of incapacity unless they receive proper treatment. 
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I o -% : 
A NEW OUTLOOK IN THE WARDS 
The West Middlesex Hospital 


NEGLECT of the old in institutions is rather the rule 
than the exception. Several things have contributed to 
this dismal situation: want of staff, want of buildings, 
want of equipment, even want of paint. But the out- 
standing trouble is want of imagination in the doctors and 
nurses who look after them. Some infirmaries are still 
scrap-heaps to which the medical staff of acute wards 
send any case which seems *‘ not worth treating’; and 
when doctors discard patients in this bored and defeated 
spirit, nurses can hardly be blamed for feeling they are 
scarcely worth nursing. 

In the West Middlesex County Hospital a new “spirit 
has been developed in the reablement of elderly people 
with long-term ailments. Patients are classified according 
to their condition, and are actively treated in a hopeful 
atmosphere. The geriatric wards, under Dr. Marjory 
Warren, are treatment wards equipped to meet the 
special requirements of the aged. 

Probably no condition is so hopeless or 80 daoni that 
it cannot be eased, perhaps ameliorated, by the resources 
of a good doctor ; and it is precisely in the care of such 


patients that the nurse achieves her highest skills. 


A NEW CHANCE 


The West Middlesex is a large general hospital, of over - 


1200 beds, which in the old days shared its site with a 
poor-law infirmary. A medical officer, whose chief work 
lay in the hospital, attended daily to initial medicine- 
cards, and to see any of the old people whom the sister 


thought not so well. The wards were painted in the 


~ 


chocolate and dark green shades beloved of guardians ; 


the pendant electric lights were ill placed, shining in the 
eyes of sick patients and giving poor light to those 


wanting to read. Every ward had its mixture of healthy ' 


elderly patients who could get up; sick patients needing 
treatment or dressings or both; senile, incontinent, and 
demented patients, some of whom were restless 
and disturbing to others; old people, young people, and 
even children. 

In July, 1935, the infirmary was taken over by the 
hospital, under the Public Health Act of 1929; and this 
was recognised as an opportunity. It was not easy, 
however, to know where to begin ; the wards were in the 
Victorian tradition, equipped with low black iron beds 
and lockers which had to be shared between two patients, 
and fitted with ordinary domestic doors, partitions which 
prevented the easy transfer of beds from one section to 
another, and many other awkwardnesses. Indeed these 
wards had never been built or equipped to take sick 
patients, but to house the elderly in dormitory fashion. 
Extravagant outlay was not possible: it was a question 
of making the best use of what lay to hand. A careful 
survey was made of each of the hundreds of inmates, and 
scores of their relatives and friends were interviewed 
before reforms were planned. Early in 1936 the first 
steps were taken in building up the present geriatric unit. 

Patients were classified afresh; the younger ones— 
that is, the under-60’s—were separated from the old, 


who range (especially in the women’s wards) up to 96 © 


and 97. An early change was in the colouring of the 
wards. Walls were painted cream, and comfortable 
high nursing beds painted in pale colours were bought 
for the sick ; ‘low beds suitable for use of ambulatory 
patients, and equally easy to work, replaced the old 
black iron ones. The frames carrying doors were removed 
from the central partitions, leaving a not ungraceful 
archway through which beds could readily be pushed. 
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Lockers of a good type, one for each patient, replaced 
the old clumsy kind. | 

By 1938 it had become possible to replace the main 
doors of the ward by swing doors which nurses with laden 
hands could push open without fumbling for a door-knob, . 
and through which a bed could pass without being . 


. dismantled. At this time, too, the pendant lights were | 


exchanged for opaque bowls set above the ‘beds, from 
which a bright but gentle light was thrown upwards. 

Scarlet top-blankets and light-coloured bedspreads 
and screen-curtains also helped to change the look of the 
place, and relatives were encouraged to visit, and to 
bring flowers to, the patients. This different atmosphere 
interpreted a difference in the care of the patients, which l 
has been steadily growing through the years. 

The old-age groups, in the course of time, were classified 
still further. These with acute illnesses were sent to 
wards where their conditions were investigated and 7 
treated. Restless patients, or those liable to lean to one 
side and fall out of bed, were nursed in wards with cot- 
beds. Ambulatory patients, including those fit for 
discharge and waiting for a vacancy in a residential home 
or hostel, and also those who need to stay a little longer in 
hospital, and yet who do not need to stay in an acute 
sick ward, are grouped together in a ward for up-patients. 
Finally, there are wards for the incontinent. 

The decision to put all the incontinent women together 
in one ward was made in an experimental spirit, for it 
was thought the nursing staff might find it objectionable. 
The medical director and matron, however, agreed to give 
it a trial; and the sister of the ward found in it an 
opportunity for some remarkable work. Since March, 
1936, the ward has had only three sisters in all, and the © 
present sister has been in charge for over four years. 
Some 45 incontinent women fill the beds, yet there is 
no unpleasant smell and no atmosphere of depression ; 
and though most of the patients are senile the atmosphere 
of this ward is as cheerful as that of the rest. 

Nursed according to a routine worked out by an 
interested and experienced sister, every patient is made 
comfortable, and none fears she may annoy her neigh- 
bour, or worse still her neighbour’s visitors, as may 
happen when a solitary incontinent patient is nursed in 
a ward with others. The patients are thus spared the 
feelings of guilt and unhappiness which the incontinent 
patient nursed in a busy general ward so often develops. 
The ward is equipped with 900 draw-sheets and adequate 
quantities of other linen, which greatly eases the nurses’ 
problem. Under these favourable conditions the sister 
finds she is able to train some patients back into conti- 
nence. A sister undertaking this difficult and important 
work is at one of the growing-points of her profession ; 
and in this hospital she has the prestige her work deserves. 

In the cot-bed ward for restless patients, too, the 
sister is keenly interested in their progress. 


OUTLOOK 


Perhaps the greatest change has been in the prognosis 
of the patients. It is assumed from the start that they 
want to get well enough to go back either to their own 
homes, or to the residential homes from which they came ; 
and ‘30% of them do. Patients admitted after a stroke, 
for example; are not left lying in bed until their limbs 
become fixed in permanent contractures; they are 
encouraged to take an interest in their condition, to 
exercise the affected limbs from the day of admission 
or as soon as they are able to do it. After a few weeks 
they get up and practise pulling themselves upright from 
a chair placed at the foot of the bed, by holding on to the 
bed-rail ; later they learn to walk a few steps with help, and 
finally they go down to the gymnasium, where they practise 
with the walking-machine, learn to go up and down steps 
again, meet and talk with others showing like disabilities 
and progress, and develop a healthy spirit of competition. 
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Exercises in the gymnasium. 


The gymnasium is a very simple affair—merely an 
empty ward, well warmed with hot pipes, and with a bar 
made from broom-handles running round the walls, 
plenty of chairs, and some rib-stalls and a small flight of 
steps made by the hospital carpenter. No expensive 
equipment is needed: simple apparatus is the most 
successful. The only piece of bought equipment in 
constant use is thé iron walking-machine which takes 
the patient’s weight along the length of his forearms, and 
gently compels him to follow its progress step by- step. 
The gymnasium can also be used by the physiotherapist 
or gymnast for classes taking breathing exercises, and 
for children needing physical training or re-education of 
muscles ; while taking a class she can keep an eye on seven 
or eight old people practising standing or walking, 
ambling up and down the steps, or doing other exercises. 


Occupation in a treatment ward. 


ADMISSION AND PROGRESS 


Special thought has been given to the placing of 
new admissions, and to the progress of a patient 
through different types of ward. There are two 
admission wards: one contains only cot-beds, and 
receives patients likely to endanger themselves by 
falling out of bed, at least in their early days; the 
other contains only open beds, into which old people 
not likely to need a cot-bed are received. Patients may 
graduate from cot-beds to open beds as they improve. 
If, after careful study, a patient proves to need more 
nursing than medical care—if she has an incurable 
carcinoma or an advanced progressive nervous con- 
dition, for example—she may go to a small ward with 
other similar types of case. Admitted to an open-bed 
ward, the patient normally never sees the cot-bed ward 
at all. If her condition can be improved, she is treated 
and ultimately sent home. If she has no home, as soon 
as she has made enough progress, she goes to the up-ward, 
to wait for a vacancy in a residential home. Thus her 
time in hospital is a steady progress, with the hope of 
discharge at the end of it. Even if she comes back again 
later, she has had so many more months of normal life 
with her family, and she returns to hospital in a hopeful 
spirit, willing to help to mend herself again. 


The up-ward is a cheerful sort of club, where anyone 
who wishes helps to lay and clear the table, and to tidy 
the wards and dayroom. The big Victorian dayroom, 
with ample windows, is lined with easy chairs—some 
tubular, some windsor, some cane, but all easy. Head- 
phones can be plugged into the wall; and books and 


_ papers and flowers can be enjoyed in the well-warmed air. © : 


If a patient wants to spend part of the day in the ward 
quietly beside her bed, writing letters, or lying down on top 
of it, nobody will stop her. Mostof the patients areengaged 
in knitting, sewing, or some other kind of occupational 
therapy, and all look alert and purposeful; the deadly 


. apathy of the institutional ‘“‘ inmate” is nowhere to beseen. 


Two wards might be expected to show a less hopeful 
spirit: the cot-bed admission ward, and the ward for 
the incurable with cancer and other serious diseases. In 
fact, the admission ward looks as cheerful and comfortable 


> ; ett 
+ G9 | ue el ts ee s 
f dEr > 
| +)! i i i 
; er | i 
a Ta | k 
J > yo ” | . 
De ma me ms To PULSE 
-EN on on s ae 
Ne Ee me ~i 
aks 2 
“a — 


A ward in the new tradition. 


as the rest, and the incurable ward is astonishingly free from 
fear and despair. Several of the patients make felt toys 
in gay colours, the materials and patterns being supplied 
by the occupational therapist. They are much interested 
in this little craft, and are ready to explain that they 
had never tried it before. In the men’s ward, string- 
seated stools and knotted dog-leads take the place of 
sewing, and excite the same interest. 


THE NURSES 


The most striking thing about these wards for the 
chronic sick is the attitude of the nursing staff. They 
are keen, lively, conscious that they are exercising them- . 
selves fully in their profession, and proud of the results. 
A bedsore is regarded as a disaster, and nursing students 
learn the real technique of prevention of bedsores, on 
helpless or | 
paralysed, 
thin, old | 
patients 
whose 
tissue- 
paper skin 
needs 
minute 
care. This 
state of 
mind in 
the nurses 
is not the 
creation of 
amoment: 
it has 
grown 
gradually 
as the in- © 
spiration 
to be found in this kind of work has been revealed to 
them. The West Middlesex Hospital is now well fitted 
to offer State-registered nurses a certificate in the care 
of the chronic sick. Such active nursing is the outcome 
of active doctoring. 
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POSTGRADUATE EDUCATION 
IN THE SERVICES 
P. K. FRASER 
M.D. Glasg. 
SURGEON COMMANDER ROYAL NAVY 
A NEW era of medicine .is opening, and the time 


seems ripe for a complete fusion of the civil and Service 
aspects of the profession. 


It may be asked what was wrong with pre-war medicine 


that necessitates a new era. Similarly we might ask 
what was wrong with the horse-drawn omnibus at the 
turn of the century. The answer is Nothing. As the 
horse gave way to the motor, so medicine is adapting 
itself to changing times and newer horizons. The situa- 
tion is neatly summed up by R. L. Wilbur, of Stanford 
University, U.S.A., when he says: 

“ Specialization is inevitable and group practice desirable. 
The future of medicine will be played out around medical 
centres now existing and to be established, where all the 
institutions and workers in medicine come together and 
make a pool of medical knowledge.” 1 


Some will object to this emphasis on specialisation, 
but the following remark by K. T. Compton puts it in 
perspective : ` 

“In the early days all the sciences were combined 
together frequently in the same individual. Later the 
various specialties had a tendency to run their separate 
courses. Now we find them coming together again for 
mutual support.” ? ` 


If we are to produce men of the calibre of the older 
school of general practitioners and consultants, with their 
breadth of outlook in all the sciences and their under- 
standing of medicine as related to human suffering, 
compartmentation must be broken down and integration 
fostered. Carried to extremes, specialisation merely 
provides a series of doors at which the patient knocks 
in the hope of finding the right one. The specialties 
must be based on a broad general understanding : after 
all the tallest New York skyscrapers have a pretty wide 
foundation. In a growingly complex field, we must, as 
"Compton says, come together for mutual benefit and 
support. 
HOUSE-APPOINTMENTS 


In Service as in civil medicine we have the problem of 
the gap between the general practitioner (general-duty 
officer) and the hospital. In civil life some practitioners 
demand the right to treat their own cases in hospital 
and some even specify special G.P. hospitals. There is 
something to be said for this; for, as Osler said, ‘‘ the 
general practitioner does the work and the consultant 
does the writing and collects the fees (or the kudos).”’ 
However, having practised in and out of: hospitals in 
civil and Service medicine, I can say emphatically that 
to carry out such schemes would produce an adminis- 
trative bedlam. What these men want is access to the 
material in hospital, and this can be achieved by regarding 
all hospitals as postgraduate centres with ward rounds, 
demonstrations, and clinical meetings. l 

To organise teaching—or, to put it in another way, 
presentation of material—would require changes in 
staffing ; and as Naval hospitals are the only Service 
hospitals with which I am familiar I shall take them as 
an example. . i 

In the large base hospitals the senior establishment is 
simple and compact. The senior officer has his two heads 
of the divisions of medicine and surgery, and after 
them come the specialists in charge of wards. No 


1. J. Amer. med. Ass. 1946, 130, 1055. 
2. Ibid, 1946, 131, 77. 
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business expert could quarrel with this. Below this level, 
however, there is dissatisfaction. There are no definite 
house-physician or house-surgeon posts and there is 
considerable insecurity of tenure. The absence of 
appointments as resident medical (or surgical) officer is 
another outstanding lack. House-posts should be definite, 


. and men should be appointed house-physician or-house- 


surgeon for a stated period—e.g., six months. Posts at 
the R.M.0. level would give the holder access to all the 
work of the division, and all records would pass through. 
his hands for final approval. He would help and direct. 
the house-officers and would arrange the teaching 
programme -throughout his division. | 

At this point we can raise the burning question of 
adequate clerical assistance. During the war the typist- 
stenographer played a valuable part in conserving man- 
power, and this type of economy is at least as necessary 
now as it was then. Adequate office equipment is essential 


In any modern organisation, and particularly in hospitals 


where the records form the patient’s main safeguard in 
future illnesses or in questions of compénsation. Further, - 
these records are invaluable in any research project. The 
specialist should be left free for the duties of his office 
and not saddled by work which belongs rightly to a 
junior clerk. | : i 
SERVICE AND CIVILIAN 


Integration with the civil side can best be arranged 
at the specialist level. Most Service hospitals are within 
reach of their civil counterpart, and the Service specialist 
should be appointed as associate to his civilian ‘‘ opposite 
number,” who will assume responsibility for his continued 
training. The medical services of the Forces have always 
been part of the medical services of the nation, and no 
opposition to this plan need be expected: indeed it has 
been tested unofficially over many years, and merely 
requires Official sanction and wider scope. With the 
coöperation of the local consultants a teaching programme 
embracing all medical facilities in the district could be 
arranged. : oe 

The outstanding gap in these proposals concerns the 
man seeking highly specialised and personal, tuition 
not available locally. Usually he is a candidate for a 
higher degree or diploma, and his case could best be 
dealt with through a central office as at present. Here 
the Postgraduate Medical Federation is the natural 
body to approach, though unfortunately its activities 
are confined to the London area. The ideal for most 
people is appointment as personal assistant to one man 
who undertakes the teaching and direction of his 
pupil. 

Eventually, perhaps, we could have overseas post- 
graduate study at the more senior levels. During the war 
many pleasant and valuable contacts were made with the 
best brains of our Allies, and it seems sad that this 
great broadening influence should come to an end. As 
Levine, of Boston, has put it, ‘‘ we little realise the 
constant acquisition in knowledge that we experience 
from the casual and more spirited conversations with 
our intimate colleagues and medical friends. This is 
one of the most characteristic and laudable aspects of 
our great profession.” The United States Navy has 
already drawn up an ambitious programme of post- 
graduate teaching which merits close study. | 

I am indebted to the Medical Director-General of the Navy 
for permission to publish this article. 


— a Iul 


An exhibition of labour-saving devices for use in hospitals, 
organised on behalf of the Ministry of Health by the British 
Electrical Development Association with the coöperation of 
the British Gas Council, is being held at the Empire Tea 
Centre, 22, Regent Street, London, S.W.1, from July 15 to 
August 2. The morning sessions are being reserved for hospital 
representatives, but the public will be admitted every weekday 
afternoor, from 1 to 6. r 
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. A Running Commentary by Peripatetic Correspondents 


I wisH I were one of the better sorts of invalid, the. 


intellectual type. Lancelot Hogben in bed for a month 
wrote Mathematics for the Million. Robert Lynd while 
ill last winter wrote many an essay full of charm and 
whimsy for the Saturday Page of the News Chronicle. 
Our own professor retires on an average twice a year 
with what he terms bronchitis ; he remains in bed about 
a week, and during this time performs that comprehensive 
feat known as “ keeping-up-with-the-literature,’’ reviews 
three books, writes two witty articles for the lighter 
columns of the learned periodicals, one stinging letter 
to the Times, and prepares three or four addresses, 
lectures, and surveys. pee 

How do I pass the day ? Eight to nine o’clock, bath, 
face-fixing, schizophrenic indecision—blue or pink 
pyjamas ? Ten to eleven newspapers. Eleven to one 
o’clock gossip with kind colleagues who pop in to pass the 
time of day. One to three o’clock detective story, sleep. 
And so on throughout the unproductive day. The only 
remotely intellectual effort of the whole twenty-four 
hours is the designing of fantasy meals—grilled Jamb 
cutlets, camembert cheese, mushrooms on toast, crépes 
suzette, complete in the blue flame of old brandy. Do 
fantasy meals stimulate the gastric juice? I imagine so, 
judging by the lack of gastric peace which is my lot at 
present. If this is true does the opposite work ? Here 
perhaps is the idea which places me right in the front 
ranks of intellectual invalids; here is a new treatment 
of peptic ulcer. Let the ulcer patient eat what he likes, 
when he likes, and where he likes, but let him meditate 
every two hours on milk, mashed potatoes, and poached 
eggs. Here’s an idea worthy of research, and by Saint 
Sippy! let me be the first subject of the experiment. 


x% x% * 


The Webbs, as much as any, are responsible for the 
design of the new society which we have been and are 
now building. None have contributed more to its theory 
and practice in social security and constructive public 
health, in nationalisation, in industrial relations—and in 
converting the public mind to the idea of the positive 
welfare State as opposed to the police and fire-brigade 
State of Victorian England. 

What manner of folk were they? Despite the auto- 
biography (least personal I have read) and the life of 
Beatrice I still find them very difficult to picture and 
rather intimidating. Neither do the first two ‘‘ Webb 
Memorial ” lecturers, R. H. Tawney and Margaret Cole, 
indulge our curiosity (‘‘ beware of dilletantism!”’, 
Tawney imagines Beatrice admonishing; “above all, 
no intimacies,” echoes Sidney), and in true Webb fashion 
they keep their noses to the grindstone and confine them- 
selves strictly to the work of their heroes. 

Were there ever such workers? Tawney mentions 
45 volumes, including the ten on local government, apart 
from the pamphlets (Sidney wrote 47 of these.for the 
Fabians alone), articles, essays, and introductions to works 
by other writers. All this on top of an intensely active 
life in the Fabian Society, Labour Party, L.C.C., Parlia- 
ment, and L.S.E. Luckily they had private means: 
Laski mentions somewhere that fifty years of solid and 
systematic writing brought them in less than £100 after 
their secretarial expenses had been paid. 

Two threads ran through their lives. First, they studied 
social institutions with a view to transforming them. 
They were interested in knowledge only as a guide to and 
a precursor of action. Second, they were democrats bent 
on converting others to their way of thinking, and shirking 
no effort in education, propaganda, organisation, and 
agitation to achieve this. They were thus and above all 
practical people with an uncanny sense of what was 
practicable as well as desirable. I suppose one could say, 
therefore, that their approach was essentially English ; 


and even in their latter-day conversion to Soviet Com-: 


munism what attracted them most was the “ marriage 
of dogma with a perpetual consideration of ways and 
means.” 

Was it their own near-perfection that led them, 
. perhaps, to under-estimate the human element in all this 
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planning ? Mrs. Cole describes as their major weakness 
the insufficient attention they paid to the problem: 
Who would run and tend the machine of their welfare 
State? Today, as each new situation arises, whether it 


be that of caring for deprived children or managing 


regional hospital boards, we have no opportunity to 
forget how much we depend on those who administer 


the law. 
* * * 


When I tell him that I got a credit in arithmetic in the 
School Certificate of 1918 and that I often give my 
boys in form II and Illa some useful tips with their maths 
homework Mr. Patrick Slater will no doubt be glad of 


_my opinion on a point in his Survey of Sickness. 


In a total sample of 6950, he says, “ 5518 of the subjects 
(7925) suffered an illness of some kind . and 263 (4%) 
suffered an injury; 185 (only 70°, of those injured) suffered 
illness as well as injury. Hence illness and injury do not go 
together ; healthy people are more likely to be injured than 
ill people are. When they are well, people are exposed to 
risks of injury on the roads and at their places of work to which 
they are not exposed when ill; therefore this finding is in 
accordance with reasonable expectations.” 


I’m with Mr. Slater in thinking that rest in bed is the 
finest preventive against being run over, but surely 
his calculation (my italics) doesn’t show that. He 
should have told us that the 185 was only 3:3% of those 
ill. What the present one shows is that uninjured people 
are more likely to be ill than injured people are, which 
isn’t quite so obvious; I suspect the small difference 
really shows that when you have lately had an accident 
you are not so keen to tell the interviewer all about your 


colds and rheumatics. 
* * xk 


The political views of my sister-in-law are not those 
of the majority, but her remarks on social phenomena 
gain in vigour from this dissonance. In her last letter 
she has a few bitter comments on the effect of social 
legislation on the habits of Maoris in New Zealand. 
Apparently the Maori has received with gratified and 
gratifying enthusiasm the family allowance of ten 
shillings a week per child. This has enabled many a family 
man to retire and live a life as carefree as any debenture 
holder, and permits him to concentrate on the congenial 
and productive task of increasing his income. This is 
shocking enough to anyone with old-fashioned views on 
the distribution of wealth, but she complains further that 
it is now impossible to find a taxi. The Maori, with a 
pleasant, naive, and absorbing passion for taxis, spends 
much of his newly acquired wealth in the easy transit 
from one social event to another. The sting comes in 
the tail of the letter. My sister-in-law, who lives near 
a large Maori pah (i.e., village) spends most of her day 
admitting engaging and smiling Maoris who want to use 
her telephone to call a taxi. 


* * x 


When we were going through the addresses and phone 
numbers of my colleagues my new secretary asked how ' 
she was to know which was a suitably equipped anæs- 
thetist (they are all well qualified) to book in a hurry. 
We decided that the R.A.C. and A.A. method would þe 
best, so now they are starred like the hotels. A **** 
stuffist must have a closed circuit, cyclo, and curare, 
be au fait with adrenaline drips, and be able to engage 
the onlookers in conversation on abstruse physiology 
when I am in a tight corner: naturally, like the hotels, 
he will be the most expensive. For *** a closed circuit 
and a knowledge of spinals will do, with of course an 
eccentric nozzle syringe for his thiopentone. The ** man 
must have a Boyle’s and be able to use thiopentone too. 
A * anesthetist has no machine of his own but is safe 
on the hospital one. We don’t feel’that I shall ever need 
a ***** man, but you never know. I’m just off after 
dinner to do a job with a “ local.” 


* * x% 


Dear Old Lady: ‘‘ As you know, Doctor, I cannot 
afford to have you calling as often as I would like, but 
when the new Health Service comes into force I shall 
want you to visit me every morning at half past eleven.” 
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Letters to the Editor 


G.P.I. TREATED WITH PENICILLIN 


Sir,—Dr. Smith’s interesting paper of May 17 raises 
the important question of the permeability of the blood- 
brain barrier to antibiotics. Like other investigators, he 
could not detect penicillin in the cerebrospinal fluid, 
after its administration in moderate doses, despite its 
presence in the blood-serum. His explanation of. its 
absence from the cerebrospinal fluid requires some 
comment. | 

The. interchange of substances between blood and 


cerebrospinal fluid (c.s.F.) differs from that between 


blood and central nervous system (C.N.S8.). 

The theory of the blood-brain barrier (B.B.B.) developed 
from Goldmann’s! two classical experiments. The first 
proved that, when an acid semi-colloidal dye, trypan-blue, 
was injected intravenously or subcutaneously into an 
animal, all organs of the body were more or less deeply 
stained except thec.n.s. Inthe second experiment the dye 
was introduced directly into the subarachnoid space and 
produced intense staining of the outer and inner surfaces 
of the brain. From these resulfs Goldmann deduced 
the existence of a protective barrier between blood and 
C.N.S., Which he.called the Blut-Gehirnschranke. It 
was his second experiment, and the wrong conception 


that the c.s.F. represents a nutrient fluid of the C.N.S., 


which gave rise to the erroneous view that the exchange 
of substances between blood and cC.N.s. takes place 
exclusively through the c.s.F. (von Monakow,? Stern 3). 
This hypothesis was widely accepted until Wesselkin,é 
Friedemann and Elkeles,5 and Schmid è invalidated its 
experimental foundation. These workers found inde- 
pendently that intravenously injected basic aniline dyes 
stained the brain intensely without appearing in the 
c.s.F. Friedemann and Elkeles could prove that the 
fluid of the lateral ventricles and the cisterna magna were 
completely unstained when immediately after the intra- 
venous injection of a basic aniline dye the exposed cortex 
of the brain became coloured. In contrast to Goldmann’s 
second experiment, not only the outer and inner surface 
of the brain was stained, but the grey matter also showed 
staining throughout. In numerous experiments with 
aniline dyes, toxins, viruses, and drugs, we found evidence 
that the ability of substances to reach the C.N.S. is 
largely determined by their electrochemical properties. 
Substances carrying a negative charge (acid) do not 
penetrate into the normal tissue of the C.N.S., while 
those with a positive (basic) or no charge at the pH of the 
blood may reach the brain. This explains why basic 
aniline dyes are usually very toxic, unlike the acid dyes, 
which can be given in relatively large doses. From these 
experiments originated the idea of using acid dyes in 
aid of brain surgery, assuming that brain tumours 
and other pathological tissues in the C.N.s. would behave 
differently towards vital staining with acid dyes. It 
was shown for the first time that Kiton fast green, a 
sulphonated malachite green (behaving like an acid 
dye), stained certain brain tumours and other patho- 
logical tissues of the human brain, whereas normal brain 
tissue remained unstained (Sorsby, Dickson Wright, 
and Elkeles ’). 2 8 

The so-called blood-c.s.F. barrier differs from the 
B.B.B. in so far as basic dyes and substances do not 
penetrate from the blood into the spinal fluid, as shown 
in our experiments.*' Acid dyes penetrate to a small 
extent into ‘the cerebrospinal fluid, when present in 
high concentration in the blood. But under certain 
pathological conditions there seems to be a similarity 
between the two barriers. Just as acid dyes penetrate 
into pathological tissue of the C.N.S., so they permeate 
into the c.s.F. in purulent and tuberculous meningitis. 
Recognition of these, facts should help to explain the 


1. Colas. E. Vitalfirbung am Zentralnervensystem, Berlin, 
191 


. von Monakow,C. Schweiz. Arch. Neurol. Psychiat. 1919, 4, 325. 

. Stern, L. Ibid, 1921, 8, 214. 

Wesselkin, P. N. Z. ges. exp. Med. 1930, 72, 90. 

; Koed monn U., Elkeles, A. Disch. med. Wschr. 1931, 46, 


1 i 
Schmid, H. Arch. Psychiat. Nervenkr. 1931, 95, 303. 
. Sorsby, A., Wright, A. D., Elkeles, A. Proc. R. Soc. Med. 
1943, 36, 137. 
. Friedemann, U., Elkeles, A. Lancet, 1934, i, 719 and 755. 
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‘therapeutic action of penicillin (an acidic antibiotic). in 


neurosyphilis and in acute inflammatory meningitis. | 
The above observations may offer an explanation why 
an acid antibiotic like penicillin reaches the damaged 


_and degenerated cortex of the brain in G.P.1., without — 


appearing in the cerebrospinal fluid. 
London, W.1.  - ; 


CALCIFEROL IN PULMONARY TUBERCULOSIS 


Sir,— Your issue of April 5 contained a noteworthy 
Sandiland,, Dr. Franklin, and 
Dr..Feeny. Their results, however, were disappointing, 
and at variance with those published by other workers 
during the past year or two. A comparison of the 
dosages employed suggests the reason for this wide 
divergence in results. pE 
. Raab 1 writes : -“‘ In culture media 50 units per c.c. inhibited 
the growth of tubercle bacilli. In empyemas, approximately 
the same amount of Vitamin D (50 units) per c.c. pus, 
made the tubercle bacilli disappear . . .. if we assume that the 
therapeutic dose in the human body is 50 units Vitamin D 
[per g. body-weight].we could figure out the amount needed 
for a person according to his weight. For instance, a 70 kg. 
patient would need 3,500,000 units or 87:5 mgm. Vitamin D, 
crystals. Can such a level be obtained and maintained ? ” 
Gounelle and Bachet ? tried to maintain a very high level 
by administering 750 mg. vitamin D (30,000,000 r.v.) in 30 
days—i.e., an average dose of 1,000,000 I.u. per day—in 
a severe case of bilateral micronodular and bronchopneumonic 
pulmonary tuberculosis. They reported: “‘ this patient has- 
been apyretic these six months .. . and the evolutionary 
signs, the clinical as well as the radiological ones, have dis- 
appeared....We noticed a coincidence between the cessation 
of the evolution and the initiation of the vitaminocalcic treat- 
ment: This fact has been also noticed in 5 other cases with 


A. ELKELEs.. 


very advanced lesions.” 


Fanielle® usually gives an average dosage of 100,000 1.v. 
daily, but claims to reach 600,000 1.0. per day, over a period 


. of weeks, if necessary ; he has, for example, given 12,600,000 


I.U. in 21 days. This author mentions 9 cases of pulmonary 
tuberculosis (among many treated with high doses of calciferol) 
who all showed marked improvement. ka o 


Your contributors reached a maximum total dosage 
of only 3,000,000 1.0. over a maximum period of 50 
days—i.e., an average daily dose of only 60,000 I.U. 
How can a level of 3,500,000 I.U. be obtained and main- 
tained with a dosage of this small order? — 

Could Sandiland, Franklin, and Feeny, and others 
with equal facilities for treatment and observation, be 
induced to repeat their experiments using a dosage more 
in line with that of the above-mentioned workers ? ~. 

London, W.1. J. J. PHELAN. 


THE DOMESTIC CAT AND NEUROTROPIC 
VIRUSES 


SIR, —In your leading article on lymphocytic meningitis 
(April 12) it is suggested that in the study of the source 
of infection of virus diseases the domestic cat might 
repay investigation. In 1937 I published in Sperimentale 
(91, 3) a paper on spontaneous encephalitis of cats as a 
possible source of infection in a human case. ` p: 


This was the result of investigations, carried out at the 
pathological department of the University of Florence, 
following the observation of a sporadic case of encephalitis 
of the lethargic type in a middle-aged woman. A cat belong- 
ing to this patient had shown signs of ill health and varied 
nervous symptoms for many months. Histological examina- 
tion of its brain revealed moderate degree of infiltration 
of the leptomeninges and choroid plexuses. ‘Degenerative 
and proliferative changes were found in the nuclei of the 
base with infiltration in the ependyma of the lateral ventricles 
and around the blood-vessels. Perivascular infiltration and 
degenerative changes were seen in the spinal cord. 

A filtrate from this brain was injected intracerebrally into 
three cats. One showed definite changes in the nervous 
system which were not found in its twin kept as a control. 
The results in another were of uncertain significance. The 


1. Raab, W. Dis. Chest, 1946, 12, 68. ` 
2. Goune: H., Bachet, M. Bull. Soc. méd. Hôp. Paris, May 3, 


3. Fanielie, 'G. La D-Vitaminotherapie & Doses Massives et 
Rapprochées, Liége, 1944. - a Á i 
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third showed areas of focal infiltration and necrosis near 
the lateral ventricles, perivascular cuffs, and infiltration in 
the ependyma ; but similar changes were found in its mother 
and a twin examined as controls, as well as in two other 
controls. No abnormalities were seen in the brains of three 
cats inoculated with filtrate of normal brain of a cat or 
in twelve normal controls. The results of bacteriological 
investigations were inconclusive. 


It was suggested that cats are liable to be infected 
with neurotropic viruses and may therefore act as a 
reservoir from which the infection could be transmitted 
to human beings. 

-The number of animal species known to be affected by 
various virus diseases is increasing, and much has recently 
been learnt on the links between man and animal infec- 
tion. The cat appears to have been strangely overlooked 
in these studies. Dr. G. H. Jennings in his paper of 
April 12 states that many homes from which his patients 
were coming had cats. 
some of these cats, and generally paying more attention 
to this animal. 


Epsom. WILLIAM N. ROGERS. 


CINEPLASTIC OPERATIONS 


SIıR,—In recent issues I have read with considerable 
interest several articles and letters concerning the value 
of cineplastic operations for amputation of the upper 
extremity. 

As an exponent of this method in the United States 
for the past twenty years, I have always taken the view 
that there is no one device or procedure that can answer 
the needs of every arm amputee. My practice has been 
to employ cineplasty along with other devices such as 
the utility hook, the mechanical hand, or other special 
mechanical prosthetic appliances as a reservoir from 
which we can select the one which will best fit the needs 
of each specific case. In my opinion the device or method 
must be fitted not to the person’s stump but to his whole 
personality, bearing in mind the psychological and 
vocational as well as the economic aspects. 

Regarded in this way, we will find that cineplasty has 
its place as a special measure to meet the needs of special 
persons rather than as a solution to the problems of all 
amputees. 

Newark, New Jersey. 


HAEMOLYTIC DISEASE OF THE NEWBORN 


Smr,—May I comment on your interesting annotation 
(April 5), and on Sir Leonard Parsons’s letter (April 19) ? 

Nomenclature in hematology is notoriously vague ; 
indeed it does not appear to be clear what each hæmato- 
logist means by an erythroblast. May I suggest that 
instead of ‘‘ hemolytic disease of the newborn ”?” there 
be a new classification under the heading ‘‘ Rhesus 
diseases of the newborn,” to include (i) erythroblastosis 
or congenital anzmia; (ii) icterus gravis neonatorum ; 
and (iii) hydrops foetalis. Such a classification does, I 
think, agree with present-day knowledge. In (i) the 
antibody has attacked mainly the hzmopoictic system 
of the child, and the disease is a hemolytic congenital 
anemia. In (ii) the liver cells and, either primarily or 
secondarily, the brain and extrapyramidal cells are 
attacked by the antibody or antibodies; this is essen- 
tially a toxic condition, unconnected with hzmolysis. 
In (iii), the gravest of the diseases, the antibody has 
attacked all the internal organs, with the well-known 
result of stillbirth or an cedematous, peeling, foetus 
destined to live only a few hours. In these three conditions 
it may seem that the maternal antibody, whether single, 
compound, or incomplete (blocking), may be selective 
for certain tissues. 

Regarding treatment, surely Sir Leonard Parsons 
would not suggest that the logical treatment of a severe 
case of icterus gravis, where, as often as not, there is no 
angemia, is to transfuse with Rh-negative blood ‘‘ to 
correct the anæmia.” Exsanguination transfusion is no 
new treatment; many years ago it was practised by 
Sir John Fraser, in Edinburgh, for the treatment and 
prevention of shock due to burns. | 

Finally, in respect of mortality, Sir Leonard gives a 
figure of 27 %, for these babies at his clinic since he started 
to transfuse Rh-negative blood. In my own small series, 
since 1942, the mortality is nil, but in view of the 


HENRY H. KESSLER. 


It may well be worth examining . 


unfortunate incidence of kernicterus I would have 
welcomed a mortality of more than 27%. To my mind 
it is the end-result that matters, not the immediate 
mortality ; and further careful consideration of children 
two years after survival of the disease is needed. 


Nelson, Lancs. HENRY THIRD. 


CHILD GUIDANCE IN OLD AGE 


SırR.—The meshes of the net spread by Professor 
Mackintosh in your issue of May 17 are a little too plainly 
visible. Chaff will not trap the wary old bird. 

I appreciate the spirit of mischief that has crept into 
the latest of his pastoral letters ; but will he tell us, who 
have changed our occupation at 65, how to recognise 
that even for the new task our powers have become 
inadequate and a proper opportunity for ridicule by our 
loved young ones? 

Perhaps, after all, I am enmeshed in his snare ! 

PHOENIX. 


ADVICE ON THUNDERSTORMS 


SIR —Your note on thunderstorms (May 17, p. 682) 
interested me. I would like to describe the precautions | 
taken by a family I once knew. To permit fireballs 
to pass safely through the house without striking off 
their legs they used to open doors and windows and 
sit with their feet on the table. These precautions were 
invariably effective. In addition the mether encouraged 
her children by the assurance that every flash or bang 
meant that the storm was a hundred miles farther 
off. I believe they heard storms raging in New York or 
Siberia. This assurance was also effective and none 
broke down under the strain. 

Colchester, 


TECHNIQUE OF PROSTATECTOMY 


Str,—The correspondence following the article. by 
Mr. Terence Millin! introducing retropubic prostatic 
adenomectomy showed the interest in methods of curing 
prostatic obstruction. The bulk of prostatectomies are, 
no doubt, carried out by general surgeons, and the non- 
urologist has at times to steer his barque into a somewhat 
ammoniacal breeze and navigate the narrows of the 
bladder neck. Some of those who do not specialise 
in urology have not the opportunity or inclination to 
acquire the special skill called for outside the old- 
fashioned suprapubic enucleation, the disadvantages of 
which are the wet condition of the patient, the frequent 
changes of dressings after operation, the unsightly 
scar, and sometimes a subsequent ventral hernia. These 
disadvantages can be largely avoided by adopting the 
well-known surgical principle of draining through an 
incision separate from the main operative one—a method 
I have been using for about three years. 

In the one-stage operation a median incision is made 
from the pubes to near the umbilicus, the prostate is enutleated 
through a vertical incision low in the bladder, and the bleeding 
is controlled by irrigation or packing. With the help of 
two fingers in the bladder, the peritoneum is stripped as 
high as possible so that the anterior part of the dome of the 
bladder as it recedes backwards is laid bare; a de Pezzer 
catheter is inserted through a stab-wound in this region, 
and the hole made watertight by a circular catgut suture ; 
the catheter is then brought out by a track made through 
either rectus muscle and sheath and a skin stab, so that it 
passes obliquely upwards to one or other side, coming out 
just below the umbilicus. a 

In the two-stage operation, the first stage consists of an 
incision starting about one inch above the umbilicus over 
the right rectus muscle and passing downwards and medially 
to about two inches below it and towards the midline. Where 
the bladder is not large, the downward extension may have 
to be greater. The anterosuperior surface of the bladder is 
laid bare and the de Pezzer catheter inserted as above. This 
leaves the area immediately above the pubes free of adhesions, 
a virgin field for the actual prostatectomy. At the second 
stage an incision of the Pfannenstiehl type is preferred ; this 
is a transverse incision about one inch above the pubes 
through the skin and rectus aponeuroses, with separation of 
the rectus muscles. The prostate is removed through a low 
bladder-incision. Alternately, a vertical incision, inclining to 
the left as it passes upwards, may be used. 


1. Lancet, 1945, ti, 693. 
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Where necessary, the prostatic cavity can be packed round 
an indwelling catheter ; and the free end of the gauze ribbon 
is firmly secured by two separate strong silk sutures to the 


expanded end of the de Pezzer catheter, which for this purpose — 


is pulled into the bladder and out through the prostatectomy 
incision, and is then pulled back till it lies snugly against its 
drainage-hole in the bladder wall. 

_ The closure of the lower opening in the bladder has to be 
done with some care to make it watertight. A continuous 
catgut side-to-side stitch is started at the upper end, just 
missing the mucosa, and when it reaches the lower end it 
is carried back upwards at a more superficial level; indeed 
it is probably better to continue it down again as a third 
layer at a still more superficial level to avoid the possibility 
of leakage. An ordinary continuous suture has not proved 
leak-proof, perhaps because it interferes with the arterial 
supply of the bladder wall, which runs vertically from the base. 
The usual drain to the space of Retzius is inserted and the 
incision closed. 


The above procedure Bande no special instruments or 
skill; if packing is used, it is pulled out on the fourth 
day by removing the de ’Pezzer catheter, but the latter 
should be replaced. The patient remains dry till the de 
Pezzer is removed on the tenth day. Leakage may-occur 
_for a time through its drainage track, but ‘by this time 
the patient has got well over the worst part of his con- 
valescence and leakage often ceases in two or three 


days. 
J. W. Rippocu. 


Birmingham. 
THE ESKIMO’S TEETH 


= Sir,—In your annotation of April 26 you referred 

to the findings of Dr. Pedersen in Greenland, that the 
- natives who take to.the carbohydrate diet of civilisation 
suffer from dental caries, while those who keep to their 
normal diet of meat and fish have healthy teeth. You 
quote him as saying: ‘‘ In my opinion we are not entitled 
to draw far-reaching conclusions from these studies as 
to whether the tooth structure or the carbohydrate 
factor plays the greater part.” 

In his English Social History Prof. G. M. Trevelyan 
states that ‘foreign and native travellers in Tudor 
England marvelled at the number and size of the flocks 
[of sheep], unparalleled elsewhere in Europe.” He 
speaks of the ‘“ prosperous and hospitable generation, 
whose carnivorous habits amazed foreign visitors accus- 
tomed to a more farinaceous diet.” This rich meat diet 
could hardly have been confined to the really well-to-do, 
as he mentions that ‘‘ Rugby abounded with butchers.” 

Is enough known, from records or the study of 


skeletons, about the state of teeth in England and on . 


the Continent during the Tudor period, to say whether 
caries was more prevalent in the latter area ? While not 
proving that a carbohydrate diet is responsible, evidence 


of pronounced difference between English and Conti- 


nental‘ teeth at that time would be suggestive. 


Royal West Sussex Hospital, C. J. Harwoop LITTLE. 
Chichester. 


CLICKING PNEUMOTHORAX 


Sir,—Dr. Thompson’s article in the issue of May 10. 


prompts me to record my own experience. 

Two months ago pulmonary tuberculosis was diagnosed 
(left hilar region). An artificial pneumothorax to a 
pressure of —3 cm. was induced, and three days later 
a refill was done. It was then that I first noticed this 
curious clicking sensation. Lying on my back, I could 
hear it distinctly and could feel it in the 4th intercostal 
space, just to the left of the sternum. When lying on 
my left side, I noticed that the clicking sensation shifted 
somewhat to the left, being still.distinctly palpable and 
audible. Auscultation revealed a kind of bubbling 
sound, as if fluid were being disturbed in a confined 
space. A point of interest is that the clicking was quite 
unrelated to ventricular systole, thus differing from 
Dr. Thompson’s cases. However, having had several 
further refills I have noticed that the noises are now 
synchronous with systole, and that they come and go in 
spasms. 

I may add that radiologically there is evidence of 
adhesions, and it will be interesting to see whether these 
sounds disappear after division of the bands. 

MEDICO. 


BRONCHOSPASM AFTER CURARE 


Sir,—The attack of bronchospasm after curare, 
observed by Dr. Donovan (May 10) in a patient subject 
to bronchial asthma, may have been due to a release of 
intracellular histamine, caused by the. injection of 
curare. In animals (dogs) tht injection of d-tubocurarine 
causes a release of histamine from striated muscle into 
the circulation, and a similar phenomenon may possibly 
occur in man. Asthmatic patients are said to be unusually 
sensitive to the bronchoconstrictor action of histamine. 
It would be interesting to know whether attacks of 
dyspnea after curare in patients liable to bronchial 
asthma have been observed by others. 

Such an attack might possibly be prevented or ‘arrested 
by one of the new anti-histamine drugs. As you say in 
your leader of May 17, these drugs counteract experi- 
mental bronchoconstriction produced by histamine. 
Unfortunately they have been reported to produce a 


- paradoxical bronchoconstriction of their own in a small 


proportion of allergic patients. 
Liverpool. 
London. 


LINING OF THE PULMONARY ALVEOLI 


Str,—The leading article in your issue of Jan. 11 
was timely, and should stimulate further research on- 
a fundamental lung problem which has baffled investi- 
gators for a century. To me the crux of the matter is 
the nature of the covering of the “ bare areas ” 1! which 
have been thought by some pneumonologists to be 
occupied by thin films of epithelial protoplasm called 
‘*squames’”’ or ‘ non-nucleated plates,’ though in 
sections of normal mammalian lungs no epithelial cells 
can be seen upon them. Miller? and Bloom? have 
pointed out that this surface covering has‘never been 
seen after desquamation. , I recently thought I had 
stripped these hypothetical elements from the alveolar 
walls of mouse and other mammalian lungs, but a 
careful re-examination of the slides has convinced 
me that I was dealing with what are technically known 
as ‘‘ smudges,” though of unusual appearance. I did 
undoubtedly succeed in stripping off bits of the epithelial 
layer from the finer bronchioles and found in places 
extending from their edges curious, extremely thin 
flanges of substance which I thought to’ be’ under- 
developed squames forming part, of the lining of the 
smaller alveoli which jut off from the walls of the 
respiratory bronchioles, for they corresponded in position 
to the larger fields circumscribed by dark lines in lungs 
which had been treated with dilute silver nitrate and 
afterwards exposed to sunlight or photographic developer, 
and their appearance was in keeping with my conception 
of what a respiratory squame would look like. However, 
I now regard them as smudged epithelial cells. 

These exfoliations of epithelium were found i in prepara- 
tions made by what I have termed the “ gash-irrigation ”’ 
or ‘“‘ G.I.” technique. In this, cuts into the fresh exsan- 
guinated and collapsed lung are made with a safety- 
razor blade through a drop of physiological saline 
solution placed on the pleura, thus flushing the air-spaces. 
The preparation is then inverted and the emerging drop, 
carrying with it loose cells from the air-spaces, is received 
on a glass slide and is spread and stained with Wright’s 
or Giemsa’s mixture like a blood smear. In these prepara- 
tions were also found many bodies of similar nature 
to those described as attached to. the desquamated 
epithelial sheets, but differing in being usually of larger 
size, and in lying isolated in the field. Many were 
obviously modified cells with thinned nuclei from which 
thin processes projected to one side or all the way round. 
The edges were so thin as to be almost invisible. Some 
had no nucleus, but only a darker area in the central 
region to mark its place, while in others even this trace 
was wanting. It was easy to arrange from these objects 
a series, graduated according to the degree of nuclear 
attenuation, from small cells with a relatively intact 
nucleus through intermediate forms of increasing width 
but with a disappearing nucleus, down to wide, vignette- 


1. Macklin, C. C. J. thorac. Surg. 1938, 7, 536. 

2. Mier, W. Faa Cowdry’s Special Cytology, New York, 1947, 
sect. V, D 

3. Bloom, W. (in Maximow and Bloom’s peers of Histology. 
Philadelphia and London, 1947). 
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edged films of 35u or greater diameter, and with no 


nucleus. These were at first taken to be the long-sought © 


respiratory squames in various stages of development, 
with the large anuclear ones representing the non- 
nucleated plates of Kölliker which had presumably 
been peeled off from the walls of the alveoli in the 
flushing process, just as had been the epithelial patches 
from the walls of the smaller bronchioles. However, 
critical study has convinced me that all of these forma- 
tions are the result of ‘‘ smudging ” of cells. So close 
was the simulation of these artefacts to supposed reality 
that I reported them as detached squames to a scientific 
organisation,‘ and I wish to take this opportunity to set 
matters right, for I feel now that they are not respiratory 
squames. This ‘“ riddle of the lung ” as you well term it 
in your editorial remains for me unsolved. We may 
thoughtfully parody the first line of John Keats’ Sonnet 
on Fame and make it read: ‘‘ Squame, like a wayward 
girl, will still be coy.” 
London, Canada. 


W.H.O. AND GREECE 


S1r,—Undoubtedly we all welcome the development 
of the World Health Organisation. There can be no 
dispute over the international importance of the many 
huge problems of disease prevention and raising of health 
standards, which it has set itself to tackle at the 
international level. In these undertakings we wish it 

eed. 

But there is one aspect of its programme which should, 
I think, be seriously questioned—namely, that of two 
countries chosen for special missions on the spot, one of 
them should be Greece. I worked for sixteen months 
with the health division of the UNkRA Greece Mission, 
both in Athens and in the provinces, and it is hard to 
convey the extreme frustration experienced by all 
UNRRA field workers in their efforts to assist the recon- 
struction and improvement of services for the Greek 
people. The need was beyond measure ; medical supplies 
and equipment arrived in abundance; great numbers 
of ordinary Greek citizens were ready to codperate whole- 
heartedly and disinterestedly. Yet very little other than 
pure relief measures could be achieved, for the main 
reason that the Greek government put politics—its own 
particular brand of politics—before the interests of the 

eople. 
š For instance, in the area of Corinth there is a very bigh 
incidence of trachoma, up to 70 % in some of the villages. 
A paper scheme existed to deal with this appalling situa- 
tion. The only local ophthalmologist capable and 
willing to operate the scheme was not appointed to the 
post because his political opinions did not conform to 
those of the government. That doctor is now uselessly 
in exile, while’ the trachoma problem 
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continues 


unchecked. For similar reasons many X-ray plants 


and laboratories installed by us go unused or only 
partially used. A number of girls put through emergency 
training courses for vital sanatorium nursing were sub- 
sequently refused appointment on the same grounds. 
Such examples could be quoted ad nauseam. But perhaps 
the most shattering incident of all occurred when the 
Greek government was fully prepared to wreck—and 
to some extent succeeded in wrecking—the huge life- 
saving anti-malaria programme, in the course of conduct- 
ing among its employees this same “purge” of 
“ politically unreliable ”?” elements. 

I am told that in Poland unrelenting Nazis are 
reluctantly maintained in specialist posts where absolutely 
The Polish 
government can put the interests of reconstruction 
before the elimination of real enemies. Yet the Greek 
government will not employ even the humblest clerk if 
he helped to resist the German occupation. 

Anyone who heard Dr. Mare Daniels speaking recently 
to the Tuberculosis Association about UNRRA tubercu- 
losis work in Europe will appreciate how other countries 
—notably Poland and Yugoslavia—devastated by war 
beyond all comparison with Greece, suffering far more 
acute losses of trained personnel, and much less generously 
supplied by the United Nations, have yet made real, 
and in my opinion astonishing, advances towards restor- 
ing and developing their shattered health services. I 
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would be the last to deny the Greek people that help ` 
which they certainly need and deserve. But I think 
that under present conditions in Greece the World 
Health Organisation will be as little able as was UNRRA 
to provide help from which the population will derive 
secure and lasting benefit. The taxpayers of the United 
Nations should have their money invested where returns 
in terms of real improvement of health conditions are 
certain. And if the World Health Organisation is to 
become the effective and respected body which we would 
like it to be, such considerations should be taken into 
account. 
London, N.7. JUDITH WATERLOW. 


EYE OPERATIONS ON THE DEAF 

Srr,— May I make a plea for more imaginative dealing 
with the totally deaf (those who “ hear” only through 
their eyes) while they are undergoing treatment in 
ophthalmic hospitals, especially after operations, when 
they have both eyes bandaged? To anyone lying in 
one position, fully conscious, deprived of sight as well 
as hearing, and not certain that sight will return, twenty- 
four hours can seem an eternity. l 

Through the sense of touch, used in ways arranged with 
the patient beforehand, something can be done to help. 
The time to the nearest hour can be tapped into the 
patient’s hand ; simple questions can be answered by 
a grip of the hand for ‘‘ yes ” and a shake of the hand for 
“no.” (A slight movement of the patient’s bed before 
the hand is touched will prevent shock.) It is also a 
help to know beforehand what nourishment will be given, 
and how; and to be told that you will not be left alone 
longer than an hour at a stretch (even though you don’t 
ring) creates confidence. 

While the patient can use his eyes, writing is the 
surest means of communication and should be used to 
tell anything important—that the time of the operation 
has been altered, for example. There will then be no 
waiting with nerves unrelaxed for preparations to begin, 
and no hustling of the patient which is not understood . 
and causes worry. The operation itself, performed under 
a' local anesthetic only, is a great tax on nerves, and 
the avoidance of strain beforehand is an important 


matter. 
GERTRUDE M. MANN. 


London, W.2. 
ACADEMIC FREEDOM 


Srr,—Professor Polanyi described the morak strength 
of the scientist as dependent on speaking ‘‘ to the State 
as a liegeman of a higher master, demanding homage 
to this master.” This is presumably the method he 
advocates for combating the ban already in operation 
on publications in certain fields of atomic physics, and 
which is likely to extend, if the present state of affairs 
continues, to an ever-widening field of scientific subjects; 
for there must be few discoveries of importance concerning 
which secrecy could not be demanded “in the national 
interest.” While this approach carries a certain emotional 
appeal, it contributes little to the solution of the serious 
problems now confronting scientists, among them the 
threat to that free communication which is the very life- 
blood of science. One is reminded of Canute sitting with - 
his feet in the water forbidding the flood of the tide. 

Professor Polanyi asks for the pure scientist an 
absolute freedom to dedicate himself ‘‘ to the service 
of a transcendent reality’’; he wants him to be free 
to follow his ‘‘ personal creative passion.” It is doubtful 
if the absence of restraint he would thus achieve could 
be characterised as freedom. No ‘‘ metaphysical assump- 
tions ” will suffice to relieve the pure scientist of the 
burden of some moral responsibility for the consequences 
of his work. He cannot escape from them by retiring 
into a spurious isolation and making his utterances from 
academic solitude. The pure atomic physicist cannot | 
retain purity and remain on his pedestal, wrapped in his | 
transcendental vision while civilisation is exterminated 
with atomic bombs. Hiroshima and Nagasaki have made 
the problem of the perversion of science inescapable for 
scientists. They are henceforth morally obliged to study 
the social implications of scientific work and show their 
concern for truth and justice and all that is best in 
humanity by working for a rational social order in which 
scientific research, pure or applied, can result only in 
human betterment. 


/ 


substance. 


768 | THE LANCET] 


Organisation is an inevitable concomitant of social 
evolution. Social life in a democratic society requires 
the harmonious integration of the activities of all sections 
of the community. The objection that such integration 
is incompatible with freedom or individuality has little 
Scientists cannot but gain freedom and 
inspiration from becoming more socially conscious in 
outlook. ; l f 

`“ My kingdom is not of this world ” is an inappropriate 
credo for scientists in the atomic age. 

London, N.W.3. MARTIN ROTH. 


HOSPITAL WARD PLANNING 


Sir,—Dr. McIntosh and Mr. Coales (May 10) have 
produced a very timely and interesting ward plan. They 
are to be congratulated on combining as far as possible 
the best features of modern planning in one composite 
whole. In my view, the Medical Research Council’s 
War Memorandum no. 11 on the control of cross-infection 
in hospital will have a profound effect on the ward 
planning of the future. Whilst it emphasises the need 
for isolation cubicles with access from corridors, it at the 
same time stresses the importance of good lighting and 
ventilation, especially in the control of droplet-borne 
infection. | a 

The design submitted has another desirable possibility 
not mentioned by its authors. Often there is a great 
demand for beds on the male side while there are empty 
beds on the female side, or vice versa. This plan allows 
for elasticity in the allocation of heds between sexes 
even within the same ward unit. The provision of two 


_ separate sanitary units would help segregation. 


I believe, however, that a ward of 30 beds is too big, 
at least for an acute general hospital. Complicated 
modern procedures demand that the ward sister should 
only have about 20 patients to look after. I agree with 
Dr. McIntosh and Mr. Coales that‘the 2-bedded unit 
has no merit either from the patient’s or the hospital’s 
point of view. 

_ Llandough Hospital, Cardiff. 


INFECTION BY INJECTION ' 
Sm,—In your leading article of May 17 your rightly 


DAVID G. MORGAN. 


~ draw attention to the serious dangers attending the use 
‘of improperly sterilised syringes. : 


Discussing the limitations of autoclaving or adequate 
dry heat when sterilising glass-metal syringes you say 
that : j 

“ Boiling, however, is within the scope of all; and boiling 
is perfectly satisfactory provided the syringes,and needles do 


not remain in water exposed to the air, and are assembled 


with forceps or sterile gloves.” . 


I think this description of boiling as being “ perfectly 
The Medical 


satisfactory °?” needs further qualification. 
Research Council’s War Memorandum no. 15 (1945) 
refers to the technique of boiling in the following terms: 

“ Boiling in water will destroy all pathogenic bacteria 
except those that produce resistant spores. . . . The word 
‘ sterile,’ therefore, applied to a syringe and needle, implies 
that the syringe and needle have been through the process of 
sterilisation in the autoclave or hot air oven. It is often 
loosely applied to a syringe that has been boiled. Since 
accidents due to spore bearing bacteria have proved rare, 
a boiled syringe may be accepted as reasonably safe where 
sterilisation in the autoclave or hot air oven is impracticable, 
but a boiled syringe is not necessarily sterile and its safety 
cannot be absolutely guaranteed.” 


It is clear from this that boiling is far from perfectly 
satisfactory, and that every effort should be made to 
sterilise syringes by autoclave or hot-air oven, especially 
when they are to be used for intrathecal injections. 


Hertford County Hospital, JOHN C. H. HANSON 
Hertford. Chief Pharmacist. 


DIETARY DEFICIENCIES IN HONG-KONG 


Srr,—May I correct one or two details in your annota- 
tion of April 26, which was based on my report on 
Medical and Health Conditions in Hong-Kong, 1942—45 ? 

It is not true that British, Americans, and Indians 
were interned in Stanley Civilian Internment Camp. 
Several hundred Indian troops were interned in a P.O.W. 
camp on the Kowloon Peninsula and several were 
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imprisoned in Stanley Prison; but none were interned 
in Stanley Camp. Dr. Fehily’s article in the British 
Medical Journal (Feb. 8, p. 220), to which you refer, 
is not quite accurate in all particulars. For example, 
the infant-mortality rate in Hong-Kong. for 1946 was 
109 not 100. | 
Lastly and more important, neither I nor my colleagues 
would like it to be thought that we claimed to be 
responsible for the remarkable health record for 1946. | 
In this the first complete year since the liberation of the 
colony from the Japanese the general death-rate, the 
infant-mortality rate, and puerperal morbidity and 
mortality rates were the lowest recorded since the colony | 
first came into being in 1841. This achievement, in the 
face of real difficulties, is the result of team-work in which 
medical, health, investigational, and social-welfare services 
share the credit with the able administrators responsible 
for maintaining food-supplies, the water and sanitary 
engineers, and the Navy, Army, and Air Force personnel. 
The relief workers mentioned, who undoubtedly 
helped to achieve the satisfactory results, included those 
attached to voluntary organisations, such as the Red 
Cross, Salvation Army, the Hong-Kong Social Welfare 
Council, and the Society for the Protection of Children, 
as well as members of the relief section of the Hong-Kong 
government medical department. : 


London, S.W.19. P. S. SELWYN-CLARKE. 


Parliament z 


ON THE FLOOR OF THE HOUSE 


DESPITE protests at the amount of work the House 
is expected to complete, the work is being done. In the 
old days of the Irish party organised obstruction took a ` 
very big part in prolonging sittings past any reasonable 
hour. But these obstructionist tactics had only a 
limited aim—-Home Rule for Ireland. Obstruction could 
succeed then as it cannot succeed now. For no one party 
dare hold up the work of the nation by making legislation 
impossible. Parliament in the old days was a largely 
political machine; now it is largely concerned with 
economic changes, and while many wish to amend very 
few would dare to oppose wholeheartedly. Economic 
changes on a big scale must be carried out, as the latest 
Conservative programme agrees. And so while disagree- 
ing we progress. In the last week before the recess the 
House has passed the third reading of the Town and 
Country Planning Bill, the National Service Bill, the 
Statistics of Trade Bill, and the National Health Service 
(Scotland) Bill. For good measure there was added the 
second-reading debate on the Finance Bill, and a day of 
Adjournment motions. | : 
-~ Parliament will go on at this rate until the summer 
recess, which, rumour has it, is to be longer than of late 
and will last into October. It is to be hoped it will, 
for tempers are getting frayed even in the House of 
Lords. Under the Labour dispensation the Upper 
Chamber has become a more important organ of dis- 
cussion and debate than for many a long year. Many 
new peers have been created who are able to take a 
leading part in public affairs, and this applies to all 
parties. Further, the power of initiating legislation 
which resides in the Lords is useful when the House of 
Commons programme is so crowded, and the power of 
revising the drafts of Bills sent to the House is useful 
when an extra time is needed for discussion. 

‘The Addison-Cherwell mêlée -on the feeding of the 
British people brought party politics very much to the 
fore in the usually august calm of the Lords. Mr. Churchill 
said some time ago that the people of this country are 
badly fed, and Lord Cherwell, who as Professor Linde- 
mann was Mr. Churchill’s adviser during the war, argued 
that our nutritional condition is very bad indeed, quot- 
ing the phrase ‘‘ dying of starvation ” from an article 
in a medical weekly.- Lord Woolton intervened to say 
that this phrase was used in the strictly technical sense, 
but did not explain how death in a strictly technical 
sense differs from normal dying. Lord Addison vigorously 
rebutted Lord Cherwell’s attack, and the old reputation of 
the House of Lords for quiet is shaken. But it is very 
unlikely that the Conservative Lords, who have a majority 
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in their House, will challenge the Government on a major 
matter of legislation ; for they do not want their powers 
to be further limited. 

A question to the Foreign Secretary revealed that 
even the most important reports of the United Nations 
are only generally available in this country after a long 
period. F.A.O. reports published last autumn in 
Washington are not available generally even in May. 
So far there are in this country only half a dozen copies 
of the report on the formation of the international police 
force, drawn up by the military staff committee of the 
United Nations. Yet perhaps the fate of the world 
depends on making that international police force work 
and work efficiently. 


MEDICUS, M.P. 


FROM THE PRESS GALLERY 
| Our Calories 


Ix the House of Lords on May 22 Lord CHERWELL 
pointed out that it had been stated in the House of 
Commons by a Government spokesman that the domestic 
ration and the domestic entitlement of 8 points per week 
provided 1600 calories a day. What food was available, 
he asked, to provide the extra 1300 calories a day required 
to bring this figure up to the 2900 calories which Lord 
Addison said were obtainable by people who did not 
use restaurants and canteens. Lord Addison had com- 
plained that the figures given in Dr. Franklin Bicknell’s 
article in the Medical Press were out by about 30°, 
and that the average person in Great Britain gets not 
2100 but 2900 calories a day. But if, as the Ministry 
of Food stated, only 1600 calories a day were to be 
derived from rationed and pointed foodstuffs, was 
Dr. Bicknell right in assessing the amount to be derived 
from other sources, excluding canteen and restaurant 
meals, at 500 calories, or was Lord Addison right when 
he declared it to be 1300 calories a day from unrationed 
sources. According to the Ministry of Food’s own 
dietary survey food eaten in the home was equivalent 
in December, 1945, to 2390 calories, and in December, 
1946, to 2800 calories. That figure was nearer Dr. 
Bicknell’s assessment of 2100 calories than Lord 
Addison’s of 2900. 

Lord Addison had also protested against the state- 
ment that unemployed before the war were better fed 
than most of the nation today. Lord Cherwell believed 
that to be broadly true. Some ten years ago Sir William 
Crawford and Sir John Boyd Orr had estimated the 
average calorie intake of the lowest income groups 
at 2335 and 2317 a day respectively. Surely these 
figures supported Dr. Bicknell’s statement. . : 

Sir William Crawford’s investigation further showed 
that the poorest 15% of the population got 65% more 
meat, 80% more bacon, 46% more fats, and 96% 
more sugar than the ration allowed today. 
vegetarian might say that the people were better fed 
today because they were getting less meat. But the fact 
that a small percentage of the population might be 
getting slightly more food did not outweigh the fact that 
the overwhelming majority were getting a great deal 
less. -It was an abuse of language to say that the country 
as a whole was better fed than ever before. He was 
concerned with the normal man and woman, the small 
shopkeeper, the clerk, the adolescent, and especially 
the unhappy housewife, whose life of queuing and con- 
triving left her no time for meals in restaurants and 
canteens. He asked the Government what were the 
sorts and amounts of food which these people could 
buy outside their rations and points to make up the 
difference of 1300 calories. 

Lord ROTHSCHILD felt that Lord Cherwell’s question 
cast some doubt on the figure of 2900 calories per person 
per day as the average consumption of food in this 
country. The exact figure, he added, was 2880 calories. 
This figure applied to the whole population and Lord 
Addison, he believed, had nowhere said it applied 
to people who did not use restaurants. The combined 
United Kingdom, United States, and Canadian Con- 
sumption Levels Enquiry Committee concluded in 
1942 that the method used by the Ministry of Food 
to obtain the figure of 2900 calories was the best method 
available and it was identical with the method used before 
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the war to get similar data. The figure of 1600 calories 
obtainable from the ordinary adult ration took no 
account of unrationed foods, welfare food schemes, special 
rations for miners, extra cheese rations for some 
workers, the sweet ration, the consumption of food in 
restaurants and canteens, and the allocations of rationed 
foods to the manufacturers of composite foods which 
were unrationed to the consumer. In a letter to the 
Times Lord Cherwell had compared the calorific value 
of the adult rations with the pre-war average con- 
sumption of the same food by the poorest 15% of the 
population. The two figures were not comparable. The. 
first was a minimum entitlement, while the second 
was an average total consumption. The only true 
comparison between now and before the war was given 
in the Consumption Level Enquiry Reports. The 
national diet had its defects and monotonies which he 
hoped would be rectified. But compared with pre-war 
levels of consumption assessed in the same way as now 
the deficiencies were nowhere near as great as some of the 
critics of the Government would have people believe. 
Grave as its difficulties might be this country was not 
dying of starvation, and the Government’s figures 
were not lices used for political purposes. 

Viscount ADDISON affirmed that the figure of 2900 
calories was an overall and not an individual figure of 
consumption, and in the last debate when using this 
figure he had not mentioned people using restaurants 
or canteens. The comparable figure for the pre-war 
period was 3000 calories, a drop of 100 calories. 

There was no doubt, Lord Addison admitted, that 
our food today was less varied, attractive, and palatable 
than our pre-war diet. The total consumption of meat 
today was about 9% less than pre-war. Fats were down 
by 29%, sugar by 26%, eggs by 14%. On the other 
hand, the consumption of dairy produce, especially 
milk, was up by 30%, fish by 28%, and flour (not- 
withstanding bread rationing) by 10%. While our diet 
was duller and less palatable than before the war, it 
approximated more and more closely to the nutritional 
foundation upon which it should be based—namely, 
dairy produce, vegetables, and high-extraction bread, 
rather a pedestrian diet, far removed from the ssthetic 
levels of an hotel grill-room. 

The figure of 1600 calories was made up of the basie 
ration of 1400 plus the ordinary adult points ration of 
200. In addition to the rationed foods there were also 
a number of additional sources of food, including ‘the 
bonus issues of sugar and jam, meat pies, sausages, 
fried fish and chips, the sweet ration, vegetables, and 
fruit. Meals obtained in canteens and restaurants were not 
a minor contribution to the provision of food. There 
were at present 25,000 factory canteens ; school canteens 
and canteens for young ‘persons exceeded 29,000; there 
were 15,000 British Restaurants, about 3000 Service 
canteens, and about 92,000 commercial catering establish- 
ments. These places provided a total of nearly 180 
million meals a week. Agricultural workers and others, 
who could not use canteens, benefited under special 
schemes by which they could obtain supplementary 
rations. 

The Government naturally wished that the national 
diet might be more plentiful and more varied and 
attractive, and they looked forward to the time when 
changes to that end could be introduced. But the House 
could rest assured that the food requirements of the 
people as a whole were being adequately met and that 
there was no room for alarm and despondency. He 
still regarded the statement that England was dying of 
starvation as an absolute falsehood. Statements of that 
kind ought not to be made. They were sloppy, inaccurate, 
and mischievous. 

Lord CHERWELL said the figures quoted for restaurant 
and canteen meals were equivalent to only 11/, main meals 
per head of the population each week. If the Govern- 
ment claimed that such an enormous amount of food 
was consumed, they should increase the ration. If the 
Government figures were right, they implied that some 
people were getting much more food than others. Lord 
Addison had not dealt with the fact that a normal person 
without access to canteen or restaurant meals obtained 
only 2300 calories. Lord Cherwell could not pretend he 
was satisfied with the Government reply. They said all 
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was well as long as everyone got an equal amount of pulmonary fabenudoi rate is the second highest: {after 


food, and seemed to prefer parity to charity. 
National Health Service (Scotland) Bill 


Before rising for the Whitsuntide recess the House ` 


of Commons agreed to the ‘Lords’ amendments to the Bill 
and the measure was given a third reading and received 
the Royal Assent. 


QUESTION TIME 
Free Meals and Milk 


Replying to a question, Mr. G. TomLINSON stated that 
according to the return made for a normal school-day in 
October, 1946, the number of pupils receiving free school 
meals in maintained schools on grounds of financial hardship 
was 338,450. The number of pupils in maintained schools 
receiving 3/, pint of milk, which was free of charge for all 
pupils, was, on the same day, 4,369,000. 


Speech Therapists for Schools 
Mr. TOMLINSON also stated that 90 local education autho- 
rities are now employing speech therapists; 66 authorities 
have no speech therapists on their staff. Local education 
authorities generally are fully alive to the importance of 
employing such ay aie but unfortunately the supply” of 
speech therapists falls short of the demand. 


Vaccine Experiments on Children . 

Mr. PETER FREEMAN asked the Minister of Health whether 
his attention had been called to the experiments on 600 
babies in London and Manchester by injecting them with 
different varieties of vaccine; what the exact contents of 
each of these vaccines were and how each was obtained ; what 
evidence there was that any of them had any effect on main- 
taining the normal health of the baby ; who authorised these 
experiments ; and what compensation would bė paid to the 
children or their parents in the event of undesirable conse- 
quences.—Mr. A. Bevan replied: - This is an investigation 
conducted under the egis of the Medical Research Council, 
in association with my medical advisers, into the value of 
certain vaccines in preventing whooping-cough. Trials 
in the United States suggest that these vaccines give protection 
against the disease and thus help to maintain the normal 
health of infants. This valuable test is being carried out with 
- the voluntary agreement of the parents, and under strictly 
controlled, conditions. There is no reason to fear ill effects. 


Public Health 
Tuberculosis in the Boot and Shoe Trade 


Dr. ©. M. Smith’s survey in Northamptonshire ! 
shows that the boot and shoe trade has an unusually 
high incidence of active pulmonary’ tuberculosis as 
revealed by mass radiography. It will be recalled that 
in 1915 a committee on the incidence of phthisis in 
relation to occupation found that ‘‘ phthisis is specially 
prevalent among workers in the boot and shoe industry, 

aS compared with the general population.” The 
Registrar-General’s Decennial Su uppemot of. 1931 makes 
the same point in listing the mortality-rate from respira- 
tory tuberculosis of 86 occupational groups, among which 
that of boot and shoe operatives was only less than that 
of (1) costermongers and newspaper sellers, (2) barmen, 
(3) glaziers, polishers, buffers, and moppers, (4) potters, 
ware-makers, casters, and finishers, and (5) grinders. 

In 38,632 Northamptonshire examinations the number 
of active tuberculosis cases discovered was 4°4 per 1000, 
but in the boot and shoe trade the figure was 5:7 com- 
pared with 3-25 in other occupations. Up to the end 
of 1945 about 797,000 civilians had been examined by 
mass radiography in England and Wales and 3-6 per 
1000 of them were diagnosed as having active pulmonary 
tuberculosis. In the London County Council’s survey 


of 46,671 people, 3-1 per 1000 were found to have the 


disease ; ; in Birmingham (13,700 examinations) 3-6 per 
1000; and in Glasgow (30,652 examinations) 5-9 per 
1000. The ‘Medical. Research Council’s examination 


of 10,103 office workers showed that 4:0 per 1000 had 


active pulmonary tuberculosis ; in two factories employ- 
ing 4720 and 5657 workers the rates were 3-0 and 4:0 
per 1000. It will be seen that Northamptonshire’s 


1. Med. Offr, March 22, p. 109. 


Glasgow) among the surveys made. 


REASONS i 

After establishing that the incidence of active tuber- 
culosis was higher in the boot and shoe trade tħan in 
other Northamptonshire occupations, Smith analysed 


_ the incidence in the various occupational categories within 


the trade. He found that there was an excess in the 
clicking, lasting, and finishing departments. (Clicking 
consists in cutting upper leather into componente ; 
lasting in attaching the bottoms of ve boots to the 
uppers; and finishing in trimming and polishing heels 
and edges. ) Among 1864 clickers the expected number 
of active tuberculosis cases was 4'14, but the number 
actually found was 12; among 3282 men in the lasting 
department, the expected number was 7-45 and the actual 
20; while among 1872 workers in the finishing depart- 
ment the expected number was 4:41 and the actual was 
15. In all the four main areas of the county there was 
an excess incidence of pulmonary tuberculosis in the 
boot and shoe trade. 

In 1915 the high incidence of pulmonary tuberculosis 
in boot and shoe operatives was attributed to the seden- 
tary nature of the work and possibly to the cramped 
attitudes of the worker. Factors thought to favour 
infection were defective lighting, infected dust, inadequate 
ventilation, and especially the presence of infected work- 
mates. In Smith’s opinion there is no doubt of this 
last factor, but further investigation would be needed 
to show that lighting and ventilation are worse than 
in other industries. Reports by H.M. inspectors of 
factories, quoted in last year’s report of the Working 
Party on the boot and shoe industry, describe the condi- 
tions as of a “good medium standard,” though: the 
industry is not’ up to date in welfare ‘matters. The 
work is not especially dirty, unpleasant, or heavy, and 
there is no overcrowding in the legal sense, but there is 
considerable congestion in many shops owing to the use 
of boot racks. The means for promoting good general 
ventilation (e.g., windows and doors) are generally 
adequate but seldom well used. A report by one of 
H.M. medical inspectors speaks of a tendency to crowd 
as many workers and machines as possible into small 
rooms which too often are ill ventilated. Rather than 
take advantage of open windows, the workers prefer 
“ to immure themselves in a hot air bath. | . Clickers 
with whom I have spoken abhor a draught as nature 
abhors a vacuum. Most of them think, in the colder 


' season at least, that it is unnatural to work with open 


windows at their trade. In the smaller factories visited, 

I observed only two instances of the windows being 
open during work.” ' 

' Smith thinks that, before expressing an opinion on 
work posture in relation to tuberculosis, comparisons 
are required with other sedentary occupations. Other 
possible factors are (a) selective recruitment, in that many | 
branches of the work can be done by men who are not 
robust; (b) injurious dust particles, though there is 
so far no evidence of a dust factor; and (c) economic 
factors, such as wage levels. Some of the factory 
buildings are good; others are substantial but need: 
much internal alteration to comply with the Factories 
Act; and others, again, should be demolished. 


INFECTION AT WORK ? 

Referring in a leading article to the N E EAT 
survey and to the Working Party report the Times 
of March 20 says: ‘‘ This seems to be another example 
of the perpetuation of a specially serious threat to health 
because measures proposed to meet it have been largely 
ignored. The blame is perhaps widely shared, but the 
evidence suggests some degree of administrative break- 
down, central and local.” It is well to remember, 
however, that the factors in the spread of tuberculosis 
are economic and social and not necessarily occupational. 
Undernutrition, overstrain, and poor housing conditions 
are well known to contribute to its onset. It is remark- 
able how often, when cases of tuberculosis in factories are 
investigated, it is found that intimate contact has occurred 
in the home with open cases -of tuberculosis. This is 
not to say that cross-infection cannot take place in a 
badly ventilated and overcrowded factory, but there 
have been few proved cases. 
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Nevertheless Smith’s findings constitute a challenge 
to the authorities, both central and local, to see what 
can be done to diminish the high incidence of tuberculosis 
in the boot and shoe trade. Further investigations wil 
have to include comparisons not only of factory condi- 
tions but of the housing, nutrition, wages, and social 
habits of the workers in the various occupations. 


Water and Health 


The report of the Water Pollution Research Board. 
recently issued, covers the years from 1939 to 1045 and 
is the first to deal with the experiences of the war. 
Preoccupation with war-time problems is obvious. 
Investigations ranged from the provision of drinking- 
water for use in ships’ lifeboats and in R.A.F. dinghies 
to the camouflaging of lakes and reservoirs or the evolu- 
tion of a satisfactory closet for air-raid shelters. For the 
lifeboats a still was devised which, if operated for ten 
hours a day for fourteen days, could produce some 
60 gallons of potable water on a consumption of some 
6 gallons of paraffin oil. For the airmen’s dinghies 
briquettes were produced to make sea-water drinkable 
by treating it with silver zeolite, silver oxide, and barium 
chloride. The briquettes would not readily break up in 
sea-water; bentonite or fuller’s earth was therefore 
added ; it swelled when it became wet, and thus dissolved 
the compressed briquette. As for the camouflaging of 
bodies of water, when the Ministry of Home Security 


. sought to make them invisible to enemy aeroplanes, 


experiments were made with a thin skin of oil and a layer 
of treated coal powder. The effect on taste, odour, and 
bacterial growth was not too bad; but the camouflage 
experts found that the coating failed to remain evenly 
spread in any but very calm weather. l l 

War damage and developments at Coventry obliged 
the city to supplement its water-supplics by drawing 
from the Avon, the intake being returned as a sewage 
effluent further downstream. This led to an interesting 
study of the effect of chlorinating the sewage effluent, 
a practice often urged upon municipal authorities but 
previously little investigated. The tests suggested that 
continuous application of a dose of chlorine equivalent 
to 10 parts per million would consistently destroy nearly 
all of the bacteria by the end of the 3-hour period during 
which the effluent was passing through the humus tanks. 
But chlorination greatly increased the toxicity of matters 
like gas liquor, usually found in the sewage of towns. 
Fish poisoning resulted. The Coventry experiment in 
chlorinating effluents was discontinued, but useful work 
has been done in a bacteriological survey of the Avon. 

Among other phenomena investigated by the Water 
Pollution Research Board are the nuisance from flies 
bred in percolating filters, and the discharge of industrial 
wastes—chromate from tanning, cyanide from electro- 
plating, and other effluents from beet-sugar factories, 
flax retting, photographic processes, and viscose rayon 
works. A promising development at Birmingham shows 
that ‘‘ alternating double filtration ’’ may enable sewage 
to be dealt with at three times the rate of the older 
method of single filtration, the resultant effluent being 
substantially of the same quality. Thus smaller plant 
and less land are required for sewage disposal. 

These examples of the topics covered by the research 


‘board’s report will suffice to show its value to students of 


public health. Camp sites, housing sites, and factory 
sites were often selected in the last six years for imperative 
reasons of security and military advantage. The Govern- 
ment departments concerned had the wisdom to ask the 
advice of the Water Pollution Research Laboratory 
where helpful data and experience were accumulated. 
Today, with new towns being planned and new industries 
introduced, and with rural water-supplies and sewerage 
being provided and improved under the Act of 1944, the 
opportunity of consultation must not be forgotten. 


Diphtheria Immunisation 


The annual return on diphtheria immunisation by 
local authorities is made on forms provided by the 
Ministry of Health, which asks the M.o.H. to amplify 
the information by giving, on an additional form 
(appendix to circular 62/47), particulars relating pare 
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now required include not only the dates of primary 
immunisation, and of any reinforcing dose given, but 
also the date when the child was first seen by the doctor 
and the date on which antitoxin was administered. | 

i Smallpox 

Contacts are still under surveillance in connexion with 
foci of infection at Barnsley and Sheffield, Yorkshire, 
and at Bilston and Coseley, Staffordshire. 

Barnsley.—The source of infection has not yet been 
determined with certainty, but a man who had been 
exposed to smallpox in a common lodging-house at 
Scunthorpe, and at the time was revaccinated success- 
fully (on April 5), arrived at the Barnsley lodging-house 
(21a, Doncaster Road) on the evening of April 30. Among 
innumerable marks of acne, scabies, and trauma on his 
body were one pock-mark, suggestive of variola six or 
more weeks before, and half a dozen nondescript scars 
which might have been modified smallpox. Attempts 
to culture variola virus from him have failed. He has 
been notified as smallpox and is in hospital. 

In addition to the man removed from Bermondsey on 
May 16 there are now 5 cases in the first generation 
arising at Barnsley. Of these, 3 were mentioned last 
week; the other 2, men aged 68 and 70, developed 
rashes on May 17 and 19. It is doubtful whether the 
man from Scunthorpe could have infected the earliest 
case in this generation, who is recorded as having had 
a pustulo-vesicular rash on admission to a general ward 
at St. Helen’s Hospital, Barnsley, on May 13, where he 
remained until removed to a smallpox hospital on 
May 16. 

There were 93 men, women, and children sleeping in 
the Barnsley lodging-house when the disease was detected 
there on May 16. Of these, 5 absconded, but only 2 
(Kizabeth Fenton and Lewis Stewart) remain untraced. 
Assuming that the period of infection at Barnsley 
commenced about April 26, several contacts who left 
24a, Doncaster Road before surveillance commenced are’ 
still untraced. They include the following persons : 


Stanley Arnold, William Barker, William Boyce, John Brooks, 

John Byrne, Elizabeth Cassidy, John Cassidy, Edward Cragan, 
James Cummins, John Dean, Margaret Dean, Pat Dulirey, George 
Foster, Mr. and Mrs. Gee, John Hardy, Andrew Henry, Albert 
Jelfrey, Martin Kearney, James Kennedy, Frank King, Joseph 
McFeahin, Michael McNamara, John Nylard, Florrie Payne, Albert 
Pickersgill, Charles Pocklington, Clifford Stringer, John Underwood, 
Jacob Warren, William Weir, James White, Walter Wright, and 
Thomas Durkin. The last-named slept at 24a, Doncaster Road on 
April 27 and 238. 
A man named Thomas Durkin was a contact with 
smallpox at Grimsby. Any news concerning his 
whereabouts should be communicated immediately to 
Whitehall 4300, extension 145. 

The disease at Barnsley is variola major of a severe 
type; 2 of the patients have died. 

Sheffield.—The father and aunt of the original case 
have been removed to hospital. The father, successfully 
vaccinated for the first time on May 5, sickened on 
May 13, and developed a markedly modified smallpox 
rash on May 18. The aunt is at present a suspect only. 

Bilston.—A new case has been removed to hospital. 
The patient is an unvaccinated child, aged 11, with 
onset on May 16 and rash on May 19. She lived in a 
house near that of cases removed in April. 

Coseley.—An unvaccinated kitchen-maid at Moxley 
Infectious Disease Hospital became ill while living at 
home in Coseley on May 13. A severe confluent eruption 
appeared on May 15. ` 


Infectious Disease in England and Wales 
WEEK ILNDED MAY 17 


Nolifications.—Smallpox, 12; scarlet fever, 1028; 
whooping-cough, 2120; diphtheria, 243; paratyphoid, 
3; typhoid, 9; measles (excluding rubella), 12,678 ; 
pneumonia (primary’ or influenzal), 578; cerebrospinal 
fever, 57; poliomyelitis, 11; polioencephalitis, 0; 
encephalitis lethargica, 2; dysentery, 65; puerperal 
pyrexia, 139; ophthalmia neonatorum, 85. No case of 
cholera, plague, or typhus was notifled during the week. 

Of the 12 cases of smallpox, 6 were notified at Barnsley, 4 at 
Bilston, Staffs, and 1 each at Birmingham and Bermondsey, London. 

Deaths.—In 126 great. towns there were no deaths 
from enteric fever, scarlet fever, or diphtheria, 8 (0) 
from measles, 11 (1) from whooping-cough, 80 (7) from 
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diarrhoea and enteritis under two years, and 11 (3) 
from influenza. The figures in parentheses are those for 
London itself. | | 

The number of stillbirths notified during the week 
was 270 (corresponding to a rate of 27 per thousand 
total births), including 41 in London. | 


Diary of the Week 


JUNE 1 TO 7 


Monday, 2nd 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
3.45 P.M. Mr. H. F. Lunn: Integument. ae demonstration.) 
5P.M. Mr. J. W. Tudor Thomas: Corneal Transplantation. 
FELLOWSHIP OF POSTGRADUATE MEDIOINE 
5 P.M. (St. Stephen’s Hospital, Fulham Road, 8.W.10.) Dr. 
Mervyn Gordon, F.R.8.: Is Rheumatism a Virus Disease ? 
WESTMINSTER HOSPITAL. Horseferry Road, S.W.1 
5 P.M. (Meyerstein theatre.) Clinico-pathological demonstration 
on Chronic Mastitis. 


Tuesday, 3rd 
RoYAL COLLEGE OF SURGEONS 
5 P.M. a A. Pirie : Experimental Aspects of Nutrition and Eye 
isease. 
FELLOWSHIP OF POSTGRADUATE MEDICINE 
5 P.M. (St. Stephen’s Hospital.) Prof. B. W. Windeyer: X-ray 
Therapy in the Chronic Rheumatic Diseases. 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2 
5 P.M. Dr. A. D. Porter: Diseases of the Hair. — 


Wednesday, 4th 
ROYAL COLLEGE OF SURGEONS , 
3.45 P.M. Mr. H. F. Lunn: Alimentary Canal. (Arnott demon- 
| stration.) 
FELLOWSHIP OF POSTGRADUATE MEDIOINE 
5 P.M. (St. Stephen’s Hospital.) Dr. Francis Bach: Physical 
A dioue Department in the Treatment of the Rheumatic 
ick. . 
MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH 
8.30 P.M. (7, Drumsheugh Gardens.) Dr. J. L. Henderson : 
: Reflections on American Medicine. 


Thursday, 5th | 


ROYAL COLLEGE OF SURGEONS f 
5 Pak ue W. Nevin: Intestinal Amcebiasis. (Hunterian 
ecture. f 
FELLOWSHIP OF POSTGRADUATE MEDICINE 
5 P.M. (St. Stephen’s Hospital.) Dr. W. S. C. Copeman: Non- 
articular Rheumatism. i 
LONDON SCHOOL OF DERMATOLOGY sý 
5 P.M. Dr. F. R. Bettley : Seborrheic Dermatitis. 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE 
4.30 P.M. - (Royal Infirmary.) Dr. W. Lindsay Lamb : 
Diarrhoea. (Honyman Gillespie lecture.) 


Friday, 6th 

ROYAL COLLEGE OF SURGEONS. 
3.45 P.M. Mr. H.F. Lunn: Pelvic Girdle. (Arnott demonstration.) 
5p.M. Mr. H. Ridley: Nutrition and Eye Disease. 

FELLOWSHIP OF POSTGRADUATE MEDICINE 


Chronic 


5 P.M. (St. Stephen’s Hospital.) Dr. Grace Batten: X-ray 
Diagnosis the Chronic Rheumatic Diseases. 
Births, Marriages, and Deaths 
BIRTHS f 
BEVAN.—On May 20, at Hertford, the wife of Dr. J. E. C. Bevan 


‘ 


—a daughter. l 
HEBBERT.—On May 22, the wife of Dr. John Hebbert—a son. 


Hicxs.—On May 16, in London, the wife of Dr. A. C. Hicks—a son. 
MACKENZIE.—On May 22, at Woking, the wife of Dr. M. D. 


Mackenzie—a daughter. 
MANN.—On May 19, in London, the wife of Dr. W. N. Mann—a son 


ROBERTSON.—On May 18, at Morpeth, the wife of Dr. R. P. 


Robertson—a son. ; 
SMITH.—On April 11, in Ipswich, Dr. Katherine Vajdora, wife of 


Dr. L. E. Smith—a son. 


MARRIAGES 


CRAIG—DUMARESQ.—On_ May 17, in London, James Donaldson 
. Craig, M.B., to Joan Lucia Dumaresq. 
KINGDON-——-APPLEBY.—On May 2, at Fareham, John Renorden 
Kingdon, M.B., to Margaret Appleby. 
LuUcaS—McGurK.—On May 17, at Brook Green, Peter Ferrers 
Lucas, captain R.A.M.OC., to Fionnuala Doreen McGurk. 


DEATHS 
CANT.—On May 22, at Woodley, near Stockport, Frederick Cant, 


M.R.C.8., aged 85. i 
CHURCHER.—On May 21, in London, Thomas Gillard Churcher, 


M.B. Edin., aged 91. , 
CooPER.—On May 21, at Surbiton, Harry Cooper, D.M. Oxfd. 
BuO T May 22, at Oundle, Arthur Forbes Elliott, M.B. Camb., 

age : 

Evans.—On May 19, David John Evans, M.B. Birm., F.R.0.S. 
KINNEAR.—On May 15, at Dundee, William Lindsay Kinnear, 


M.B.E., M.D. St. And., F.R.C.P.E. . 
McCALL.—On May 24, at Worthing, Henry Dundas McCall, 
M.R.C.8. 
MACNAB.—On May 20, at Winchester, Alan James Macnab, C.B., 
C.M.G., F.R.C.S., colonel, 1.M.8. retd., aged 82. 


Rospixson.—On May 21, at Walton-on-Thames, Oliver Long 
Robinson, C.B., C.M.G., M.R.C.P., major-general late R.A.M.U. 


Notes and News 


TREATMENT. OF THE ALCOHOLIC 


ALCOHOLICS seldom present themselves for treatment, and 
those who come up against the police are not usually referred 
for medical advice; so doctors have little opportunity to 
intervene in such cases. Dr. S. Izikowitz 1? would change this. 
He suggests that persons arrested for drunkenness should not 
be fined or otherwise punished but should be examined and 
if necessary treated, and he favours the establishment in 
Swédden of a special hospital for this purpose. Though 
“ aversion treatment ” is in his experience better than others, 
he denies that any one method is reliable, and he recommends 
ringing the changes by what he calls “ summation therapy.” — 
From Sweden, too, comes the report that intractable alcoholism 
has yielded to frontal lobectomy, which has been undertaken 
in a few cases by Dr. Gösta Rylander. Experience so far has, 
however, been insufficient for the merit of this serious - 
undertaking to be assessed. 


INCREASED DISABILITY ALLOWANCES 


Last year the Ministers of Pensions and of National Insur- 
ance set up an interdepartmental committee to consider the 
pensions payable for specified injuries. The committee’s 


recommendations * have been accepted in principle by the 


Minister of National Insurance as a basis for regulations under 
the National Insurance (Industrial Injuries) Act. The Minister 
of Pensions has also accepted the report, with effect from: 
April 1. For the loss of the left hand or arm the pension, 
hitherto 10 degrees less, is now the same as for the right 
arm at the corresponding site ; the assessment for amputation 
through the shoulder is increased from 80% to 90%, and for 
loss of four fingers from 40% to 50%. The assessment for 
amputation through the hip-joint is increased from 80% to 
90% ; and there are other minor changes. These increases 
will be automatically applied to the allowances of those 
disabled in the late war; but pensioners of the 1914-18 war 
must apply for a review of their awards. About 7000 
pensioners will benefit by the new arrangements, which will 
cost slightly over £100,000 a year. S 


TRAINING OF LOW-GRADE DEFECTIVES 


‘THose who work with low-grade defectives know they are 
not the useless clods they appear to the casual visitor. Dr. 
E. J. Fitzgerald,’ formerly medical superintendent of Bridge 
Home, Witham, Essex, notes that such patients must be 
systematically taught things which the normal child picks 
up without training ; „but the point is that they can be taught, 
and that they enjoy learning. ` Se ox 

The patients at Bridge Home are adult men, less than half 
of whom have a mental age above five years ; yet in 1946, of 363 
patients (including among them 80 with epilepsy, 52 crippled or 
partly crippled, and 12 blind) only 7 were completely unem- 
ployed, and none were bedridden. Cripples are trained to walk 
in various ways: a patient, placed at one end of a pair of parallel 
bars, is encouraged to leave his chair and pull himself along 
between the bars; as his powers improve he learns to walk 
pushing his chair in front of him, or wheeling large toys, 
home-made in the form of a steam-roller or an engine. Later 
he will climb a wooden slope, cross a little bridge, descend some 
steps, and open a gate ; and all these exercises are done when 
possible in the open-air. Even helpless cripples lie out-of- 
doors on rugs, and exercise themselves by working to capture 
toys placed just out of reach. Many are able to take part 
in physical-exercise classes, using an outdoor gymnasium 
set consisting of a swing, climbing-rope, and trapeze. The 
rest of the equipment, since it needs to be exceedingly strong 
is home-made and includes a rocking-horse made from an 
old gymnasium horse, and a fixed bicycle arranged on rollers 
so that the effort required to pedal it is equivalent to that 
used in a ride up a slight hill. Wheelbarrows filled with sand 
are pushed up and down inclined planks, low, hurdles are 
crossed, and the men play at skittles and at a simple ball 
game, in which balls are thrown up into baskets which corre- 
spond in colour with sashes worn by the players. Set exercises 
only last for 15 minutes in the hour, and for the rest of the 
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time the patients amuse themselves by free play with any 
of the apparatus which takes their fancy. Habit-training is 
associated with rewards, including a penny a week for sweets. 

A sensory-training and occupational class is held in a 
The patients begin by playing with peg-boards, 
nests of cubes, sets of buttons and buttonholes, and picture 
puszles; later they are systematically taught kindergarten 
occupations, and finally they learn to knit dishcloths, or make 
wool-mats and paper-bags. In a manual instruction class 
they do simple repairs, help to fill mattresses, clean shoes 
and knives, and make up bundles of wood. As far as possible 
anyone who has been at a sedentary class in the morning 
goes to a physical-exercise class in the afternoon, and all 
are encouraged to attempt simple household tasks and 
personal care. They are also encouraged to feed themselves, 
even if they are clumsy and untidy about it. Many of the 
lower-grade patients are able to take part in the percussion 
bands, which, accompanied by a gramophone and conducted 
by one of the male nurses who has served in an Army band, 
gives pleasure to both performing and listening patients. 

Good results of this programme of training and occupation 
are apparent not only among the patients: as Dr. T. B. Jones, 
the present medical superintendent, points out in a final 
note to Dr. Fitzgerald’s article, ‘“‘ nothing can be so dull as 
the duty of caring for low-grade patients if they are left to sit 
about unoccupied. A training scheme gives the staff addi- 
tional interest which is very real and satisfying.” 


. CONQUEST OF PAIN 
UsING a simple conversational style, and without probing 


‘too deeply, Mr. Bankoff! gives an epitome of the chequered 


history of man’s struggle to abolish pain. He writes in a 
manner calculated to help the lay reader to realise with 
what faltering steps anesthetics have reached their present 
state. It is difficult indeed to believe that it was not until 
about a hundred years ago that general anesthesia was 
born. The primitive efforts of man to relieve pain are lightly 
touched upon, especially in relation to surgery. Hippocrates 
was the first to separate medicine from religion, and Mr. 
Bankoff presents his work in the form of a Socratic dialogue 
between Hippocrates and his pupil Teucer. But lofty as 
was his teaching and practice as a physician, Hippocrates got 
no nearer a solution of the eternal probiem of pain, and for 
centuries mankind continued to suffer the pain of disease 
and at the hands of the surgeon. It is a remarkable fact 
that the pioneers of most human advances have had to 
withstand persecution, mentally and physically and often at 
the hands of the mob. And so it was in this case: priests 
were often foremost in their efforts to frustrate attempts 
to lessen human suffering, and so were many doctors. The 
grim story of the horrors of surgery up to the early 19th 
century will help readers of this book to appreciate more 
fully the boon conferred on us all by the discovery of general 
anesthesia. 
JEROME CARDAN 

In his monograph on Cardan we are indebted to Mr. Eckman ? 
not only for a praiseworthy effort to present fairly and 
temperately the career of one of the most contentious 
figures in medicine, but also for bringing vividly before us 
the great resurgence of medicine and science during perhaps 
the most glorious period of the Renaissance. He recalls 
many of the great names of those who lived at that time 
and whose work has come' down to us as a priceless heritage. 
Amid such surroundings, Jerome Cardan lived and worked. 
Eckman’s notes and references show how thorough his investi- 
gation has been, and at the same time how difficult it is for 
us. at this period of history to distinguish the genuine seeker 
after truth from the charlatan. Cardan is in fact a psycho- 
logical riddle. His personal and family history from childhood 
onwards was unhappy, and no doubt left its mark upon his 
later life which was one of storm and stress, indicating at 
least a certain instability of mind and character. He was 
disputatious and vainglorious, and apparently had a faculty 
for making enemies; and in his work he did not seem to 
scorn the charge of plagiarism. Eckman endeavours to place 
fairly before us his contributions to medicine and science, 
condoning nothing unworthy, but at the same time showing 
us that, either from malice or ignorance, his critics have 
traduced him. Cardan’s belief in astrology and the occult 
were held against him, but indeed this was shared by many 
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distinguished men of his day now held in high esteem by the 
scientific world. Did not Sir Thomas Browne himself believe 
in witchcraft ? 


ANESTHETISTS’ SALARIES IN MIDDLESEX 

THE salary scale for hospital staff adopted by the Middlesex 
County Council in July, 1945 (Lancet, 1945, ii, 717) has now 
been adjusted to bring anesthetists more closely in line with 
other senior clinicians. The original rate of £1000-—£50-£1400 
was criticised by the Association of Anesthetists (Lancet, 
1945, ii, 796). The amended scale rises from £1000 by £100 to 
£1600 per annum and thereafter on proof of outstanding 
achievement by further increments of £50 to £1800. 


GOVERNMENT COMMITTEE ON RESEARCH 


As a sequel to the Clapham report the Government has 
appointed a standing interdepartmental committee on social 
and economic research under the chairmanship of Mr. George 
North, LL.D., the registrar-general. The committee will 
“survey and advise upon research work in Government 
departments, and in particular (a) will bring to the notice 
of departments the potential value for research purposes of the 
material which they collect and will suggest new methods 
and areas of collection ; and (b) will advise on how there could 
be made available to research-workers information gathered 
for their own purposes by the departments which has potential 
value as material for research. The members include Dr. G. A. 
Clark, of the Ministry of Health, and the secretary is Mr. L. M. 
Feery, North-East Wing, Somerset House, W.C.2. 


HOSPITAL ATMOSPHERE 

A BROADSHEET ! called ‘‘ Humanise the Hospitals,” issued 
by the health advisory committee of the Communist Party, 
says nothing new but much to the point. It remarks that 
something more is needed than new buildings. 


39 


benefiting fully from the services offered there. Much 
of their distaste could be overcome by more kindly and 
considerate reception of the patient at the hands of some- 
one trained to reassure and direct him, by more privacy 
during treatment, by a proper appointments system, and by 
a more homely and intimate atmosphere in the wards. 

The committee also put a strong case for better conditions 
for nurses, and for wider use of part-time nurses ; and they 
make it clear that they think many “unhappy nursing 
practices,” including the custom of rousing patients for 
washing in the small hours, are due to the widespread refusal 
of hospitals to adupt the eight-hour shift. The domestic 
staff are equally deserving of better conditions of work. 
Doctors are criticised for not taking the patient into their 
confidence and discussing his case with him, and it is suggested 
that patients and their relatives should be allowed to see 
senior consultants in private at arranged consulting-hours. 
General practitioners should be encouraged to visit their 
patients in hospital. 

Hospital food still gives little general satisfaction, and the 
committee suggest that a book should be provided for patients’ 
complaints on this and other topics, and that these should 
be dealt with by a patients’ ward committee on which the 
almoner should sit. The broadsheet ends by reminding 
the public that the hospitals now belong to them: they must 
sce to it that a more human atmosphere develops. 


ADVENTURES AT MOUKDEN 
THE Moukden Hospital, in Manchuria, founded by Dr. 


Dugald Christie in 1883, had its beginnings in an old three- ~ 
Nowadays it has 11 departments, 52 wards, | 


roomed house. 
6 theatres, 339 beds, and 2 laboratories, and is staffed by 
42 doctors, 107 nurses, and 30 dispensers. When war broke 
out in the Pacific at the end of 1941, all foreign workers— 
eight of them British and one Danish—were interned, and 
their duties fell on the remaining staff. The medical college 
was supervised by the Japanese, but the hospital was allowed 
to go on working as a private institution; and in 1943 
the nine mission hospitals of the Manchurian Church were 
brought under the supervision of Moukden. Despite these 
heavy responsibilities and the scarcity of supplies, the staff 
maintained the hospital well, the nurses especially doing 
fine work. In 1945 the suspicions of the bogus government 
led them to take over the hospital, dismiss the superintendent, 
and suppress Christian teaching in the wards; but this bad 
period lasted for only four months. With the end of the war 
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Many people - 
still fear and shun hospitals in a way that hinders them from 
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on August 15, 1945, the troubles of this unhappy region seemed 
to be at an end; but in the civil strife which followed, 


lawlessness and disorder gained ground, terrorists robbed 


and tortured two members of the hospital staff, the chief 
clerk of the hospital was enticed from his house and shot, 
and all were working in danger and uncertainty. Nevertheless 
the work went ahead, and over 700 cases of gunshot wounds 
were treated. By spring of last year’ supplies were exhausted 
and the staff worn out; but from that time things have 
improved ; help has come from all sides—from the British 
Red Cross, from friends in China and Canada, from CNRRA 
and Unrra. Old staff are returning, and the work is ready 
to grow again. | | 

Being a mission hospital, Moukden has received no outside 
help since 1941, and has had, all that time, to support the 
medical college. New dormitories and lecture rooms are 
needed for nurses, new surgical instruments and nursing 
supplies, and a new children’s ward. UNRRA-CNRRA have 
promised £5000, but at least £15,000 more is needed. Those 
wishing to help should write to the Rev. J. C. Dorward, 


Secretary of the Moukden Medical College, at F.M.C. Offices, 


Church of Scotland, 121, George Street, Edinburgh, 2. 


University of Cambridge | . : 
Sir Lionel Whitby, regius professor of physic in the 
university, has been elected master of Downing College. 


University of Leeds a | 

On July 16 the honorary degree of doctor of philosophy 
is to be conferred on Mr. H. A. Mahony, L.D.S., principal 
dental officer of the Ministry of Health, and Mr. W. G. Senior, 
L.D.S., secretary of the British Dental Association. 


- University of Birmingham : 

In collaboration with the city public-health department, 
the pediatric department of the university is establishing a 
breast-milk bank. Until a suitable building can be erected 
the bank will be housed at the Children’s Hospital. 

Messrs. Cow & Gate have endowed several scholarships 
to be tenable at the Children’s Hospital and at the Children’s 
Institute. One is to be awarded for psychiatric work in 
connexion with the follow-up of premature babies. 


University of Belfast 

The minister of health for Northern Ireland has announced 
that a chair of social and preventive medicine is to be set up 
at the Queen’s University. 


University of St. Andrews 


To mark the visit by the British Association for the 
Advancement of Science to Dundee, the honorary degree of 
LL.D. will be conferred on August 29 on Sir Henry Dale, 
o.M:, and Sir Alexander Fleming, F.R.S. 


Royal College of Surgeons of England 

The American College of Surgeons have made a further 
gift to the restoration of the college, bringing their total 
contribution to over £10,000. Of the £250,000 required for 
the restoration of the college £176,000 has now been collected. 
The American college is also giving a desk and lectern for the 
lecture theatre of the English college, which will be formally 
presented by one of the members of the board of regents during 
the congress of the International Society of Surgery to be held 
in London next September. 


Royal Society of Arts 

The Albert medal of the society has been awarded this year 
to Sir Robert Robinson, D.sc., P.R.S., Waynflete professor of 
chemistry in the University of Oxford, for his contributions 
to the advancement of organic chemistry. 


Middlesex Hospital 

Sir Jack Drummond, D.sc., F.R.S., will deliver the Sanderson- 
Wells lecture for 1947 at the Middlesex Hospital at 4.30 p.m. 
on Tuesday, June 24, when he will speak on the Nutritional 
Value of Bread. The lecture is open to all members of the 
medical profession. | 


Association of Orthopedic Physiotherapists 

At a meeting of the association to be held on Saturday, 
June 7, at 2.30 P.M., at the London School of Hygiene and 
Tropical Medicine, Keppel Street, London, W.C.1, Brigadier 
R. J. Furlong, F.8.0.8., will speak on the Spine and its Physical 
Treatment. 


. movements. 


Congress on Urology a a 

‘The International Society of Urology is holding a conference 
at St. Moritz, Switzerland, from August 25 to 28. The subjects 
chosen for discussion are Ætiology of Primary Renal Calculus, 
Renal Tuberculosis, Transplantation of the Ureter, Use of 
Sulphonamides and Penicillin in Urology, Hormone Therapy 
in Cancer of the Prostate. The speakers will include Mr. H. P. 
Winsbury-White, Mr. Hemilton Bailey, Dr. Cuthbert Dukes, 
Mr. David Band, Mr. Arthur Jacobs, Mr. Yates Bell, and 
Mr. Clifford Morson. Further particulars may be had from 
Mr. Morson at 86, Brook Street, London, W.1. 


Congress on Mental Health — | Ea 

An international congress on mental health will bè held at 
the Central Hall, Westminster, from August 12 to 21, consisting 
of the following conferences: child psychiatry (12th~15th) ; 
medical psychotherapy (12th-15th); mental hygiene (16th— 
21st). The themes of the three conferences will be Founda- 
tions of Mental Health in Childhood, Guilt, and Mental 
Health and World Citizenship. The National Association 
for Mental Health is making arrangements for the congress, 
and further information may be had from the organiser, 
39, Queen Anne Street, London, W.1.. ` ` 


International Chemical Congress er. 

The eleventh International Congress of Pure and Applied 
Chemistry will be held in London from July 17.to 24 under 
the presidency of Lord Leverhulme. The 14 sections will - 
include: biochemistry (chairman, Prof. A. C. Chibnall, 
F.R.S.) ; chemistry in relation to food and nutrition (chairman, 
Sir Jack Drummond, F.R.s.); and chemistry in relation to ` 
medicine and therapeutics (chairman, Prof. C. R. Harington, 
F.R.S.) During the congress lectures will be given by Sir 
Henry Dale, o.m., and Sir Robert Robinson, P.R.S. Further 
information may be had from the press officers of the congress, 
11, Garrick Street, London, W.C.2. | 


Chelsea Clinical Society | oe * 

Proposing the toast of The Society at the jubilee dinner 
held at the South Kensington Hotel.on May 20, the Earl 
of Clarendon, Lord Chamberlain, said that fifty years ago 15 


‘medical men began meeting once a month in a Chelsea dis- 


pensary. In 1922 dinner meetings were started, and by 1938 
the society had 230 members. Lapsing in the war, it was 
revived in 1945, with the same invaluable spirit of intimacy 
and fellowship. Dr. Ronald Jarman, the president, who said 
that the membership is now 214, described the society as a 
happy family, and spoke of the part played by Mr. Paxton 
Baylis, Dr. Harriott Coke, and Dr. Kenneth Eckenstein in its 
restoration. Sir Cecil Wakeley, proposing The Guests, 
resolved any existing doubts about the tenure of office of the 
presidents of the three Royal Colleges: for the. Physicians, 
he said, it is 7, 14, or 21 years; for the Surgeons, 7 years ; 
and for the Obstetricians and Gynecologists, 9 months. 
Mr. Russell Vick, K.c., replying lightheartedly and grate- 


.fully for the visitors, produced a new adage for these latter 
| days: 


“ You’ve got to take the rough with the rough.” 
Sir Hugh Lett, president of the British Medical Association, 
said that the society kept its proceedings on a high level both 
of professional] interest and of friendship and social activities. 
In future medicine would have to encourage such activities. 
There were those who wanted to see every doctor not only 
a servant of the State but a member of a trade-union ; but 
the voice of the people was a variable and incalculable thing, 
and if the people were making a serious mistake we should | 
do our best to persuade them to change their minds. This 
could only be done if members of the profession talked things 
over and reached their own conclusions as to what is right, 
and the closer the association between doctors the better it 
would ultimately be for the community. ; 

Major-General Sir Colin Gubbins testified to the help given 
by doctors during the war in the organisation of resistance 
At the end of the dinner Dr. Jarman handed 
over the presidential badge to Dr. W. N. Maclay. | 


Appointments 


BAINES, G. H., M.B. Camb., F.R.C.S.: surgeon to outpatients, 


Children’s Hospital, Birmingham. 
CAIRNS, J. G., M.D. Edin., D.P.B.: clinical tuberculosis officer, 
Hawks, L. A., M.B. Camb., M.R.C.P., D.C.H. : physician, Doncaster 


Cornwall. 
Royal Infirmary. 
RAFFAN, A. W., M,B. Aberd., D.A. : asst. anesthetist, Royal Aberdeen 


Hospital for Sick Children. 


_ SOCIAL ASPECTS OF EPILEPSY 


J. TYLOR Fox 
M.D.Camb., D.P.M. 
m gi “LATE MEDICAL SUPERINTENDENT, LINGFIELD EPILEPTIC 


=. La 2 COLONY, SURREY 


Tae maxim that the patient must be treated as well 
the disease from which he suffers is an old one, but 
i cannot be repeated too often. Especially is this the 
case just now when a flood of new remedies is impress- 
~ us with our ability to control infective and other 
a is orders by chemical means. 

_ During the last few years we have had a dramatic 
demonstration of the value of the combination of social 
with medical treatment. The urgent need for man- 
‘power led the Government to cast a questioning eye 
on the physically handicapped who were apparently able 
to contribute little or nothing to the common cause. 
To knowledge of medicine was added that of industrial 
need and opportunity, science was supplemented by 
goo d will, and encouragement combined with training 
ae result tens of thousands of handicapped men 
women were converted from passengers to active 
be rticipators, reaching, many of them for the first time 
in their lives, the full status of citizenship as wage- 
earners. Little imagination is needed to grasp the 
$ significance of this for the men’s well-being and self- 
_ esteem, for the happiness of the homes from which they 
came, and for the national economy in time of need. 
It was one of the heartening constructive accomplish- 
“ments of a dark period of destruction. 

= The moral for us is obvious. Faced with a patient 
ae suffers from chronic disease or disability, we shall 
doing less than our duty unless we ensure that by 
mbdifying his outlook and his environment in the right 
directions we can enable him to take his place in the 
community as a wage-earning citizen, or as near that 
place as his handicap allows. But all this will mean a 
much more extended knowledge of our patient. Past 
medical history and present physical signs will only be 
the beginning. We must know something of his 
telligence, his temperament, and his general mental 
outlook, of his educational attainment and his employ- 
ment record, of the physical and emotional conditions 
in his home. Most doctors have neither the time nor 
the facilities for obtaining this information, and we 
must face the fact that for the adequate treatment of 
chronic disability, and of the social handicap that 
chronic disability brings with it, the doctor will have to 
_ be one of a team. 


ee 
AiL 


CAUSES OF THE SOCIAL HANDICAP IN EPILEPSY: THE 
r ASSOCIATION WITH MENTAL ABNORMALITY 


= Especially is this true of epilepsy, where the social 
handicap is out of all proportion to the size and quality 
of the physical disorder. What are the causes of this 
altogether disproportionate social handicap? First and 
foremost is the unhappy association in the public mind 
of epilepsy with mental disorder, and the all too common 
belief that no epileptic can be quite normal. Now it is 
rue that there are over 10,000 epileptics in the mental 
hospitals of this country, and probably rather less than 
half that number in certified institutions for mental 
defectives. Epileptic insanity may simulate any of the 
‘Te ognised clinical psychoses, but most of the epileptics 
in asylums are suffering from progressive dementia. 
The relationship of epilepsy and mental defect varies. 
hi its are a common accompaniment of the lower grades 
T of primary amentia, while mental retardation may 
) appear early as the result of epileptic fits in early life. 

Or again, both the mental deficiency and the fits may 

be expressions of cerebral lesions, whether traumatic, 
i infi ammatory, or vascular in origin. In any case, it is 
6458 
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clear that the incidence of insanity and mental defect 
is considerably greater among epileptics than in the 
population generally. 

Short of certifiable disorder, epileptics are believed 
to possess a temperament which makes them difficult 
to live with, to be antisocial, even to be potential 
criminals. A specific epileptic temperament has indeed 
been described, with egocentricity and hypersensitiveness 
as its basic characteristics ; whence come unsociability, 
moodiness, unreliability, sudden gusts of bad temper, 
leading on to antisocial acts and even crimes of violence. 
That this picture fits some epileptics is true, as indeed it 
does a good many people who are not epileptic, but to 
apply it to epileptics generally is a grave and tragic error. 
I doubt if one in ten of epileptics living outside institutions 
possesses the epileptic temperament in any discernible 
degree, and the number would be much smaller but for 
the heavy social handicap under which epileptics exist. 
For, though the temperament is in some cases part 
and parcel of the disease, and, like fits, a manifestation 
of the paroxysmal dysrhythmia of cerebral cells, in many 
cases it is but a secondary phenomenon, the outcome of 
the social frustration which has dogged the patient’s 
life from his youth up. 

At a conservative estimate we may assume that there 
aré in this country at least 100,000 epileptics outside 
institutions. A few of these have a severe social handicap 
in the form of an awkward temperament, no doubt some 
are mentally retarded, and a fewin a prepsychotic stage, 
but the mental condition of the great majority is within 
normal limits, and many are men and women of 
exceptional intelligence and ability. But the almost 
universal belief in the close association between epilepsy 
and mental abnormality hangs like a cloud over the lives 
of them all. 

THE GLOOMY PROGNOSIS 


‘Once an epileptic, always an epileptic.” <A clear 
diagnosis of epilepsy is almost equivalent to a life sentence 
in the minds of most people. Even doctors, unfor- 
tunately, often adopt this gloomy view. ‘‘ There is 
no cure for this disease” is the medical verdict often 
brought along by sorrowing parents on their child’s 
admission to a residential school ; a verdict occasionally 
fortified by the rider “ and anyhow no medicine will do 
him any good.” Still worse is the belief that mental 
deterioration is the ultimate fate of every epileptic. 

All this gloom is most emphatically unjustified. Very 
many people have repeated epileptic fits for a period 
during childhood and adolescence, and then the attacks 
disappear and do not recur. This applies, of course, 
particularly to cases of pure petit mal, but is far from 
unknown among those who have major fits as well. 
Naturally these people do not go about advertising their 
past medical history. Moreover the control and arrest 
of attacks by medication is becoming more effective every 
year. Given time, patience, and perseverance on the 
part of the doctor, and coöperation on the part of the 
patient, a drug, or combination of drugs, with optimum 
dosage and timing, can be worked out with resultant 
effective control in a surprisingly large number of cases. 
Mental deterioration, again, may be typical of chronic 
institutionalised patients who have had large numbers 
of fits for many years, but most epileptics living in the 
community show no signs of it. 

There is justification for optimism about therapy in 
epilepsy at the present time. New anticonvulsant 
remedies are on their way to us across the Atlantic. 
And now we have the electro-encephalograph. Apart 
from enabling us to select cases suitable for neurosurgical 
investigation and treatment, it may be said that this 
has little therapeutic value at present, but the demonstra- 
tion of cerebral dysrhythmia in its varied forms, its 
origin, and its mode of spread is surely a dramatic step 


x 
Digitized by Google 


ie 


THE LANCET] DR. TYLOR FOX: 


TIG 


SOCIAL ASPEOTS QF EPILEPSY |, 


[JUNE 7, 1947 | 


forward towards determining the biochemical and bio-. 
physical abnormalities which underlie ‘the ' disease. 
Epilepsy today presents an increasingly hopeful Serd for 
research. 

THE FAMILIAL FACTOR 


The knowledge that epilepsy tends to run in families. 
adds to the impulse for concealment that often has so 
strong a hold on epileptics and their relatives. The 
desire at all costs to avoid having a fit in public has led 
in many cases to a life of limitation and confinement. 
Cut off from most normal social contacts, surrounded by 
a wall of equivocations and misrepresentations, if not 
of actual falsehood, the unfortunate patient is in effect 
treated with cruelty by those whose sole wish is to afford 
' him affectionate protection. Short of limitations of this. 
type, the presence of the epileptic in’ the family often 
introduces that slightly uneasy feeling into the social 
relationships of the rest of the family with the outside 
world, an uneasy feeling that suddenly springs into 
prominence when the possibility of marriage arises. 

The social handicap arising from the familial tendency 
to epilepsy cannot, perhaps, be removed, but it can be 
lightened by facing the facts frankly. In many cases 
there is no more reason for concealment or for anxiety 
than in families one of whose members has diabetes or 
tuberculosis. Light on the marriage problem, either, for 
the epileptic or for his relatives, is being thrown by the 
electro-encephalograph. Near relations of declared epi- 
leptics show dysrhythmia of an epileptic type five times 
more often than a control group from the general popula- 
tion (Lennox et al. 1940). This dysrhythmia may rarely 
be of a type that shows that they are in fact potential 
epileptics, in which case the routine use of a small daily 
dose of some anticonvulsant drug should be considered. 
More often there is irregular slow-wave activity of a type 
that suggests the likelihood of their being potential 
transmitters of epilepsy. Here, as in the case of the 
epileptic himself, an electro- encephalographic record 
of the prospective spouse may be of immense value. 
Should this be normal,-the chance of epileptic offspring 
is small—it is perhaps unwise to give any figure at the 
moment, as data are insufficient. Should, however, 
it show the same type of dysrhythmia, the outlook for 
any children of the marriage would be black indeed. 

Where the patient’s attacks started late in life, and 
his mentality is up to normal, the inheritance factor is 
unlikely to be potent. (Lennox 1945). 

Finally, it must always be remembered that in many 
epileptics -whose fits are due to local brain disease or 
trauma there is no evidence whatever of a’ familial - 
tendency. 


THE FIT: A DRAMATIC AND UNPLEASANT PHENOMENON 


That epileptic fits often come unheralded with dramatic 
suddenness, and that, in the major form, they are often 
very unpleasant to witness, cannot be denied. We may 
view our brother epileptic with good will, but we would 
rather view him at a distance. Employers, shy of giving 
work to epileptics, often emphasise the distress that the 
fits cause to other employees. School-children dislike 
sitting next to a boy who at any time may give a loud 
cry, fall on the floor with a thud, and go off into 
convulsions from which he will emerge with a strong 
smell of urine on his trousers.. The æsthetic shock of 
major fits is, in the eyes of some people, one that the 
general public should not be expected to put up with, 
and the patients should be confined to special institutions. 
The social corollary of all this is only too obvious. 
At work or at play, in school or entertainment hall, the 
epileptic is not wanted, and the effect on his mental 
outlook and his position in society needs no' elaboration. 

This attitude to epileptics, which ends up with some- 
thing like social ostracism, can and must be fought. 


attainment, aptitudes, interests, 


, - Surely the long years of the blitz, during which we all, 


old and young, phlegmatic and. sensitive, had to stand 


‘up to strains and horrors almost beyond imagination, 


have taught us that human susceptibility to shock is 
less than we had thought, and can be overcome if our 
minds are set in the right direction. Very rarely indeed 
need a fit cause any-alarm ; and, if only we could teach 
people not to make a fuss "and to take the fits in their 
stride, much sotial suffering would be avoided. Those 
who crowd round and call for doctors, ambulances, or 
brandy are unwittingly being unkind to the particular 
patient and to epileptics in general. True kindness is to 
ignore the fit as far as possible. This lesson must be 
learnt, and it can usually be taught better by the 
employer, the foreman, or the class teacher a by the 
doctor. 


1 


EMPLOYABILITY AND EMPLOYMENT 


Some of the causes of the heavy social handicap 


of epileptics have been indicated, and suggestions made . 


that might lead to their diminution or removal. The 
important and debatable question of employment now 
arises. The extreme view that epileptics as a, class are 
unemployable still has its partisans, but obviously the 
matter is one for individual assessment, and each case 
merits careful consideration. It is a disservice to 


epileptics generally to recommend an epileptic for work 


if his handicaps are so severe that there is little or no 


hope that he will retain it, for his failure will block the 


market for his fellows. The patient’s intelligence, 
and record of past 
employment all come into the picture, and some attempt 
should be made, by interview with the patient, to 
discover any defects of temperament. Information 
about temperament‘is better obtained from those with 
whom the patient lives, who should also be asked to 
check his own statement ‘about his fits. It is most 
important to know the number of these, their regularity, 
their severity, their duration, the rapidity of recovery, 
the presence or absence of adequate warning, and the © 
time at which they most often occur; for all. these 

factors may have a determining influence on employ- 
ability and the type of employment. Thus there is a 
large group of epileptics who only have attacks at night 
or at or about the time that they get up in the morning, 


‘and for them the employment handicap is negligible or 


very small. Others have a monthly or even longer 
rhythm, with fits spread over two or three days and 
long clear periods; and here the handicap can be 
measured. Patients who suffer from slight petit-mal 
attacks in smaller or larger numbers, with transient loss 
of consciousness but no fall, are fit for some forms of 
work but not for others. A warning long enough to 
allow the patient to assume a position of safety is an 
obvious asset. Rate of recovery after a fit will be a 
factor of importance to the employer. Frequent major 
fits, occurring at any time without warning, will put 
the patient outside the ordinary employment market. 

Lennox and Cobb (1942), in a survey of 1000 epileptics 
of employment age and outside institutions who were 
being treated privately or at clinics—i.e., they were all 
receiving medical attention—found them at work in 
almost every sphere, from professional or major business 
situations down through skilled trades to simple labouring 
and domestic jobs. They record that of the total about 
10% had deficient muscular strength or control (myo- 
clonus, incodrdination, weakness, or paralysis), 30% had 
some degree of mental retardation or deterioration, and 
10-15% ‘abnormalities of personality. There is consider- 
able overlap in these figures, and Lennox and Cobb 
conclude that, taking these handicaps into consideration 
with that arising from frequent or severe fits, probably 
25% of the 1000 were not fit for employment in the 
ordinary way. 
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A rather more hopeful picture is presented to us by the 
Ministry of Labour in this country. On August 19, 
1946, the names of about 7500 epileptics appeared on the 
register of disabled persons, and of these no less than 
6150 were actually in jobs on that date. This is only a 
partial picture; there are probably many thousands 
more at work who have declined to register. Many of 
these will be slighter cases, who have concealed their 
complaint. On the other side the number out of work, 
about 1350 or 18% of those who have registered, indicates 
a brighter state of affairs than actually exists. Of those 
in work probably a fair percentage only hold temporary 
jobs ; and, in any case, if and when the labour demand 
lessens, epileptics will be among the first to go. There 
must, moreover, be a large number, especially of the more 
severe type with mental retardation, who through 
ignorance, laziness, scepticism, or hostility have not 
registered. It further appears that the disablement and 
resettlement officers (D.R.0.’s) of the Ministry are finding 
great difficulty in placing those who want work, and 
estimate that about half of them are so severely handi- 
capped that they are not fit for open employment but 
should be placed in “ sheltered workshops.” 

Certain types of work must be ruled out for people 
liable to fits, the chief of them being work with moving 
vehicles or live machinery, and work involving climbing 
ladders. There are no doubt other jobs unsuitable 
for epileptics, but positions of employment without risk 
should easily be found in any large factory or workshop. 

The approach to the prospective employer should be 
frank ; concealment can never form part of medical 
advice. The recommendation should be made that those 
with whom the employee will work be informed that he 
is liable to occasional fits, but that these need cause no 
alarm, and that only one man, detailed to give him the 
necessary minimum attention, need stop work when a 
fit occurs. For it is not the loss of the patient’s time 
occasioned by a fit that worries employers so much as 
the general loss of time in the room in which the fit occurs. 
The advantages of employing a small group of epileptics, 
rather than an individual epileptic, might well be put 
to the large employer; and hesitant employers may be 
encouraged by the fact that many epileptics, aware of 
their handicap, are most anxious to do their best, and 
make excellent workmen. _ 

Regular work is good for us all, including epileptics, 
but occupation and interest are also direct anticonvul- 
sants. This has long been a matter of clinical observa- 
tion by those who have the opportunity to watch their 
patients closely. We now know that carbonic and lactic 
acid and other products of cerebral and muscular 
metabolism are direct inhibitors of fits, and indeed the 
inhibition by mental alertness-of the petit-mal type of 
dysrhythmia can be effectively demonstrated on the 
electro-encephalograph. Work in which he is interested 
is exceptionally good therapy for the epileptic. 

For those whose handicap is severe enough to exclude 
them from ordinary employment, sheltered workshops, 
set up under the provisions of the Disabled Persons 
(Employment) Act, will now be an alternative to institu- 
tional treatment. The Disabled Persons Employment 
Corporation has already opened three of these, and plans 
for 50 have been approved by the Ministry (Ministry of 
Labour 1946). The suggestion that there should be an 
epileptic bay in each of these factories has now been 
carried into effect in one of them, and is reported to be 
working satisfactorily. To cover the whole epileptic 
population, either residential hostels in the neighbourhood 


of these factories, or facilities for providing wore at home, 


would be required. 


COMMUNITY CARE 


The task”of finding employment for epileptics, besides 
other disabled persons, now falls on the D,R.0.’s, who will 
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need a working knowledge of medicine. and surgery. if 


they are to function effectively. The individual assess- 
ment of each case of epilepsy will be a formidable problem ; 
but, unless this can be made and every case dealt with | 


on its own merits, epileptics will be in danger of beng | 


lumped together as impossible. To assist in the original 
assessment, and to provide a follow-up service, a third | 
party is needed—the trained social worker. Finding 

suitable employment is not going to be easy, but for 

many epileptics mere work-finding will not be enough. 
Long periods of unemployment and frustration, awkward 

dispositions, and mental dullness mean easy discourage- 

ment and poor powers of adaptation. Talks to the 

patient and his friends at home, and visits to the pros- 

pective employer, the actual employer, and the patient 

at work will just make the difference between success 
and failure, and for all ‘this sympathy, understanding, | 

experience, and training are needed. 

At the National Association for Mental Health we 
have for ten years had a trained social worker providing 
community care for epileptics outside institutions, and — 
nearly 1000 cases have passed through our hands. The 
results have been encouraging. Some indeed of the 
cases referred to us would have made good ‘anyway, 
and for a few little or nothing can be done, but we 


estimate that, in more than half, the advice and encourage- _ 


ment that we have been able to give has been a determin- 
ing factor. in keeping them going. That under the 
Disabled Persons Act the task of finding epileptics | 
employment is taken out of our hands in no way removes 
the need for community care of this type. Ideally, it 
should be associated with, and complementary: to, the 
work of the D.R.O., and linked up with the patient’s 

doctor. We should then have the framework of a real 
community treatment for a group of handicapped people 


for whom, in the past, practically no such provision __ 


has been made. Indeed a consideration of the care and — 
provision made for certain members of society, notably 
the blind, the crippled, and the mentally deficient, can 


only lead to the conclusion that p aae have. been. the | d 


victims of something like social neglect.: 


TWO CONCLUSIONS : 
- There are two main conclusions to be drawn ae this o 


brief survey of some of the social aspects of the epileptic oe 
problem. One is the paramount importance of treating `- 


each patient as an individual, and avoiding any pre- 


conceived notions attaching to the group to which he . i 


‘In fact the basis of the social trpatment of the 


belongs. l 
‘avoid 


epileptic can be expressed in the two: words ‘ 
generalisations,” 
in mind in the medical, as well as the social, sphere. 


The other conclusion is the need for more general — TR 


knowledge about epilepsy—what it is, and what it is — 
not. Epilepsy is a tendency to recurrent attacks of loss - 


‘or modification of consciousness, which may or may not 


be accompanied by muscular spasm, and which arises in 
conjunction with paroxysmal dysrhythmia of cerebral 
cell activity. With this one manifestation in common, 
a large and varied group of people is assembled. Because 


of ignorance and prejudice, other ‘characteristics are ` 


commonly, but erroneously, ascribed to the group as a — 


whole, with a resultant grievous and quite unjustifiable ` 
increase in the social handicap of many of them. Only | 
by the removal of this ignorance and prejudice can. _ 


amelioration of the lot of the epileptic be achieved. 
On the other side of the Atlantic, the American Epilepsy ` 
League has for years carried out nation-wide propaganda — 
with a view to making the facts about epilepsy generally 


known. By books and by articles in the public: and. | 


medical press, by lectures, and by, broadcasting,.. the 


League is attempting to remove’ the deep-rooted :pre- 
judices of the past, and a perusal of their literature and =~ - 
reports can leave no doubt about the ‘effectiveness of. tele EA 


x2 


a maxim that can usefully be borne o | 
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campaign. About epileptics it may indeed ‘be said: 
that only knowledge of the truth will make them free. . 
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INFECTIVE JAUNDICE IN ICELAND 


L. S. ANDERSON 
B.Se. Edin., M.B. Manc., D.P.H. 


Erom the Department of Public Health and Social M ene, 
University of Edinburgh 


THe following: observations are made on nineteen 
outbreaks of infective jaundice in Iceland between 1929 
| and 1940, involving 854 cases. 

Iceland is a country. rather larger than Ireland, three- 
fifths desert and glacier, with a population in 1930 of 
about 110,000. Its intercourse with the outside world 
has never been very great, and there has been little 
immigration to or emigration from the country, so that 
its particular interest therefore lies in the fact that it is 

a small closed community whose stock has remained 
ualere for about a thousand years. 

The climate tends to be dry, with more or less constant 
high winds, which raise clouds of fine floury dust near any 
centre of population. Hard frosts in winter render 
flush sanitation systems difficult to maintain except in the 
most modern installations. 

. The social and economic field is not easy to describe 
in brief; but, at the risk of over-simplification, one can 
divide the population roughly into three numerically 
equal groups: fishing, farming, and professional and 
administrative (Hagskyrslur Islands, 1926, 1937). 

The fishing community is mainly compressed into 
small groups scattered round the coast ; hence its people 
tend to live closely packed together. The industry 
is largely seasonal ; in summer the herring season is in 
full swing on the north and east coasts, attracting many 
people from the south to take part. So great is the 
northward migration of the coastal folk in summer that 


_ the populations of some of the fishing villages may 


treble themselves during the season, leading to violent 
overcrowding. The herring season ends in early Nov- 
' ember, and soon pack-ice may render the north and east 
. coasts dangerous, but in the south and west the cod and 
white-fishing continues through the winter. 
. The farming community, on the other hand, is very 
widely diffused—so widely that in winter families may 
be isolated for several months from contact either with 
other farms or with the villages, and a visitor from another 
district is an event of some note. In summer most of the 
farmers employ casual labour, often from far away, 
to help with the hay-making, on which the maintenance 
of their stock through the winter will depend, and, 
later, for the sheep-gathering and slaughtering in 
September, of which the subsequent sale represents their 
main and often only source of cash return. 

It is difficult in a country like Iceland to draw a 
distinction between urban and rural populations which 
would be comparable with a similar distinction drawn in 
Britain, because, where the largest town is only the size 
of Falkirk or Ramsgate, it can hardly be said that there 
is a real urban population, but for the purposes of the 
present study it seems reasonable to divide the population 
broadly into those people, on the one hand, who live 
in the two main towns, are likely to spend most of their 
- days in and round buildings with no great walking 
distances between, and who work with others in stuffy 
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centrally heated rooms, but whose water and sanitary 
services are relatively up to date, and, on the other hand, 
those who live in distinctly rural surroundings. In this 
paper the people of Reykjavik and Akureyri have been 
taken as “ urban ” and the remainder as ‘“‘ rural.” The 
relative populations are shown in the table. 

The population of Iceland has increased very rapidly, 
having doubled itself in the last hundred years, and 
increased by 57% in the forty years up to 1930 (Jonsson 
1940). Pari passu there has been an urban trend ; 
for, whereas in 1910 the two towns held 15% of the 
population, in 1930 they held 29%, and that this is not 
due to a higher urban birth-rate is shown by the fact. 
that in 1910 two-thirds of the people in Reykjavik, 
and even in 1930 over one-half, had been born in the 
rural areas. 

Owing to Iceland having been a democracy for a 
millennium, wealth and poverty are fairly evenly dis- 
tributed, and the democratic habits of the people are 
reflected in their tendency to overcrowd the living- 
and sleeping-rooms of their small houses. There are 
few or no social barriers. . 


INCUBATION PERIOD 


It can readily be seen that, whereas movement and 
contact between members of the fishing communities 
tend to be fairly free, similar contacts among the 
folk are very much fewer ; and the key to the spread of 
infective jaundice in their case appears to be the itinerant | 
casual workers already mentioned. Hence the observa- 
tions of the rural doctors (Heilbrigdiskyrslur. Islands) 
regarding the length of time which elapsed between the 
movements of strangers known to be contacts and the 


GEOGRAPHICAL DISTRIBUTION OF INFECTIVE JAUNDICE 
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Reykjavik .. |29,000 | 260! January, 1929- | 27 4'0. 69 
March, 1931 
Akureyri 4000| 65| March, 1929-. | 16 | 12-2 67 
ee June, 1930 
Nordfjord 1500) 36| August. 1929- | 10 | 28:8 
May, 1930 - 
Stykkisholm.. 1600| 36 October, 1929- 10 | 27-0 =—6§ 
July, 1930 
Olafsvik l 1700] 12| Jan.—March, 1930|) 3 | 28-2 — 
Husavik .- | 1600| 35| Jan.—May, 1930 5 | 52°5 40 
Akranes 1600| 16 /Jan.—August, 1930} 8 | 15:0 36 
Hafnafjord .. 4800! 34 /\Feb.—August,1930| 7 | 12-1 50 
Ketlavik 2800! 34| Feb.—-Nov., 1930 | 10 | 14:6. | 64 
Westmanneyyar, 3400; 38) March—Oct.,1930| 8 | 16-8 41 
Faskrufjord .. 1200| 21| -October, 1931- 42-0 35 
February, 1932 
Tsafjord 3500 | 93); Jan.—Dec., 1932 | 12 | 26-6 27 
Bolungarvik.. 8001 19) April-Oct., 1932 40-6 —11 
Blonduos 2200| 15| May-Sept., 1933 5 | 16-4 12 
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June. 1937 
25; August, 1936- 8 | 19-7 
March, 1937 : 
Husavik 1900 40 
29| October, 1937- | 7 | 26-7 | 
April, 1938 
Kopasker 1000! 20| December, 1937-| 4 | 60-0 


March, 1938 
June—Dec., 1940 7 | 11-7 41 


Westmanneyyar| 3400| 24 
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appearance of the disease in distant farms afford 
substantial evidence of its incubation period. 

In 1914 an instance was recorded of infective jaundice 
being ‘carried by 
a traveller to a 
house in the 
remote district 
of Nanteyrar, as 
a result of which 
five people be- 
came ill; and in 
1920 infective 

jaundice was 
carried from 
Axarfjordur 
(Kopasker) by 
the post south- 
wards as far as 
Borganes, a dis- 
tance of about 
340 miles. In the 
following further 
examples ex- 
tracted from these reports the possibility of infection 

from other sources has been excluded : 


RURAL 


Fig. I= ea j-—Seasonal incidence of infective jaundice 
n urban and rural districts of Iceland over 
twelve years, 1929-40. 


Minimal 
Place Date Sequence incubation 
: period (days) 

Nordtunga ... Early Woman arrives from farm 

November, where all children have 

1929 recently had infective 
jaundice (1.J.) 
Nov. 11 She develops I.J. 

Dec. 12 Boy at Nordtunga develops 


1J. 31 


Woman arrives from 
infected household in 
Westmanneyyar 


Braedabolstadir July 14, 
1930 


July 21 She develops 1.5. and is 
isolated 
August 21 Manservant in same house ° 
develops I.J. 31 
Horgsdal July, Son A of farmer returns 
1930 from infected house in 
ay ee anne va 
August 3 Girl (friend) leaves 
Horgsdal for her home 
at Flotskverfi 
August 4 Son B of farmer develops 
I.J. 
Sept. 4 Girl A develops 1g. at 
Flotskverfi 32 
Sept. 6 Son C of farmer develops is 
F.J. o x 
Sept. 6 Daughter of farmer 
develops I.J. 33 
Oct. 6 Woman at neighbouring 
farm to Horgsdal 
develops I.J. 30 


These reports, demonstrate the decimating effect of 
the disease in the little rural communities, and show the 
average minimal incubation period, in these six recorded 
instances, to be 32 days, with a variation of two days. 
They agree with the conclusions of Walker (1945) con- 
cerning the U.S. Army, and of Pickles (1939), in his 
Wensleydale epidemics, that multiple cases developed in 


families but not simultaneously—rather were they 


spaced, just as in Iceland, about a month apart. Hallgren 
(1942) also noted multiple cases, developing in this 
instance simultaneously, in families in a Swedish rural 
district. 
SEASONAL INCIDENCE | 

The table shows against each place its population, the 
number of cases involved in the outbreak, the period 
covered by the outbreak, and the attack-rate. It also 
shows the change in population during the ten years 
before 1930. In the case of later outbreaks at Husavik, 
in 1936 the population had increased slightly since the 
first outbreak in 1930, and the figure of 40% increase 
is an average. 

It was impossible to trace the start of even a maniy 
of the nineteen outbreaks to those months when the 
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seasonal increase in population of the places subject 
to variation was at its peak, and when, therefore, over- 
crowding and the chances of droplet infection were at a 
maximum. 

Fig. 1 shows that in both rural and urban areas the 
range is about the same, the winter incidence being double 
that of the summer. 

In many cases the epidemics tended to be of explosive 
onset, to reach an early peak, and to die away equally ` 
suddenly, sometimes with a second peak three or four 
months after the first. i 


AGE- AND SEX-DISTRIBUTIONS 


The age- and sex-distributions, based on the 1250 cases 
of infective jaundice which occurred in Iceland during 


‘the twelve years, 854 of them in the nineteen epidemics 


and the refnaining 396 sporadic cases reported from all 
parts of the island, are shown in fig. 2; the incidence was 
heaviest in children and young adults. Unfortunately the 
population age-group ratios for this period are not to 
hand ; so an attack-rate cannot be calculated for age- 
groups. But the distribution agrees with that found by 
Hallgren (1943) in outbreaks among mental defectives 
at Stromsér Institute, and among patients, staff, and 
villagers at Hallnas sanatorium, Sweden: just under 
46% in age-groups 5-19, 46% in groups 20-24, caer 
groups 25-34, and lower thereafter. 


URBAN AND RURAL INCIDENCE 


On the population trend already noted, one can assume 
that the urban population will contain a far higher pro- — 
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Fig. 2—Age- and sex-distributions of 1250 cases of infective jaundice in 
Iceland over twelve years, 1929—40. 


portion of the childhood and young adult age-groups, 
and the rural population correspondingly fewer ; hence, 
since this is a disease of young people, the urban attack- 
rate might be expected to be much higher than the rural 
rate. That this is not the case is shown by fig. 3, which 
gives the urban attack-rate against that of “the whole 
of the rest of the country. Though the two rates are of 
the same order of magnitude, infective annie tended 
to recur outside the two large towns. 

In the country the outbreaks were confined to fourteen 
localities comprising 43% of the non-urban population, 
and infective jaundice only appeared sporadically, if at 
all, in the remaining areas during the twelve years. 

This limitation of the outbreaks to certain areas is 
significant because, apart from the broad differences ` 
between farmers and fishermen already mentioned, the 
pattern of life throughout the country areas is fairly 
uniform, and therefore, if droplet infection were to blame, 
one would expect a measure of uniformity in distribution 
of the outbreaks. ` 

Rural water-supplies and sanitation, on the. other hand, 
are anything but uniform. Water was drunk from 
streams, wells, or lakes, and was often found to be 
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N Gab OF QN 


ATTACK-RATE per 10000 PEOPLE 


© 
ences 


W930 7 193} 1932 1933 ' 1934 ` 1935 


1929 


Iceland. 


polluted during the aed of military occupation. 
Domestic washing facilities were often of the most 
primitive order; hence washing after defecation would 
be most improbable. Disposal of fæces is often very 
casual, as can be imagined when no earth remains 
unfrozen with ' which to cover it. Conversely, in some 
rural. areas a serious attempt had been made to tackle 
_ this problem. 

- In fig. 4 the mean urban attack-rate for 1929 and 1930 
is taken as unity, and the relative attack-rate for the 
affected rural areas is superimposed. The average rate 
for the affected rural areas is about four times that of 
‘the urban areas, or nearly twice if one includes the 
unaffected rural population. 


‘Though rapid increase in population nearly always 


‘implies domestic. overcrowding, since new _ building 
cannot keep pace, it has usually meant in Iceland that 
_ the problem of .water-supply and disposal of fæces has 


been taken in hand. In Reykjavik and Akureyri most | 


of the houses have a piped supply which is beyond 
suspicion ; and, though 10% still had earth closets in 
1930, these were methodically emptied by the munici- 
palities. The same applied on a smaller scale in Keflavik, 
Hafnafjord, and Akranes, all near Reykjavik. - 

Fig. 5 shows the attack-rate per 1000 of the population 
of each place against the percentage increase in popula- 
tion of that place in the ten years before 1930. Those 

places where there has been a diminution of population 
are shown simply ‘as zero increase, because in practice 
the diminution of population did not mean that the 
remaining people spread themselves out among the 
surplus houses, which appeared merely to have dis- 
integrated. 
inverse relation between increase in size of place and 


n, prevalence of infective jaundice. 


SOURCE OF INFECTION 


‘The explosive nature of most of the outbreaks, the 
predommance in rural areas where water-supply and 
sanitation, though varying in quality, are mostly 
worse than in the towns and often very primitive 
_ indeed, and the patchy distribution throughout the 


| 1936 
Fig. 3—Attack-rate of infective jaundice per 10, 000 of urban (Reykjavik and Akureyri) and rural populations of 


It is clear that there is a highly significant 


country, all point to 


fæces. as the principal. 


source of reinfection, 
a hypothesis which 
the dry climate, high 
winds, and prevalence 
of dust reinforce. 
The observations of 


several other writers. 


tend to support this 
view. Walker (1945) 

considered the. virus 

to be present in the 
patients’ fæces. Kirk 

(1945), describing an 

outbreak among New 
Zealand iene in the Alamein line, showed good 
evidence for spread by flies from fæces and/or from 
infected corpses left half-buried by the retreating 
enemy. 

‘ Hallgren | (1942 and 1943) described three explosive 
outbreaks in 1942 and 1943 in Sweden which ended 
after (1) chlorination of the relevant water-supply, 
(2) repair of a leaky sewer which had been polluting a 
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“Fig. 5——Comparison of attack-rates of infective jaundice per 1000 of 


population with percentage: increases of population in different 
places in Iceland. | 


well, and (3) boiling ‘of all water, which was normally 
taken from a river draining an area in which infective 
jaundice was endemic. 

Thorne and Estabrooke (1941) described concurrent 
outbreaks of bacillary dysentery and infective hepatitis 
in which about 22% of the patients had both diseases, 


and which stopped when strict measures were directed 


toward elimination of the intestinal-oral circuit. 
Finally, Havens et al. (1945) and Findlay and Willcox 


. (1945) showed that infective jaundice can be produced in 


man by ingestion: of 


14 ge E a fæcal material, urine, 
t : a >o E3 Mean urban attack-rate or serum from infected 
12+ on L O `- Æ Attack-rate in affected rural areas patients, or by spraying 


sence s? ee eee aa aa a a 
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the nasopharynx with 
fæcal material. 

In Iceland’ one can 
exclude flies as vectors 
of any importance. 

Though there are parts 
»of the island where, 
in summer, mosquitoes, 
&c., abound, infective 


ove 


1929 
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1933 | 1934 ' 1935 ' 1936 ` 1937 “1938 t 1939 * 1940 


Fig. 4—Ratio of attack-rate of Infective jaundice in affected rural areas to the mean urban attack-rate for 5929-3) 


(expressed as unity) In Iceland. 


jaundice was-not in any 


' degree localised to these 


areas. S% 
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It is difficult to entertain the view that each of the 
nineteen outbreaks described arose from fiecal contamina- 
tion of the relevant water-supply. In a country where the 
disposal of excreta is so casual, where the atmosphere 
is dry and, because of the volcanic origin of the surface, 
heavily charged with fine particles of floury lava dust, 
and where the gales are so constant, the possibility 
of local spread by the inhalation or ingestion of dust 
contaminated by infected excreta cannot be overlooked, 
and indeed this hypothesis fits the facts of this survey 
better than any other. 

This is not to exclude or to disrecard the transmission 
of infective jaundice from person to person by contact 
of food and utensils with the hands, or even occasional 
droplet spread, but simply to suggest in the light of the 
Icelandic outbreaks that it can be dust-borne. 

It is worth noting that there is nothing in Kirk’s 
(1945) lucid case against droplet infection to exclude 
.@ dust-borne infection except the myriads of flies. In 
Iceland the circumstances, temperature apart, were 
much the same—namely, greater prevalence among 
small scattered rural groups with bad sanitation than 
in the relatively crowded towns. where sanitation was 
good, together with the dust and constant high winds, 
but virtually no flies. Kirk’s remark that there was no 
northward spread up the Alamein line owing to the 
prevailing wind being northerly is significant, as is 
also his observation that in a fresh unit, which occupied 
the ground after the New Zealanders were withdrawn, 
an outbreak started about one incubation period after 
their arrival, and that the disease left the New Zealanders 
shortly after they moved to fresh ground. This strongly 
suggests dried faces or mummifying corpses as a reservoir. 


SUMMARY 


Nineteen outbreaks of infective jaundice in Iceland 
between 1929 and 1940 are analysed. 

The social and economic structure of Iceland is briefly 
described. 

The whole population is shown to have increased by 
57% in the forty years before 1930, and the proportion 
of urban population from 15% in 1910 to 29% in 1930. 

The seasonal distribution of infective jaundice is the 
same in rural and in urban areas. 

The incidence of infective jaundice is greatest in 
school-children and young adults, which age-groups 
are probably heavily weighted in urban areas. 

__ In spite of this the rural attack-rate in the affected 
areas is four times higher than the rate in the towns, 
where disposal of excreta is more efficient. 

The incidence of infective jaundice is in inverse 
relation to pees increase of population in any given 
place. 

Conditions for ‘droplet spread are most favourable in 
the towns, where, however, the attack-rate is lowest. 

Evidence is offered which suggests that in many cases 
infection may be due to dust-borne dried excreta. 


I wish to thank Prof. F. A. E. Crew; Dr. Vilmundur 
Jonsson, chief medical officer for Iceland, without whose 
ready coöperation these observations could never have been 
made; and Lieut.-Colonel S. C. Truelove, p.M.(s.)R. War 
Office, for kindly advice and criticism. 
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Very little is known about the serum-protein levels- 
of infants’ and their mothers at and before parturition, 
and our knowledge of the early biogenesis of serum- 
albumin and serufn-globulin is therefore largely con- 
jectural. The present investigation was undertaken to 
fill this gap and so provide a basis for a possible relation. 
between susceptibility to neonatal infections and the degree 
of development of the protein-elaborating mechanisms. 


NEONATAL INFECTION 

Prematurity, asphyxia, birth injury, and congenital 
deformity cause more than two-thirds of the deaths in 
the first few weeks of life, most deaths taking place 
within a week of birth (Cruickshank 1946). Infection, 
which is relatively unimportant as a cause of death during 
the first week, becomes the major cause in succeeding 
weeks, when bronchopneumonia and gastro-enteritis are 
the principal causes of mortality. 

Corner (1946) reported that in one hospital 25-3% of 
all newborn infants acquired some infection, 3 dying of 
bronchopneumonia, and in a second hospital 29-9% 
acquired infection, 5 dying of gastro-enteritis, the death- 
rates from infection in the two hospitals being 0-89 and 
3°76 per 1000 live births during the period under review. 

Many factors contribute to the high incidence of | 
neonatal infection—e.g., adverse environment (Cruick- 
shank 1946) and inadequate nutrition (Clausen 1934)— 
but the most important must be the poorly: developed 
immunological response of the newborn, called by 
Hirszfeld (cited by McKhann and Kapnick 1938) 
“ serologic immaturity.” l 

Clinical observations have established that the newborn 
are immune to some diseases but susceptible to others ; 
thus, there is a substantial immunity, lasting several 
months, to measles, scarlet fever, poliomyelitis, and 
diphtheria, but the newborn are susceptible to pyogenic 
and colon-bacillus infections and to pertussis, and 
staphylococcal infections are particularly virulent in 
early infancy. Pneumococcal infection is uncommon in 
the early weeks of life but thereafter rises in incidence 
and tends to be of a diffuse infiltrating type ; meningeal 
involvement is common (Fothergill and Sweet 1933). 


IMMUNITY IN THE NEWBORN 


An analysis of the resistance displayed by the newborn 
shows that two factors require consideration : (1) passive 
transient immunity derived from the transmission of 
maternal antibodies or antigens across the placenta 
or through the mother’s milk; and (2) the active 
immunological responses of the infant itself. 

Some years ago a considerable amount of Work was 
done on the placental transmission of antigens and 
antibodies both in animals and man, and interest in this 
subject has recently revived. e 

Smith and Little (1922a) found that 75-80% of calves 
not fed colostrum died from colon-bacillus septicemia, but 
that cow’s serum administered by :nouth or by injection was 
protective (Smith and Little 1922b). The proteinuria oxhibited 
by the normal calf coincides with the period of intake of 
colostrum (Lewis and Wells 1922). Howe (1921la) showed that 
the blood of the newborn calf was doficient in euglobulin 


_ and pseudoglobulin, but that both rose rapidly to normal 
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levels after ingestion of colostrum (Howe 1921b). Similarly, 
B. abortus agglutinins appeared in calf blood only after 
intake of colostrum (Little and Orcutt 1922, Orcutt and 
Howe 1922). The dependance of the calf on natural colostrum 
has been confirmed and extended by Blakemore et al. (1944; 
see also Worden 1946). Famulener (1912) demonstrated that 
in the goat the greater part of artificially induced hemolysin 
immunity was carried by the colostrum. 

In a classical study on the transmission of immunity in the 
sheep, mare, cow, and bitch, Mason and colleagues (1930) 
emphasised that in the animal kingdom the young obtain 
antibodies from the mother either by diaplacental transmission 
or by ingestion of colostrum. In the latter case, which 
includes the animals studied, the permeability of the intestine 
would appear to be much greater than normal during the first 
one or two days of life. ; 

Comparative experiments on the transmission of diphtheria 
antitoxin and antityphoid immune bodies through the 
placenta and in the colostrum have been made by Schneider 
and Szathmary, who found that in sheep (1939a) and dogs 
(1939b) such transmission was almost entirely by the colos- 

trum, whereas in rabbits (1939c) and: guineapigs (1940), 
which possess a simpler placental barrier, transmission was 
almost entirely across the placenta. It should also be borne 
in mind that the permeability of the placental barrier changes 


during gestation—e.g., that of rabbits increases as regards’ 


agglutinins and hxmolysins from the 22nd to the 30th day 
(Rodolfo 1934). This phenomenon may be of considerable 
importance clinically and in the interpretation of the results 
of animal experiment. i f 

Both active and passive sensitisation may be transferred 
from mother to young in utero in guineapigs (Ratner et al. 
1927a and b). 

Placental transmission of diphtheria antitoxin in man has 
been studied repeatedly, and quantitative determinations 
made by Kuttner and Ratner (1923) revealed that the 
concentration of antitoxin in the cord blood corresponded to 
that in the blood of the mothers. : 

The newborn infant is immune to measles if the mother 
has had measles. The passive character of this immunity 
was demonstrated by Herrmann (1923, 1924) and by Debré 
and Joannon (1925). Umbilical cord blood and the blood of 
the newborn infant contain antistaphylococcal antitoxin in 
practically the same amounts as does the maternal blood. 
This is lost during early infancy and is followed by a gradual 
rise to what is assumed to be a normal level (Bryce and 
Burnet 1932). A passive transfer of scarlet-fever antitoxin 
seems also well established, but the serum of infants usually 
contains little opsonin for virulent hemolytic streptococci, 
and even this small amount is lost in a few weeks (Ward and 
Lyons 1935). - 

An interesting case is reported by Neff and Schwartz (1933 
of an infant born three weeks prematurely of a mother in the 
third week of typhoid fever. The mother’s Widal reaction 
was positive in 1 : 2560, and that of the infant’s cord blood 
negative. The infant was bottle-fed and had no contact 
with the mother after delivery, but a month after birth its 
Widal reaction was positive in 1 : 20,480. This case suggests 
that the antigen rather than the antibody passed the placenta 
and gave rise in due course to antibody formation in the infant. 

The placental transmission of syphilis and of malaria is 
well established, as is also that of many virus infections. 
Ratner et al. (1927c), reviewing the evidence, concluded that, 
whereas colostrum was essential for the transmission of 
immunity in goats and cattle, it played a negligible rôle in 
‘man. In contradiction to this view may be cited the studies 
of Toomey (1934) on the agglutinins against the enteric group 
of organisms in mother’s blood, baby’s blood, mother’s milk, 
and placental blood. The ‘agglutinins were transmitted 
through the placenta, but the amount was small and much 
less than tho titre in the mother’s serum. The blood-serum 
of the infant 10 days after birth showed a considerable increase 
in agglutinin titre over the placental serum; and, since the 
titre of the infant’s serum approximately paralleled that of the 
mother’s milk, it seems probable that the milk was the source 
ofagglutinins. The possibility of a delayed active response, as 
in the case of Neff and Schwartz (1933), is difficult to exclude. 


From these findings it is apparent that both active 
and passive sensitisation may take place in utero, but 
that the immunological response of the normal newborn 
infant is limited and but poorly developed. The part 
played by colostrum and milk in the defence of the 


human infant is still somewhat doubtful but does not 
appear to be large. a: 


IMMUNITY IN THE PREMATURE INFANT 


Little is known about the immune responses of 
premature infants, and whether they develop the ability- 
to produce antibodies at times chronologically compar- 
able to normal infants, though certain types of infants 
seem to be more susceptible to infections than the group 
asa whole. Thus, in an epidemiological survey (McKhann. 
et al. 1938) of infections arising in a group of infants 
in hospital, only 5:5% of previously well-fed infants 
became infected, whereas 19% of premature infants, 
35% of chronically malnourished, and 17% of luetic, 
eczematous, and congenitally defective infants were 
infected. 

Will an infant, delivered at twenty-four weeks, reach 
immunological maturity at a date corresponding to that 
of its conception or of its birth? There is still a wide 
field for investigation of such problems. ‘‘ One should 
not be satisfied with the term ‘ serologic immaturity ° 
but must attempt to establish by chemical and physio- 
logical studies the basis of such immaturity. Is the 
genesis of plasma-proteins the important factor?” 
(McKhann and Kapnick 1938). 


SERUM-PROTEIN LEVELS IN HUMAN INFANTS 


Only meagre information exists about the albumin and 
globulin levels in the blood of newborn human infants. . 


Lewis and Wells (1922) reported that in 6 cord bloods 
examined the euglobulin fraction was below normal. Their 
results and those of Boyd (1922) also suggest that the ingestion 
of colostrum is necessary for, and is followed by, a rise in 
the euglobulin level. 

Darrow and Cary (1933) compared the total protein con- 
centration in sera of full-term and premature infants, finding 
5:52% in the former and 4:9% in the latter. Hickmans et al. 
(1943) also give figures for the total protein: 4-7% in full- 
term infants (180 subjects), and 3:7—-5-4% in prematures (20 
subjects), during the first four’ weeks of life. | 

Trevorrow et al. (1942), who followed the albumin and 
globulin levels of normal full-term infants from the time of 


DURATION OF PREGNANCY AND ALBUMIN AND GLOBULIN 
LEVELS IN MATERNAL AND CORD BLOODS 


Duration ‘Maternal blood Cord blood 

of preg- 
ancy 

(weeks) Albumin Globulin Albumin Globulin | 

(%) (%) (%) (%) 

20 3°72 2-18 3-30 0-83 
20 4-68 2-74 2-71 0-43 
24 5-19 2-88 3°56 0-52 
28 4-20 1:84 2:74 1:53 
30 3:72 3°21 3°48 1:53 
30 2:02 1-09 3°46 0-42 
32 3°40 2°40 3-48 1-91 
32 4°20 2-35 2:47 0-81 
32 4°76 2°59 1:98 1-68 
32 5:75 2:53 4-10 1-59 
33 2-87 2-28 4-68 2°53 
33 4:10 2-86 3°30 1°26 
34 2:87 4-63 3°22 3-02 
34 3°30 2-98 4-20 2-71 
34 4-20 2°22 3°62 1-88 
34°5 3-56 3-43 2-53 0-93 
36 3°38 3°24 2-95 1-64 
36 3°94 2-20 4-65 1-28 
36 2-77 2-60 3-25 1:40 
36 4:23 3°22 4°06 3°39 
36 4-32 2-33 2-95 3:40 
37 4-65 2-29 ' 3°32 1-80 
37°5 3°45 2:27 3°94 2°36 
38 4-25 2-03 3°56 2-10 
38 2:72 2°31 4:10 2-35 
39 3:62 3°77 4-41 3°22 
39 3°72 2°05 3°67 2-02 
39 3°45 2:96 4-23 2°97 
39°5 3°42 3°65 4°15 2:58 
39-5 3:91 2-98 3°88 2°45 
40 3:91 2°63 5°59 1-88 
40 3°56 3-46 4-12 2-34 
40 3:72 2-90 4-12 2-29 
40 3°86 2-68 4-36 2°38 
40 3°91 2-63 5:39 1-88 
41 4-39 1:98 4-52 1-73 
43 4-44 2:93 4-52 1°36 
43 4-23 2°37 4-44 3°23 
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Fig. i—Relation between amount of albumin in cord blood and duration 
pregnancy. Regression equation, where A-: albumin in g.//00 ml., 
and T= length of gestation in weeks: A= 0°9536+0°08007 T. 


birth until adult values were reached, reported a mean 
albumin level at birth of 3-79+0-33°,, beginning to rise after 
about a month, until the adult level of 4:70+0-32% was 
reached at six months to a vear of age. A seasonal variation 
was also apparent. Globulin at birth was 1-66+0-29% and 
fell from the first to the fifth week to a value of only 1:31- 
0:25%. After this it remained steady for about six months 
and then rose gradually (four years) to an adult level of 
2-0340-34%. 

Rapoport et al. (1943), from a study of 17 premature infants 
(birth-weight under 5 lb.) and 17 full-term babies, confirm 
the low total serum-protein of premature infants—4-55 + 
0-59°% against 5-1110-76% at full term—and in particular 
the low globulin value—1-01+0-45°4 against 1-34+0-41% at 
full term. They point out that the globulin is still low in the 
infant at a time when the albumin reaches the adult level. 
It is the euglobulin or y-globulin fraction (by salt precipitation) 
which they consider to be deficient in infancy. 

A discrepancy between the human serum-protein levels 
in maternal and cord blood at full-term delivery was reported 
by Rinehart (1945), who claims to have been the first to 
provide such information. He found little difference in 
albumin level but consistently less globulin in the cord blood. 
Similar results were reported by Achard et al. (1930). 

Longsworth et al. (1945) have applied the Tiselius electro- 
phoresis method of separation of the individual globulin 
fractions to this problem, and in 10 pairs of maternal and 
foetal plasmas or sera have shown that the distribution of 
globulins is different in the two. Judged by this method, 
the maternal concentrations of a,, a, globulins and especially 
the £-globulins are above normal, whereas in the cord blood 
B-globulin tends to be below normal and the y-globulin both 
relatively and absolutely above normal. 

The discrepancy between these conclusions and those of 
Rapoport et al. (1943) and of Lewis and Wells (1922) is 
probably due to the difference in methods used. The question 
is important, since it is the y-globulin fraction which carries 
' most of the immune bodies. Nevertheless, taken together, 
the globulins of the foetus were always distinctly lower than 
those of the mothers, affording a high albumin/globulin (a/a) 
ratio. No premature infants were studied. 


METHODS USED IN PRESENT INVESTIGATION 


Material.—The material comprised maternal and cord 
blood from 30 cases of premature birth and 8 cases of 
normal or over full-term pregnancy ; cases of pregnancy 
toxzemia, &c., were excluded. The earliest foetuses 
obtained were twenty weeks old, pregnancy in these 
cases having been terminated by surgical intervention. 

Duration of Pregnancy.—The age of the child was 
computed from clinical records and information supplied 
by the mother. 

Blood Specimens.—Blood samples were taken from 
the mothers by venepuncture, usually at the onset of 
labour, with dry syringes, and after delivery, from the 


placental end of the cord by pouring.. The blood was 
allowed to clot, and the serum was separated, centrifuged, 
and analysed with as little delay as possible. Many of 
the cord bloods clotted very slowly, but no correlation 
with age of foctus was apparent. All possible precautions 
were taken to avoid hemolysis, and any badly hzemolysed 
samples were rejected. 

Analysis..—All determinations of proteins were made 
by the micro-Kjeldah] method. The technique adopted 
also allowed of the determination of non-protein nitrogen 
(N.P.N.) as follows : 


(1) Total protein+-N.P.N. : 
digestion, &c. 

(2) Total protein : 0'1 ml. of serum was mixed in a centrifuge 
tube with 2-4 ml. of water and 2-5 ml. of 10°% (w/v) trichloro- 
acetic acid. After standing for about 10 min., tho precipitate 
was centrifuged and drained by inverting the tube over filter 
paper. 0:5 ml. of 2N sodium hydroxide was then added to 
dissolve the precipitated protein, and the solution was trans- 
ferred quantitatively to the micro-incineration flask with a 
capillary pipette, the centrifuge tube being rinsed first 
with 0-5 ml. of water and then with 2 lots of 1 ml. each of 
digestion acid. 

(3) Non-protein nitrogen =(1)—(2). 

(4) Albumin: 0-1 ml. of serum was mixed with 1-9 ml. 
of 42°, (w/v) crystalline sodium sulphite, and after half an 
hour at room temperature the mixture was filtered through ' 
a no. 42 Whatman paper and | ml. of the clear filtrate used 
for nitrogen determination. The albumin value so obtained 
was corrected for the N.P.N. 


(5) Globulin =(2)— (4). 


On several occasions the results found by this method 
were checked by ammonium or sodium sulphate precipi- ° 


0-1 ml. of serum used for 
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Fig. 2—Relation between amount of globulin in cord blood and duration 


of pregnancy. Regression equation, where G= globulin in g./100 mi., 
and T= length of gestation in weeks: G= —1°1837+0°08878 T. 


tation and found to be reliable. .The micro-Kjeldahl 
procedure was in each case as follows: 


For incineration 2 ml. of a solution of 50° (w/v) sulphuric 
acid containing 1°% selenium dioxide was used for each 
sample. A drop of saturated copper sulphate solution was 
also added, and heating was carried on for two hours after the 
mixture became clear. In distilling, 4 ml. of 50°% (w/v) 
sodium hydroxide was used for alkalinisation, and the dis- 
tillate (5 minutes) was collected in 10 ml. of saturated boric- 
acid (A.R.) solution. The ammonia was titrated directly to 
match the blank by N’/70 sulphuric acid, 3 drops of methyl 
red being used as indicator. The factor 6:25 was used to 
convert nitrogen to protein values. 


Statistical Analysis.—The results have been subjected 
to a rigid statistical analysis, and regressions have been 
calculated (see appendix). 
| RESULTS 


The data obtained are presented in the table and in 
figs. 1 and 2, which show the relation}{between albumin 
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and globulin levels in cord blood.and the age of the 
` fœtus. The regression lines were calculated from the 
respective statistical equations. A regression equation . 


expresses the rate of change of a variable with respect 
to unit change in another quantity, and graphically the 
regression line is the mathematical “ line of best fit.’’, 
A multiple regression equation, as used in the appended 
statistical analysis, similarly relates the rates ‘of change 
of two variables each changing with respect to a third 
quantity. Only by adopting such mathematical proce- 
dures can precise relationships be established with 


certainty from observations showing an appreciable 


degree of scatter as in the present instance. 
Though the scatter of individual determinations is 
fairly considerable, the statistical evidence shows clearly 


. that footal albumin and globulin increase at approximately 
the same rate, as may be seen from the equal slopes of | 


the regression lines in figs. 1 and 2.. 

Calculation of the conventional a/c ratio has been 
purposely omitted from the table because, in this case 
particularly, it would’ obscure rather than illuminate 
the position. Thus the a/c ratios for the twentieth and 
fortieth weeks are 4:47 and 1-76, figures which do not 
bring out the equally rapid increment of the two proteins 
during this time. The mean fæœtal albumin and globulin 
at full term were found from this investigation to .be 


4-16 oe . 37 g. per 100 ml. of serum. 


~ DISCUSSION 


The finding that the rates of increase of albumin and 
globulin from the twentieth to the fortieth week are 
similar is somewhat surprising. The absolute amount of 
albumin is, however, greater than that of globulin, and 


it is clear that an infant born prematurely—e.g., at 


thirty weeks of foetal age—will start life with a con- 
siderably lower globulin level than will a full-term baby. 


_ The evidence relating to the transplacental passage of 


proteins from the mother to the fœtus has been discussed 
above ; but if, as seems likely, the greater part of the 
serum-proteins, both albumin and globulin, are being 
synthesised by the fœtus, the parallelism in the rate of 
their formation tempts one to speculate whether, at this 
stage, one and the same mechanism is elaborating both 
albumin and globulin. The general view regarding the 


_ origin of the immune bodies of globulin nature is that. 


these are elaborated in the adult either by the cells of 
the reticulo-endothelial system or possibly by lympho- 
cytes (see Landsteiner 1945), but the newborn is deficient, 
as has been pointed out, in antibody globulins, and only 


slowly acquires the ability after birth to produce them. 


A globulin .component, fetuin, characteristic of the 
foctal stage and disappearing as the fœtus matures, 
has been demonstrated in the calf and sheep (Pedersen 
1945). In these animals it makes up 48-68% of. the 
total globulin. A protein differing physicochemically in 
similar degree from the globulins of the adult is also 
present in human fotal serum and that of the fetal 
rabbit, but the quantity is much less, about 2-6% of 
the total globulin. In serum from chicken embryos it 
could not be detected ultracentrifugally, but its presence 
was suggested by the asymmetry of the albumin peak 
(see Pedersen 1945). The study of Trevorrow ct al. 
(1942) shows that there is a fall in the scrum-globulin 
of the infant from the first to the fifth week of life, and 
the existence of a fetal type of human hemoglobin 
which gives place, shortly after birth, to adult hemo- 


_ globin is well established. The hypothesis may well be 


entertained that globulin. and possibly albumin are 
synthesised by a special mechanism in the foetus which 
becomes progressively less important as the adult 
mechanism develops. The serological immaturity of the 
newborn, especially of the premature infant, would then 
be understandable, and from the point of view of practical 
immunology a closer study of the reticulo-endothelial 


and lymphatic systems of the newborn would be 
indicated. 

The data presented here also suggest that the osmotic 
relations of the premature infant, with a relatively low 


-total serum-protein, would be of peculiar interest. At 


twenty weeks the mean total protein is only 3:1%, and 
values of less than 3-5% were encountered. in some of 
the older infants. In this connexion reference may be 
made to the studies of McCarthy (1938, 1942) on the 
osmotic pressures of foetal sheep and horse serum- 
proteins. The unusually high osmotic pressure per g. of 
protein, which he observed in the sheep, may have been 
due to fetuin. 


SUMMARY 


Very little information exists about the serum-protein 
levels of full-term and premature infants. 

Determinations have been made of the total protein, 
non-protein nitrogen, albumin, and globulin in the 
maternal and cord blood from 38 cases, mainly of 
premature birth, the youngest fostuses being twenty 
weeks old. 

The fotal albumin’ and globulin increase with the 
length of gestation and at about the same rate. Mean 
full-term values were 4-16 g. per 100 ml. Sor albumin and 
2-37 g. per 100 ml. for globulin. - ‘ 

The maternal albumin and globulin are not affected 
by the length of gestation in the period studied and are 
only slightly correlated with the footal values. 

The bearing of these results on immunity and the 


biosynthesis of the serum-proteins is discussed, and it 


is suggested that there may be a footal mechanism of 
synthesis of both albumin and globulin which becomes 
relatively less important as the adult mechanisms of 
synthesis develop and take its place. The serological 
immaturity of the newborn would be understandable 
on this basis, and evidence is brought forward in support 
of this suggestion. | 

Statistical treatment of the results shows that the 
regression coefficients of both albumin and globin on 
length of gestation are highly siguilicant: | 


APPENDIX 


Statistical Analysis of Relationship between Fetal and | 
Maternal Proteins and Duration of Gestation.—As a. first 
step, two multiple regressions were calculated : (1) that 
of duration on maternal and foetal globulin ; and (2) that 
of duration on maternal and fetal albumin. It was 
thought that this would improve the fit of the relation 
between foetal protein and duration by eliminating the 
maternal variability. It also allowed a test to be made 
of the significance of the regression of maternal protein 
on duration. The analyses of variance resting from 
this investigation are as follows : 


FŒTAL AND MATERNAL/OLOBULIN : REGRESSION ON DURATION 


Sum of Degrees of — Mean 
Squares Freedom Squares 
Regression on fotal 
protein . 407-2689 1 


. 407-2689 
Improvement from y 
introducing oe 
nal oe 
Error. 


3-5808 
716-2033 


1127-0530 


3-5803 
20:4630 


S| ten 


Total 


FETAL AND MATERNAL ALBUMIN: REGRESSION ON DURATION 


Sum of Degrees of ` Mean 
Squares Freedom Squares 
Regression on fætal | 
protein a sa 758-8112 1 758-8112 
Improvement from l i ` 
introducing mater- 
nal ee ge 8:9710 1 8.9710 — 
Error .. $ 359-2708 5 10:2649 


sig 


DoR 1127-0530 


= In both cases the regression of foatal protein on length of 
gestation is significant, whereas the improvement in the fit 
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resulting from the introduction of maternal values is negli- 
gible. The regression coefficients of maternal proteins are not 


significant in either case. The fctal regression equations 
uncorrected for maternal protein are : 


D= 27-2709 + 4:0705 G 
D=20-5301+3-8814 A ë 


A further regression was calculated of the fatal albumin 
and globulin on duration. This allows a test to be made of 
the significance of the difference between the rates of increase 
of the two proteins. The equation is: 


D = 18-8794+-3-1097 G+2:7206 A 


The regression coefficients are both highly significant, 
but the difference between them, 0-3891, has a standard 
error of 1-4633 and is clearly not significant. 
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Mr. R. Victor Howell has been appointed general secretary 
to the Empire Rheumatism Council in succession to Sir Frank 
Fox, who has retired. Mr. Howell has also been appointed 
secretary to the Hopergen Society. 
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' being a carcinoma of islet tissue. 
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HYPOGLYCEMIA DUE TO ISLET-CELL 
ADENOMA OF PANCREAS: 
CURED BY OPERATION 


R. L. BISHTON J. M. MALINS 


M.B. Birm. M.B. Birm., M.R.C.P. 
ASSISTANT PATHOLOGIST ASSISTANT PHYSICIAN 


BIRMINGHAM UNITED HOSPITAL 


AFTER the discovery of insulin, Harris (1924) suggested 
the possibility of hyperinsulinism occurring as a disease 
in contrast to the hypo-insulinism of diabetes mellitus. 
Gray and Feemster (1926) published a case of hypo- 
glycemia associated with islet-cell hyperplasia in the 
infant of a mother who had severe diabetes. The first 
recognised case of hyperinsulinism due to a pancreatic 
tumour was reported by Wilder et al. (1927), the lesion 
The growth had 
produced metastases, one of which yielded an extract 
which gave the biological reactions of insulin. 

Surgical treatment of the condition was then con- 
sidered, and Roscoe Graham (Howland et al. 1929) excised 
@ pancreatic tumour with clinical cure. No metastases 
were seen at the operation, but the tumour, which 
appeared to be encapsulated, was reported histologically 
as a slowly growing carcinoma of islet tissue. Next 
year (1930) Harvey Cushing reported the removal of a 
benign adenoma of islet cells with resultant abolition of 
hypoglycaemic attacks. Several papers have since been 
published on the subject from both the clinical and the 
histological aspects. 

Laidlaw (1938) suggested the term nesidioblastoma for 
the simple islet-cell adenoma. He discussed the origin 
of the tumour on an embryological basis, and, using the 
reek word for islet, coined the word nesidioblast - 
for the cell which differentiates out of the duct epithelium 
to form the islet. Hence the benign tumour arising tromi 
these cells would be a nesidioblastoma. 


Surgical Pathology 

The following points are important to the surgeon. 
Hyperinsulinism is probably due to a tumour of the 
pancreatic islets and may be either benign or malignant. 
Laparotomy settles the diagnosis. It is worth noting 
that Anderson (1930) reported a case of hypoglycæmia 
which ‘proved at operation to be caused by a malignant 
adrenal tumour ; no explanation of the mechanism was 
offered. 

The simple adenoma is usually small, the average 
diameter being about 1-5 cm. It is encapsulated and is 
commonly encountered in the tail of the pancreas, where . 
the islets are most numerous. Multiple tumours may be 
present; hence the whole of the pancreas should be 
palpated, particularly the tail. Occasionally no pancreatic ` 
tumour is detected at laparotomy. This may be due to 
one of two reasons: (1) an adenoma is present but lies: 
deep in the pancreas and is of the same consistence as 
the surrounding tissue; or (2) the lesion is a generalised 
overactivity on the part of the islets of Langerhans due © 
to increased number or size. Subtotal pancreatectomy 
has been performed in the cases presumed to be of the 
latter type, but the results have not been so successful 
as those in which a tumour has been excised (McCaughan 
1935). 

The question of malignancy concerns the surgeon, 
and apparently the presence of a capsule does not 
altogether exclude malignancy (Howland et al. 1929). 
Metastases should therefore be looked for at the operation, 
although of 62‘ cases of islet-cell tumour reviewed by 
Whipple and Frantz (1935) only 3 were reported to have 
shown metastases. 

_ CASE-RECORD 

A Janca teacher, aged 49, was admitted to the General 

Hospital on June 5, 1945, in a stuporose state. His condition 
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Pis. i—Left: section of liver nodule stained by Best’s method for 
glycogen ‘and showing depreciation of glycogen. Right: section of 
enoma of pancreas showing. closely. packed rosette formations 

of cells. (x 44.) : 


so closely resembled that of hysteria that, as ohyda signs 
were absent, he would probably have been sent home if his 
doctor had not reported a history of suspected hypoglycemia. 

Next day he seemed normal and gave the following history. 
For three and a half years he had at times had attacks of giddi- 
ness, headache, and tingling, which spread from the feet to the 
waist and were occasionally noticed in the lips and mouth. 
These attacks always occurred on rising in the morning; 
but, curiously, the effect of taking food had not been remarked. 
Soon after the onset he began to have attacks of unconscious- 
ness starting usually about noon and lasting about an hour ; 
on recovering consciousness, according to his relations, he 
behaved like a drunken man, talking incoherently ‘and 
staggering about. He would go to bed and be normal by 
next morning. There had been. periods of freedom from 
attacks for as long as twelve months, but latterly the early 
morning symptoms had occurred about three times a week. 
Apart from these attacks his health was good. 

Clinical examiņation was entirely negative. His physique, 
though spare, was good, and though understandably interested 
in his health he did not appear in any way neurotic. 

A few days after admission, when about to start his dinner, 
he became suddenly drowsy and lapsed into deep coma, 
accompanied by profuse sweating but with no other abnormal 
_ findings apart from extensor plantar responses. He was 
given 50 c.cm. of 50% glucose intravenously and rapidly 
recovered consciousness. On another morning drowsiness and 
sweating at midday were relieved by 5 minims of adrenaline 
hydrochloride. 


(1) Glucose-tolerance Test (50 g. of glucose by mouth) 


Hr. after Blood-sugar Hr. after Blood-sugar 
glucose (mg./100 c.cm.) glucose (mg./100 ¢.cm.) 
Fasting 45 2 T 45 
tJa ny 125 21/4 si 40 
l es 128 | 3 ss 40 
11/, oe 80 31/2 $i 40 
(2) Prolonged Fasting 
Hr. after Blood-sugar Hr. after Blood-sugar 
meal (mg./100 c.cm.) meal (mg./100 c.cm.) 
12 ite 45 | 16 Sar 45 
13 s 45 17 sa 35 
14 be 45 18 -. , 35 
15 me 35 


At eighteen hours symptoms of hypoglycemia developed and 
food was given. 

Operation (Mr. B. T. Rose).—The tail and body of the 
pancreas were normal. Embedded in the anterior surface of 
‘the upper part of the head of the pancreas was a discrete 
encapsulated tumour of firmer consistence than the rest of 
the gland, and about the size of a small cherry-stone. This 


was removed without difficulty ; and, when its adenomatous 
character had been established by a frozen section, Ci 
abdomen was closed. The liver appeared normal. 


Postoperative Course.—Recovery was uneventful, apart'from 
a transient external-rectus palsy attributed to spinal anæs- 
thesia.” 

A glucose-tolerance test (50 g. of glucose by mouth) done 
three weeks after the operation gave the following figures : 


Hr. after Blood-sugar Hr. after Blood-sugar 
glucose (mg./100 c.cm.) glucose (mg./100 c.em.) 
- Fasting 110 11/2 130 
Vy -- 160 2 155 
1 an 170 


Four months after the operation no further symptoms of 
hypoglycæmia had occurred and the man was well. 


Pathological Report.—Two specimens were sent for histo- 
logical examination: the pancreatic tumour and a nodule 
from the liver. . 

The pancreatic tumour was 0-5 cm. in diameter. A thin 
capsule surrounded the tumour mass, clearly demarcating it 
from the adjacent pancreatic acinar tissue. The tumour 
consisted of closely packed small rosette formations of cells 
(fig. 1). The cells were fairly uniform in shape and size. One 
of the first impressions obtained was the well-marked 


_ vascularity, and on closer examination sunder high power 


many of the acinar structures were seen to possess a lumen 
containing blood (fig. 2). Also, several large blood-vessels 
traversed the adenoma. The rosette formations were each 
surrounded by a fine layer of connective tissue, and a few 
coarser intersections of fibrous tissue were seen running 
across the adenoma. Neither hyaline degeneration nor 
calcification, which are features often observed in the islet-cell 
adenoma, was present. 

A uniform cellular tumour of the pancreas with a definite 
capsule and associated clinical manifestations. of hypo- 
glycemia point to the diagnosis of an islet-cell adenoma. A 
portion of the tumour was stained for specific granules by 
the method of Dunn et al. (1944). This procedure gave a 
uniform blue colour to all of the adenoma cells, which 
contrasted with the. bright red erythrocytes in the blood- 
vessels and small sinuses, thus indicating a tumour composed 
of the beta cells of the islets of Langerhans. : 

The liver nodule was fixed in alcohol, and sections were 
prepared and stained by Best’s method for glycogen. They 
showed some depreciation of glycogen at the periphery of the 
liver lobules (fig. 1). 

SUMMARY 


A classical case of adenoma of the islets of Langerhans 
is reported which presented no difficulty in diagnosis at 
the stage at which it was seen. 


Fig. 2—Section of adenoma of pancreas showing blood sinuses. (x 219.) 
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The response to adrenaline during a hypoglycemic 
attack suggested that the liver glycogen was not com- 
pletely deficient, and this was confirmed by the histo- 
logical examination of a biopsy specimen of liver. 

Surgical removal of the adenoma completely cured 
the hypoglycemia. 

We wish to thank Dr. A. B. Taylor and Mr. B. T. Rose for 
permission to publish this case. 
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BLOOD-UREA IN THE FIRST NINE DAYS 
OF LIFE 


R. A. McCance E. M. Wippowson 
M.D., Ph.D. Camb., F.R.C.P. B.Sc., Ph.D. Lond. 


From the Medical Research Council, Department of Experi- 
mental Medicine, Cambridge; and Wuppertal, B.A.O.R. 


WHEN the introduction of micro methods first made 
determinations of the so-called serum chemistry a 
practical possibility, it was natural that investigators, 
‘interested in the metabolism of infants, should apply 
these methods to children in the first few days of life. 

Schlutz and Pettibone (1915) were probably the first 
in the field and they were followed by Sedgwick and 
Ziegler (1920), Balint and Stransky (1920), Lucas et al. 
(1921), and Sherman et al. (1925). <A study of their 
results for non-protein nitrogen (N.P.N.) and urea shows 
great individual variations and the unsatisfactory 
nature of their averages for determining the trends 
from day to day. Lucas et al. (1921) included studies 
of the blood at birth, but no serial determinations seem 
to have been made by any of these workers, and curiously 
little work appears to have been done on this subject 
since that time. The obvious shortcomings of these 
studies were not lost upon Smith (1945), who was unable 
to draw any firm conclusions from the evidence about the 
day-to-day levels of the N.P.N. or of the blood-urea. 

* The present investigation was undertaken as part of 
a more general study of renal function in early life. 


SUBJECTS AND METHODS 


The subjects were all normal full-term babies. They 
were put to'the breast for the first time when they were 
18—24 hours old, and they were given nothing but mother’s 
milk. Their progress was regarded as completely 
satisfactory. Samples of blood were taken from the 
umbilical cords at birth, and from the heels on the third, 
sixth, and eighth or ninth days of life. The second 
and subsequent samples were usually taken at 10 A.M., 
but this was not invariable. Coagulation was prevented 
with sodium oxalate, and the urea was determined by 
Lee and Widdowson’s (1937) method. 


RESULTS 


The results are given in the accompanying table, 
which shows that in every case there was a rise in the 
blood-urea level on the third day of life, and a fall later. 
In some babies the blood-urea level probably reached its 
peak on the second or fourth day, but there is insufficient 
data to establish this point. It is, however, quite clear 
that a small rise in blood-urea level is to be expected in 
the first few days of life, and that levels outside the 


“normal”? range should be regarded as unusual and 
possibly as pathological. 


DISCUSSION 


A steady blood-urea level indicates that a balance 
exists between the forces of production and of excretion. 
A rise, therefore, in the first three davs of life means 
that during this time the production of urea is exceeding 
its excretion, for the 5-10% concentration of the body 
fluids which may take place at the same time would only 
account for a fraction of the changes observed. 

In the first three days of life a baby takes little food ; 
hence the urea produced from the proteins in the milk will 
be immaterial. But red blood-cells are being destroyed, 
and some urea is being formed from the breakdown of 
the proteins of some tissues to supply the needs of other 
more essential organs. A relatively large amount of 
urea may be coming from this source, for in the first 
few days of life babies are in a state of hydropenia, and 
this has been said to exaggerate tissue breakdown. 
The evidence for this has been discussed by Schiff 
(1929) and McCance (1936). It seems improbable, 
nevertheless, that more urea will be formed from the 
tissue proteins in the first three days of life than from the 
food proteins in the second three days; hence it is 
unlikely that an overwhelining production of urea js 
the cause of the rise in concentration of this substance 
inthe blood. —. 

There is abundant evidence, however, that hydropenia 
will curtail very materially the ability of a newborn 
child to excrete urea (McCance and Young 1941, Young 
and McCance 1942). By reducing the volume of the 
urine, moreover, and hence the urea clearances, hydro- 
penia may produce a comparable rise of blood-urea. 
level in an adult (Black et al. 1944). The rise in the: 
blood-urea should therefore be attributed primarily 
to the effects of hydropenia on renal function, and the 
fall after the third day—in spite of the increased intake 
of protein food—primarily to the infant’s return to a 
state of full hydration and consequently to increased 
urea clearances. 

One further reason may be advanced for the rise and 
fall in the blood-urea level revealed by these investiga- 
tions. The kidney is relatively inefficient for some time 
after birth, and it is possible that a rapid expansion 
in its functional capacity takes place i in the first few days 
of extra-uterine existence. There is no evidence on this 
point at present in man, but if a rise in blood-urea level 
is found to occur in newborn animals which take the 


FLUCTUATIONS IN BLOOD-UREA LEVEL DURING THE EARLY 
DAYS OF LIFE 


Nocat Blood-urea (ing. per 100 ¢.cin.) x 
baby 
At birth 3-3'/, days | 6-6'/s days | 8 days or over 
a | zs | sez | z538 ee 
"y | 12-0 27-4 20-6 19-4 
3 17-6 29-6 20-6 19-7 
4 12-7 22-0 17-0 16-0 
5 ; 25-9 31-8 16-9 15-4 
6 | 27-5 36-8 o74 | 25-0 
7 i 167 30-8 BB 18-8 
8 | 22-5 39-6 -19-9 | 15-4 
9 | 19-7 27-8 20-8 | 18-7 
10 ° 173 27:0 j 192 18-0 
11 8-0 13-5 9-9 10-4 
12 18-0 214 20-0 19-3 
Average | 18-9 291 | 197 16-8 


nr ara a aa a 
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breast and begin to feed at once, the last explanation 
would be the one of choice so far as they were concerned. 


SUMMARY 


' The blood-urea level is higher on the third day of life 
than it is at birth or on the sixth and subsequent days. 
The functional dependence of the kidney on the state 


of hydration of the body is the most important reason 


for the rise and for the subsequent fall. 


We are much indebted to Prof. K. J. Anselmino for welcom- 
ing us at the Landesfrauenklinik, and to Dr. M. A. von 
Finck and other members of the staff there for their 
coöperation. Some of the technical work was done by Fri. 
I. Arrenberg. > >. p.a 
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POSTVACCINAL ENCEPHALITIS _ 
TWO PROBABLE CASES IN AFRICAN CHILDREN 


J. N. P. DAVIES 
M.B. Brist. 
MEDICAL OFFICER, COLONIAL MEDICAL SERVICE, UGANDA 


PostvaccinaL encephalitis, though not uncommon 
in Europe, appears to be very rare in the tropics, where 
virulent smallpox is so much more common and vast 
vaccination campaigns are continually in progress. 
Cases have been reported from British Guiana (Grace 
1930), Mexico, India, and Oceania (van Rooyen and 
Rhodes 1940), but only one case seems ever to have been 
recorded in an African (Stott 1945). In view of the 
millions of vaccinations performed yearly in Africans this 
immunity is striking and may be connected with the 
African immunity to other demyelinising diseases of the 
central nervous system. The two probable examples 
here reported thus have more than local interest. 

Both children resided at the Kumi Leper Settlement, 
under the care of Miss M. Laing. In May, 1945, a case of 
smallpox having occurred in the vicinity, it was decided 
to vaccinate all the 400 children in the settlement, as 
this had not been done for some years. The multiple- 
scratch method was adopted, the bigger children having 
three scratches and the smaller two. The lymph was 
manufactured in East Africa from seed lymph of a 
strain obtained from Tanganyika which had been rabbit- 
passed ; there had been no recent change in the method 
of production. Apart from 3 children with swollen arms, 
only 2 of the 400 children showed any ill effects, and in 
these 2 the acute stages of the illness were very similar. 

Both were primary vaccinations, and on the fourteenth 
day after vaccination each child was taken ill with 
drowsiness, headache, vomiting, meningismus, pyrexia 
ranging up to 99-100°F, pulse-rąte 90-100 per min., 
respirations slightly increased. Both had stiffness in the 
joints and appeared to have diplopia, but neither was 
incontinent. Quinine was given for seven days without 
effect, the temperature mounting towards the end of the 
course till on the seventh day it was 101-102°F, pulse- 
rate 100 per min. It was then suspected that they 
had meningitis, and from the eighth to the fourteenth 
day sulphapyridine was administered by mouth. By 
the tenth day the temperature had begun to fall and 


there was much clinical improvement, yet the pulse-. 
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rate was still 100 per min. Unfortunately they were not, 


seen by a doctor during the acute stages, and no lumbar 
punctures were performed. 


CASE-RECORDS . _ ee 


_ Case 1—A male Mugishu child, aged 2 years, became. 
paralysed in both legs about the fifth day of illness (19th 


day after vaccination) and could not walk; legs apparently 
not painful, but sensation seemed to be affected. Full 
power came back within a few days to the right leg, and he 
could stand on it. 

When seen in August, 1945 (four months later), he stood with 
the left leg extended, rotated and abducted at the hip, partially 
flexed at the knee, plantar flexed at the ankle, and abducted 
at the mid-tarsal joint. There was weakness of the flexors, 
extensors, and abductors of the thigh, with complete paralysis 
of the calf muscles and the extensors of the leg and foot. The 
peronei and the short flexors were not much affected. The 
tone was flaccid; tendon reflexes absent; plantar response 
extensor; sensation apparently normal ; 
slight. 

Right leg: ankle and knee jerks absent; plantar 
extensor; sensation apparently normal. 
elsewhere in the body. 


nse 
No other lesions 


In September lumbar Pine was performed. ` Cerebro- . 


spinal fluid (c.s.F.) contained 2:5 cells per c.mm., protein 
25 mg. per 100 c.cm. Kahn reaction negative in c. s.F. and 


blood. 


Revaccination on Oct. 5 produced no reaction. 


Case 2.—A female Mugishu child, aged 4 years, lost the use 
of both legs about the fourth day of illness (18th day after 
vaccination) but recovered rapidly, and it was only after 
the illness was over that it was noted that the left arm was 


~ paralysed. ; 
Examination in August revealed a scar of jucc vaccina- 


tion over the left deltoid muscle. Apart from chronic right 
otorrhæœa, the clinical findings were confined to the left arm. 
There was flaccid weakness of the arm and forearm, with very 
slight muscular wasting of the muscles of the whole limb, 
but no apparent sensory change. All tendon reflexes were 
abolished. Patient could dorsiflex wrist and extend and flex 
third and fourth fingers, and extend middle and index SEPT 
slightly. Kabn test of blood ‘gave a Eee result. 


DISCUSSION 


As. neither case ended fatally, no certain sions 
can be. given; but the occurrence, in'a closed com- 
munity of over 400 children, of 2 cases showing evidence 
of encephalitis starting within fourteen days after vaccina- 
tion and leaving residual monoplegias strongly suggests 
postvaccinal encephalitis. 
excluded ; and, though poliomyelitis has occurred in the 
vicinity but not in the settlement, there are several 
reasons why ıt was not considered to be the causal 
condition in these two children. The extreme flaccidity 
of the limb paralysis, associated with loss of tendon 
jerks and with extensor plantar responses and extremely 
slight wasting of the muscles, is against a diagnosis of 
poliomyelitis (Brain 1940). Likewise the selection of 
single limbs, rather than asymmetric patchy lesions, 
is against a diagnosis of poliomyelitis. The clinical 
picture as a whole did not resemble poliomyelitis, which 
is all too well known in Uganda. 

The illness was not very like meningitis; and, though 
monoplegias may follow meningitis, it is extremely 
unlikely that two sporadic cases in a closed community 
would occur and leave such a rare sequel. Though 
meningitis is common in the vicinity of the colony, 
residual monoplegias have not been seen. Neal (1942) 
states that she believes that a diagnosis of postvaccinal 
encephalitis cannot be made by clinical obseryalion, but 
such a diagnosis in these cases seems reasonable. | 

If this is the true diagnosis, the question arises why 
it is so rare in Africans in Africa and why two cases 
should crop up. It seems very unlikely that such a 
dramatic sequel to vaccination should occur without being 
noticed in such a well-vaccinated country as Uganda, 
where the population in many areas is very ‘ hospital 


wasting extremely 


Syphilis has been serologically: 


a a ed 
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mind Encephalomyelitis is not uncommon in 
Uganda, Muwazi and Trowell (1944) seeing 20 cases in 
a series of 269 neurological cases. Though the pathology 
has not been worked out, these cases appear to be due 
to both myelinoclastic and polioclastic viruses. Dis- 
seminated sclerosis has only been reported in Africans 
by Sharp (1938), and very considerable doubt has been 
thrown on this diagnosis, Gelfand (1944) suspecting them 
to be cases of encephalomvelitis. The factors influencing 
the rarity of demyelinising diseases in Africans are 
completely obscure ; but, if demyelinisation is associated 
with dietetic deficiencies, it should commonly be seen 
in Africans. 

I am indebted to Miss M. Laing, M.B.E., S.R.N., for the history 
of these cases; Dr. P. W. Hutton, specialist physician, 
Mulago Hospital, for his advice ; and the Director of Medical 
Services, Uganda, for permission to publish. 
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DISEASES OF THE THYROID GLAND IN 
OCCUPIED BELGIUM 


PauL A. BASTENIE ° 
M.D. Brussels 


FROFESSOR OF CLINICAL MEDICINE IN THE UNIVERSITY OF 
BRUSSELS AT BRUGMANN HOSPITAL 


Ir is commonly held that the thyroid gland reacts both 
to nervous and to nutritional strains, and that thereby 
abnormal states may be produced. Both these strains 
have been operative in Belgium since the German occu- 
pation in May, 1940 : the nervous as the result of inva- 
sion, battles, air-raids, and inquisition by the enemy ; 
the nutritional through restricted food-supplies. 

It therefore seems worth while to record the changes 
observed in the nature and incidence of diseases of the 
thyroid gland during that period and to see if these can 
be correlated with environmental factors. Such an 
inquiry seems the more possible because the nervous and 
nutritional strains varied independently of each other. 
Nervous strain was present as a background throughout ; 
the food situation varied significantly from the early to 
the latter part of the occupation. 

The food situation during the war fell into two periods. 

During the first, which lasted from the end of 1940 to 
the middle of 1942, the rations supplied about 1300 
‘calories, consisting of 250 g. of carbohydrates, 20 g. of 
fat, and 48 g. of protein, of whicli only 12-5 g. was animal 
protein. Vegetables were, however, available on the 
free market, and large quantities of kohlrabi, cabbages, 
&c., were consumed. In the second period food shortage 
was less severe. Official rations rose to 1400 calories a 
day, and a black market—of which an enlightened account 
has been given by Ellis (1945)—was organised. A survey 
carried out in January, 1945 (Bastenie et al. 1945), 
revealed that cereals, potatoes, and vegetables formed 
an abnormally high proportion of the dict, which was 
deficient in calories, fats, animal protein, calcium, and 
riboflavine. The gross figures showed an average intake 
of 2100 calories—43 g. of fat and 66 g. of protein, of which 
19 g. was animal protein. 

Signs of malnutrition appeared during the first period. 
Loss of weight to the extent of 20-30%, of the initial 
weight was usual; there was a general fall in plasma- 
protein and plood-urea concentrations ; many cases of 
hunger edema appeared (Govaerts and Lequime 1942, 
Govaerts and Gregoire 1941, Brull et al. 1945); aud 


J. (1940) Virus Diseases of Man, 


there was an increased incidence of infectious diseases, 
especially tuberculosis. In the second period hunger 
edema disappeared, and the tuberculosis-rate regressed, 
but the weight remained at its previous low level or 
rose only ‘slightly, and there was a general complaint of 
muscular weakness, easy fatigability, and inertia. - 

Thus the environmental factors under consideration 
group themselves in three periods: in 1940 there was 
acute nervous strain but no malnutrition; in 1941 and 
1942 acute malnutrition but rather less nervous strain ; 
and in 1943 to 1945 chronic malnutrition but heightened 
nervous strain consequent on the recurrence of intensive 
air-raids and battle. 


MATERIAL 


The material on which the following observations are | 
based was drawn from the university medical clinic of 
Prof. P. Govaerts at the St. Pierre ‘Hospital, Brussels, 
and from the endocrine outpatient clinic of the same 
hospital. For comparison some data from the surgical 
clinic of Prof. R. Danis at the same hospital have been 
included. The patients attending all these departments 


are drawn from the lower classes and were exposed 


throughout, without special mitigation, to the nervous 
and nutritional strains outlined above. They came from 
the environs of Brussels, a district where goitre is not 
normally endemic. Reference has already been made to 
the general increase of ill health during the occupation. 
The effects of this were seen in increased admissions and 
attendances at the hospital. A further factor swelling 
admissions to our hospital was the requisitioning of other 
hospitals in Brussels by the enemy. The only major 
population change which is known to have taken place 
is that in 1944 many young men were deported by the 
Germans, but the admissions to the medical clinic in 
1936-44 show that the age-distribution did not change > 
appreciably. Due consideration must be given to these — 
factors in comparing the incidence of any illness before 
and during the occupation. The changes in incidence of 
thyroid disease are recorded below as a percentage of — 
total admissions, but more weight should perhaps be 
attached to the absolute number of cases. 


HYPERTHYROIDISM 


Attention was first drawn to the changing incidence of 
diseases of the thyroid by Brull (1942), who found that 
the basal metabolic rate (B.M.R.) of all goitre cases sent 
to his clinic showed a steady decline from an average 
figure of +21-:9% in 1939 to +6-6% in 1942. But this 
study makes no distinction between simple goitre and 


TABLE I—INCIDENOE OF HYPERTHYROIDISM 


Endocrine outpatients Medical clinic 


inic 


Percentage of No. of Percentage of 
total new cases total 
patients admissions 
111 10. | 055, 
19-7 © | | 12 0-65 = 
12-0 : 6. , O32, 
11:5 0:39 
T 13-3 35 0-49 | 
ga | u | og 
| 10-1 7 0-18 ° 
i942 | 67 oag fogo 
) 12-5 6 h, 0-17 zg 
| | ss | 1 0-38 
al .. 3 8-5 = BGs. As ETE a 
E a hie a OR ERE Pak enc eed ae EN eee ieee oe 


In 1941-44 the number of patients attending either clinic was about 
double the number attending in 1936-39. 


i 
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-those with hyperthyroidism, and thus must be accepted - 


_ with reserve as an: indication of a true diminution in 
incidence or severity of hyperthyroidism. | 
-Table 1 shows that the number of patients with hyper- 


N thyroidism attending at our two clinics in the pre-war 


years 1936-39 was almost the same as in the war years 
1941-44, being 77 and 76, or an average of about 19 cases 
 & year. 
much nervous, strain, the number of cases was 14. The 
number of thyroidectomies done every year in the surgical 
“ department of the same hospital also remained about the 

same throughout the whole period. If these figures are 
_ expressed as a percentage of the total cases of all diseases 
dealt with, there is an apparent fall in incidence for 
1940-44. But similar, though slighter, falls in percentage 
incidence. occurred during the war in cancer of the 
stomach and: disseminated sclerosis. It would therefore 


be rash to conclude that the fall in incidence of hyper-. 


_ thyroidism was real. What is certain is that the incidence 
of hyperthyroidism did not rise. 

‘There is some evidence that during the war years 
hyperthyroidism was less severe. Table 1 shows that 
the B.M.R. determinations done in the medical and 
_ surgical clinics in 1936-39 were on the whole higher than 
those of 1941-44. This difference is not statistically 
‘significant, but the frequency-distribution curve suggests 
that there was a genuine change. A general decrease 
in the severity of hyperthyroidism might be related to 
malnutrition, especially to lack of protein. According to 
Wegelin (1926) and Paal and Kleine (1933), a diet rich 
in protein induces hyperplastic changes in the thyroid, 
whereas a diet poor in protein, or starvation, has the 
opposite effect. Similar evidence has been produced by 
Divry (cited by Brull et al. 1945). That severe malnutrition 


_ lowers the B.M.R. of otherwise normal persons is known, ` 


and during the famine in Belgium Govaerts and Lequime 
(1942) showed that in such cases the 8.m.R. might fall 
` 40-50% below normal. There is, however, another 
possibility. During the occupation the population 
consumed large’ amounts of vegetables of the brassica 


TABLE II—BASAL METABOLIC RATE IN HYPERTHYROIDISM 


- Basal metabolic No. of patients 


rate (+ %). 1936-39 1941-44 - 
0- 10 4 (45%) 8 (86%) 
11- 20 12 (13-56%) . 18 (193%) 
21- 30 24 (27:0%) 25 (26-9%) 
31-. 40 11 (124%) 18 (19-3 %) 
4l- 50 5 (56%) 11 (11:8%) 
51l- 60 -10 (11:2%) 7 (75%) 
61- 70 11 (124%) 4 (43%) 
71- 80 6 (67%) 1 (11%) 
' 81- 90 4 (45%) 1 (11%) 
91-100 | 2 (2%) —- 
Total .. .. 89 93 


family, and these contain substances allied to thiourea 
(Kennedy 1942). 


SIMPLE GOITRE 


Cases of simple goitre have been observed only in the 
outpatient clinic. Table rmx shows the numbers of such 
` patients attending in 1936-44. Both the absolute number 
and percentage incidence rose: the number from an 
average of 13 per annum in the pre-war years to 30 per 
- annum in the war years; the percentages from 16% to 
26%. These differences are statistically significant. The 
incidence of simple goitre has increased at all ages, 
particularly in the age-group 15-25 years. 


, In 1940, when there was no malnutrition but . 


TABLE III—INOIDENCE OF SIMPLE GOITRE 


Pascal © 
of reentage 
patients 


Percentage 
of total new 
patients 


Year 


1936 9 
1937 21 
1938 30 
1999 29 

40 

Total . 120 


Simple - goitre can be produced daanan by 
lack of iodine (Marine 1935), by interference with 
the synthesis of the thyroid hormone by such pre- 
parations _as thiourea, and perhaps by impairment 
of oxidative processes in the peripheral cells by. 
means of substances like methyl cyanide. Brussels is 
located in a non-goitrous country, 80 miles from the 
sea. There is no reason to believe its population lacks 
iodine ; if they did, goitre should have been prevalent 
before the war. It is ‘possible that the lowered metabolism 

- associated with severe malnutrition may, on the analogy of 
methyl-cyanide poisoning, have stimulated a hyperplasia 
of the thyroid. 

Another possible explanation is that here again the 
increased incidence may be related to the heavy con- 
sumption of brassica vegetables. A diet rich in these is 
known to be goitrogenic in animals (Chesney et al. 1928, 
Marine 1935), and Kennedy (1942) showed that this may, 
at least in part, be related to their containing allyl- 
thiourea, which, in common with other compounds 
containing a thiourea grouping, produces simple goitre. 
Observations on closed communities forced to. subsist 
on such diets in other parts of Belgium strongly suggest 
that simple goitres can be produced 1 in this way. 


MYX@DEMA | 5 


The lowered metabolism of malnutrition might have 
been expected to raise the incidence of myxædema. 
Our figures are too small for us to form any opinion on 
this point, though they show that in 1936-39 there were 
3 cases, whereas in 1941-44 there were 11. But there 
are reasons for doubting whether starvation alone can 
produce myxedema. By such means the B.M.R. can be 
lowered to — 40% or even to — 50%, but the cases show 
none of the characteristic clinical signs of myxedema 
(Govaerts and Lequime 1942). The microscopical 
appearance of the gland in myxcedema is characteristic, 
and the glandular tissue remaining shows signs of tem- 
porary stimulation followed by degeneration (Bastenie 
1944). In death from starvation, on the other hand, 
we have observed that.the histology is that of the normal 
resting gland. Whether malnutrition may precipitate 
incipient myxcedema into the full clinical syndrome is 
another matter, on which no opinion can be expressed. 


SUMMARY 


The number and severity of cases of thyroid disease 
observed at the St. Pierre Hospital, Brussels, in the years 
before and during the German occupation have been 
compared. 

The incidence of hypenthyroidinit did not increase and 
may perhaps have decreased ; and its severity probably 
diminished. | E 

There was a significant increase in the incidence of 
simple goitre, especially in adolescents and young adults. 

No opinion can be expressed about the incidence of 
myxædema, save that starvation alone does not produce 
| es 

There was no evidence that psychogenic factors 
influenced the incidence of diseases of the thyroid. 
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The observed changes of incidence and severity are 
thought to be related to the quantity and quality of the 
diet, especially the increased consumption of cabbages 
and related vegetables which contain substances of the 
thiourea group. 
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GUMMA OF THE THYROID 


A. H. BARBER 
M.A. Oxfd, M.B. Birm., M.R.C.P., F.R.C.S. 


SURGEON, BOUNDARY PARK GENERAL HOSPITAL AND THE 
ROYAL INFIRMARY, OLDHAM 


Gumma of the thyroid is extremely rare, with a 
very variable clinical picture. 
concluded that women were more often affected than 
men, and that the gumma might result from either 
hereditary or acquired syphilis. They found that there 
was usually no disturbance of thyroid function; but, if 
there was, it was myxedema rather than hyper- 
thyroidism, and symptoms of mechanical interference 
and confusion with carcinoma sometimes arose. 


A woman, aged 37, had a slight swelling in her neck in 
October, 1939. She did not feel ill but sometimes felt breath- 
less. She was bronchoscoped, but nothing abnormal was 
found. I first saw her in August, 1942. At that time her 
neck was swollen, and the thyroid, which was slightly enlarged, 
felt very hard. There was a little exophthalmos, and her 
pulse-rate was 120 per min., with fibrillation. She appeared 
to be a case of thyrotoxicosis, but the thyroid was unusually 
hard, suggesting carcinoma. She was admitted to Boundary 
Park General Hospital, Oldham, for rest and observation, and 
improved slightly on Lugol’s iodine. In December she began 
to have difficulty in swallowing and became slightly hoarse. 
It was felt that an exploratory operation was justified. 


Operation (Dec. 17, 1942).—The thyroid gland was found 
to be extremely hard and densely matted to the surrounding 
structures. It was impossible to do anything except remove 
& portion for section, the macroscopical diagnosis being 
carcinoma of the thyroid. Immediately after the operation 
she felt much better, her pulse-rate dropped from 120 to 90 per 
min., and she was discharged on Dec. 30. 

A little later she developed two ulcers in the scar and others 
on the right thigh and left shoulder. These were undoubtedly 
gummata and gave the clue to the condition of the thyroid. 
Dr. William. Susman, of Manchester University, who kindly 
examined the section, reported: ‘* The lesion in and about 
the thyroid is a gumma. The gland also shows chronic 
thyroiditis, with loss of typical thyroid structure. The 
gland is adherent to some neighbouring voluntary muscle.” 

The patient was given large doses of pot. iod. and liq. 
hydrarg. perchior. and made a complete recovery. At the 
time of the operation she weighed 6 st., and her weight 21/, 
years later was over 9 st. ; the ‘exophthulmos had disappeared, 
the heart-rate, though rapid, was regular, and she had no 
obstructive symptoms whatever. ‘The Wassermann reaction 
however was still positive. 


There are several unusual features about this case. 
There were undoubted symptoms of hyperthyroidism 
with some tracheal obstruction, but the thyroid, though 
only slightly enlarged, was unduly hard. It seems that 
in such circumstances a Wassermann reaction and an 
exploratory operation should always be done. In this 


1. Williams, C., Steinberg, B. Surg. Gynec. Obstet. 1924, 38, 781. 
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case, had she not been operated on, gumma of the 
thyroid would not have been thought of. 
has already emphasised this point ; he urges that, since 
syphilis of the thyroid has often been taken for a 
malignant tumour, whenever malignancy is suspected 
the possibility of syphilis should be investigated. 


Reviews of Books 


Child Health 
Editors: ALAN MONCRIEFF, M.D., F.R.c.P.; W. A. R. 
THOMSON, M.D. London: Eyre ‘and Spottiswoode for 
The Practitioner. 1947. Pp. 254. 14s. . 


For over fifty years there have been good books 


on the diseases of children, but until recently there was . 


no convenient manual for the increasing . number of 
doctors who spend their days in supervising the health 
of children, in the maternity hospital, the welfare centre, 
or the school. Two of the new professors of child 
health have produced such books during the past year, 
and now Professor Moncrieff and Dr. Thomson give us 
a third, most of whose chapters have already been 
published as articles in The Practitioner. The authors 
of the various sections have been well chosen; they 
write of what they know, and the result is a practical 
book built on first-hand experience. Rather over half 
of them are employed by local authorities, who are 
responsible for most of the child-health services. The 
book tells about the lay-out of a child-welfare centre, 
the home treatment of the blind baby, the vitamin and 
mineral requirements of the infant, the establishment of 
respiration, and what happened when typhus patients 
were distributed through the wards of the Edinburgh 
Royal Infirmary. The print is clear, the paper only 
slightly transparent, the binding attractive, the index 
detailed (even diverse: ‘“‘ torticollis ’’ gives one reference, 
“ wry-neck ” another). This compact compendious book 
is negligible as an anatomy of health (it does not even 
contain tables of growth), but as a handbook about the 
prevention of illness and the care of the sealed 
child it will be found very valuable. 


Ego Hunger and Aggression 


F. S. PERLS, M.D., captain, S.A.M.C. 
Unwin. 1947. Pp. 273. 12s. 6d. 


EvEN in Dr. Perls’s most abstract discussions it is 


London: Allen & 


easy to perceive the wealth of clinical experience which 


his fine critical mind has not ceased to align with his 


desire to think consistently. But the need to argue - 


his own philosophico-psychological standpoint, to dis- 
agree here and there with Freud, to state his own neo- 


freudian psychopathology as well as make his own — 


contribution to psychotherapeusis—and all in the same 
book—tend to cloud the issues. The reader requires 
a clear-cut statement of either Dr. Perls’s therapeusis, 
or of his philosophic standpoint, or of his argument 
with Freud: the three-in-one make for obscurity. — 

On the way to his philosophic standpoint of belief 
in the Creative Present, Dr. Perls criticises mind-body 
parallelism, and discards subjective observations except 
in so far as they can be restated in objective terms. 
Preservation of the organism demands ego-feeling— 
the consciousness of boundary—but there is no “ self.” 
He discards libido in favour of a rather vague Bergsonian 


élan vital and a striving after fulfilment of ‘ the figure 


background ” need, the gestalt. 


Freud gave to Dr. Perls what classical philosophy, — 


he says, had withheld. But Freud was not a philosopher. 
He did unintentionally provide a near-religion for some 


(but he did not so regard it himself), and in common with | . 


others he implied a philosophy of determinism, the 
negation of personal value. Dr. Perls -also negates 
this value, though differently : the objective, by defini- 
tion, is non-personal. He disposes arbitrarily of religion, 
diagnosing God as a projection of man’s omnipotent self. 


The suspicion arises that Omnipotence has been ousted. 


by Omniscience and God has merely become impersonal. 


In his underlying philosophy lies the weak point in ' 


the therapeutic technique described in the last section. 


2. Crotti, A. Diseases of the Thyroid, Paratliyroids, and Thymus 
Philadelphia, 1938. 


Crotti 2- 


~ 


`; to his method : 


' The analyst—the personal element—is finally eliminated. 
` We. are left with a series of essentially disciplinary 
exercises for the tackling of which considerable narcissism 
would be required, combined with an intellectual watch- 
fulness rarely found in those who need help. He cogently 
contrasts these exercises, to their advantage, wit. 
Yoga, Christian Science, and Couéism. But: every 
Yogi knows how rare it is to find someone capable of 
understanding Yoga. . Is this chemico-mechanical affair 
with its vague vital principle really worth working for ? 


For most people it is not. The ordinary man incorrigibly. 


remains @ person. = | | | 

~ Early Ambulation and Related Procedures in Surgical 
` Management | ee ae ee 

_ DANŒL J.. LEITHAUSER, M.D., F.A.0.8., chief of surgery, 
. : St. Joseph Mercy Hospital, Detroit, Michigan. Spring- 


. field, Il. : Charles C. Thomas. London: Bailliére. 1946. 


-. Pp. 232. 258. E 
. - LÆST-there ‘should be any misunderstanding about the 
`> meaning of. ‘“‘eàrly ambulation,” the dust-cover of this 
book explains that 840 of the 2047 cases under review 
were out of bed three or:four hours after operation. 
‘* Karly ” is thus no exaggeration, and this is the more 
surprising since Dr. Leithauser advocates spinal anæs- 
thesia. He thinks it is the patient’s ‘‘ natural instinct 
- to:get up and move about after an operation ” and that 
only outworn tradition and the wicked surgeons and 


| _ nurses prevent him. At least in this country, surgeons | 


appreciate the importance of early and unrestricted 


movement in the prevention of atelectasis and throm- | 


bosis ; but the advantage of performing such movement 
in the erect rather. than the recumbent position. is 
debatable. Dr. Leithauser’s series of cases lends support 
atelectasis, thrombosis, and embolism 
are, he says, almost ‘eliminated, bedpans are dispensed 


with, and the period in hospital is enormously reduced, 


the average stay of 795 cases of acute appendicitis. being 
only two days. (These were all private patients whose 


=- homes were presumably more suitable for their early 
._ return than those of hospital patients in this country.) 


He suggests that rales, indicating the presence in the 
lungs of secretion requiring expulsion, were often only 
apparent when the patient stood up and consequently 
dislodged some mucus, and he believes that coughing 
. is much more effective in the upright position. The reader, 
even if he does not accept all these contentions, will 
probably be sufficiently stirred by. Dr. Leithauser’s 
confidence to want to put some of them to the test.. . 


Chemical Methods in Clinical Medicine ` i 
` (3rded.) G. A. HARRISON, M.D. Camb., reader in chemical 
_ pathology in the University of London at St. Bartholo- 
mew’s Hospital. London: J. & A. Churchill. 1947. 

= Pp. 630. . 40s. PoE 

Past editions of this standard work have done much 
to bring the chemical laboratory into close contact with 
‘the ward, and to stimulate the interest of pathologists 
and clinicians in each other’s activities and in the applica- 
` tion of the latest scientific knowledge to both treatment 
and diagnosis. It is not only a guide to laboratory 
knowledge and technique, and to the interpretation of 


biochemical results,: but also, in Dr. Harrison’s own 


words, ‘‘ my own journal,” carrying descriptions of many 
useful inventions, as well as observations and interpreta- 
tions which will not be found elsewhere. The new edition 
besides being thoroughly up. to date contains much, new 
material—on pigmentation, sulphonamides, and new 
analytical procedures and functional tests. . 


L’ostéosynthése au clou : E 

R. SOEUR, chirurgien-adjoint des hôpitaux de Bruxelles. 

Paris: Masson. 1946. Pp. 132. Fr. 325. 
- M. Soeur has developed the idea of intramedullary 
nailing for shaft fractures of all the long bones, using 
c-shaped steel nails, inserted through the medullary 
canals. In his hands the results have been good, and 
the theoretical drawbacks—fat emboli and sepsis—have 
not been complications. But on the face of it the 
method will not appeal to those pleased with the results 
of more conservative treatment. The most interesting 
part of the book is a short digression dealing with 
femoral-neck fractures. Here he claims, and illustrates 
his claims, that Pauwels’s angles are caused by a beak 
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of bone on the under-surface either of the proximal or 


fragment. 


If on the former, union is doubtful; 


- if on the latter, the fracture almost always heals, 


A Study on Oxygen Toxicity at Atmospheric Pressure 
WitHELM T. L. Ontsson. Lund: Hakan Ohlssons 
Boktryckeri. 1946.: Pp. 93. 

THIs interesting little monograph is mainly a 
résumé of investigations in which the author tried to 
determine the effect of the inhalation of 80-90% oxygen 
at atmospheric pressure on rabbits previously exposed 
to either Egen or blast injuries. In addition, the 
effect of this concentration of oxygen was inyestigated 
in healthy human subjects. He concludes that the 
pulmonary damage caused by oxygen in high. concentra- 
tions is not produced by a direct irritant effect on the 


‘lungs, but by a disturbance in the blood carriage of 


carbon dioxide. He also believes that oxygen only 
becomes harmful when the supply exceeds the demand. 
A reasonably full review of the literature provides a 
useful background to his observations and all they 
imply. While the case presented is by no means water- 


` tight, it contributes to our knowledge of the subject, 


and will interest all concerned with the therapeutic 
use of oxygen. i eae 


Experiences with Folic Acid ee DEG 
Tom D. SPs, M.D., associate professor of medicine, 
_ University of Cincinnati. Chicago: Year Book Pub- 


lishers. London: H.K. Lewis. 1947. Pp.110. 2ls. 
Ts is a useful account of what has been learnt about 
folic acid since the therapeutic use of the synthetic 
substance began about 18 months ago. The history of 


the investigations leading up to the discovery of folic. 


acid is outlined, but the greater part of the book is con- 
cerned withthe diagnosis and selection of suitable cases, 
and with the effect folic acid had on them. The necessity 
for correct diagnosis is rightly stressed again and_again 
but the detail is transatlantic in luxuriance ; for instance 
the record of the size of the ears, and the 36 investigations 
listed for every case of sprue, show what is possible to 
those who have no difficulties over man-power or equip- 
ment. All the same, among the detail the critical points 
are always observed and clearly noted. It is stated 
that 218 cases have been treated, including 78 - of 
Addisonian pernicious anemia, 5 of cirrhosis of the 
liver (only 1 responded), and 8 of an undefined entity 
‘“ nutritional leukopenia ” ; the rest were mostly nutri- 
tional macrocytic anæmia and sprue. The results of 
treatment are well described and illustrated, sometimes 
in colour. Spies does not minimise the difficulties and 
puzzles that folic-acid treatment has raised. He notes 
that the results in pernicious anemia were no better 
than with liver, and gives figures confirming that lesions 
of the central nervous system are unaffected and may 
progress or even make their first appearance while the 
patient is being maintained on folic acid. He there- 
fore agrees that folic acid is neither the most effective 
nor the safest remedy for pernicious anemia ; it is in the ` 
treatment of nutritional anzmias that it will be: most 
useful. The part played by folic acid in hemopoiesis, 
including the place of the conjugates, is briefly discussed ; 
but Spies thinks that there is insufficient evidence. as 
yet to say any more than that it functions as part of an 
enzyme system that is disturbed in these diseases. Folic 
aoe A neither the extrinsic nor the intrinsic factor of 
astle. 


Electrocardiography (2nd ed: London: H. Kimpton. 
1946. Pp. 881. 60s.). Exercises in Electrocardiographic 
Interpretation (2nd ed. ‘London: H. Kimpton. 1946. Pp. 288. 
30s.).—Dr. L. N. Katz has made the second edition: of his 
Electrocardiography considerably larger than its predecessor, 
with 250 new tracings. New matter is included on the 
normal cardiogram, on the patterns of axis shift and right 
and left heart strain, and om coronary disease, which is very 
well illustrated ; there is also a new section on cardiograms 
simulating the coronary pattern. With'its perfect black- 
and-white tracings and lucid style this ‘book remains an 
outstanding exposition of cardiology, though too detailed for 
the average beginner. The second edition of the companion 


. volume has been enlarged and revised to conform with the 


larger volume, and reaches the same high standard. ' 


‘Australia, 
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Viruses and Disease 


BELIEF in spontaneous generation has died hard. 
In the 17th century its exponents were forced to admit 
that it was inapplicable to the larger living things, 
like mice and the larve of the blue-bottle fly ; but 
when, in the earlier part of the last century, bacteria 
were discovered, many felt sure that here at least was 
a form of life which must arise spontaneously. The 
carefully planned experiments of PASTEUR and 
TYNDALL proved them wrong: bacteria were shown 
to arise from bacteria; they followed the normal 
reproductive process of like producing like. One 
might have thought then that the last had been heard 
of spontaneous generation. Yet with the discovery 
of filtrable viruses, and inquiry into their reproduction, 
this conception was reborn. In the years between the 
two wars much time was spent in discussing not only 
how viruses are generated but also whether they are 
alive, and the outcome was never quite decisive. 
Most of the workers concerned, however, came to 
the conclusion that, for all practical purposes, viruses 
behaved like autochthonous living things. After all, 
this had been tacitly assumed in every experimental 
transfer of a virus infection, and also in all our attempts 
to control virus diseases by the same preventive 
measures as have proved effective in controlling 
micro-organismal disease. .The eradication of rabies 
from this country, the exclusion of rinderpest from 
and the considerable success achieved 
against foot-and-mouth diseases in Britain indicated 
that the assumption was well founded. 

In his illuminating monograph, Virus as Organism, 
F. M. Burner’ treats of viruses from an ecological 
angle, considering how they “make a living” in 
the environment which nature and mankind have 
allotted them. He begins by discussing their repro- 
duction, variation, and survival, and he points out that 
in the last two decades a great deal more has been 
learnt about them. We can measure them and have 
established that the larger ones can be seen by ordinary 
microscopy. The electron microscope has rendered 
visible the smallest viruses, and has revealed signs of 
a definite internal structure in large viruses such as 
vaccinia.” The large viruses have been shown, like 
bacteria, to be complex antigenically, and for some 
of them, including vaccinia,’ there is reason to pre- 
sume a chemical structure recalling that of a typical 
bacterium. The large viruses appear also to possess 
complex enzyme systems; of this we have direct 
evidence in the case of vaccinia virus, while the 
sensitivity to sulphonamides exhibited by the viruses 
of lymphogranuloma venereum, inclusion blennor- 
rhoea, and the mouse pneumonia of Nigg and Eaton 
is indirect evidence of the same thing. All this, and 
the fact that, whatever the environment in which they 


1. Burnet, F. M. Virus as Organism. Massachusetts: Harvard 
University Press. London: Oxford University Press. 1946. 


Pp. 134. 118. 6d. 
Smadel, J. E. J. exp. Med. 


reen, R. H., Anderson, T. F., 
1942, 75, 661. 
3. Rivers, T. M. Virus Dipen a; New York, 1943. 
4 Hoagland, C. L., Ward. S. M., Smadel, J. E., Rivers, T. M. 
Proe. Soc. ep Biol., N.Y, 1940, 45, 669 ; J. Crp. Med. 1941, 
74, 69 and 13 


- of a similar particle. 


multiply, viruses breed true, leaves little doubt that 
they are extrinsic agents of micro-organismal nature, 
each virus particle being a direct genetic descendant 
And yet, as BURNET says, some 
workers are reluctant to abandon the conception 
of viruses being derived from the cells, of higher 
animals or plants ; they suggest that viruses may be 
genes which, freed from their normal setting, have 
become capable of abnormal multiplication and 
survival by transfer from host to host. In his lecture 
on Latent Virus Infections, delivered before the 
Royal College of Surgeons on April 16, Dr. JAMES . 
CRAIGIE, F.R.S., considered this possibility, particu- — 
larly in reference to what he calls “cryptic virus 
infections’; and DOERR ê in 1938 stoutly maintained 
that herpes virus is the product of deranged cells. 
Though we now know that DOERR’s thesis is unten- 
able, probably one of the most interesting chapters 
in BURNET’s monograph is that in which the natural 
history of herpes is reviewed. 

ANDREWES and CARMICHAEL ê in 1930, and R. T. 
Brain’ in 1932, observed that in adults the presence of 
herpetic antibody in the blood was related to a history 
of herpes ; and the suggestion was made that sufferers 
from this condition were carriers of the virus. The 
time when they were first infected remained unknown 
until 1938, when Dopp, JoHNSToN, and BUDDINGH 8 
showed that aphthous stomatitis in young children 
was usually due to herpes virus. It was here that 
BURNET and his colleague WmLrams ® took up the 
work. After confirming the American findings on the 
etiology of aphthous stomatitis in children, they 
proved that this was in fact a primary infection, 
since herpetic antibody was absent in the acute phase 
of the disease but appeared during convalescence. 
From this they proceeded to a serological survey of 
herpetic antibody, using a more accurate method of 
titration than previous workers. Their results were 
of an all-or-nothing character: herpetic antibody 
was either absent or was present in high titre, and 
again its presence was related to affliction by herpes. 
Only the failure to isolate the virus from carriers 
prevented BURNET and Wurms from completing 
the story, but enough evidence had been found to 
make it clear that herpes virus was an extrinsic 
agent and that infection with it, which commonly 
occurred in the second or third year of life, persisted 
after clinical recovery, leaving a carrier state which. 
revealed itself by an attack of symptomatic herpes 
when some factor depressed the host’s resistance and 
allowed the virus temporarily to get the upper hand. 
These facts are doubly interesting, because they give 
‘us a picture of an infectious disease which has reached 

a state of equilibrium—in which host and parasite 
are so well adjusted to one another that the infection 
can be widely disseminated with little detriment to 
the host. 

If, however, we can dismiss with confidence DOERR’s 
hypothesis of the origin of herpes virus, we may not 
feel quite so sure about the claim that some other 
viruses—particularly those concerned in the pro- 
duction of tumours, with their very strict host and 


5. PoE EAT C. Handbuch der Virusforschung, Vienna, . 
p I, D. 

6. Andrewes, O. H., Carmichael, E. A. Lancet, 1930, i, 857. 

T: Be T. Brit. J. exp. Path. 1932, 13. 166. 

8. Dodd, K., Johnston, L. M., Buddingh, G Jd. J. Pediat. 1938, 
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. Burnet, F. M., Williams, S. W. Med. J. Aust. 1939, i, 637. 
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tissue specificity—may, in last eA have been 
derived from the genetic system of host cells. In his 
most interesting lecture CRAIGIE took us step by step 


through the various forms of latency until he reached ~ 


what he termed “cryptic” infection—that hypo- 
thetical state in which the virus has lost its cyto- 
clastic properties and multiplies inside the host cell 
at just the tempo that will ensure there being enough 
virus to maintain. infection when the cell divides. 
Such an infection would defy detection by the usual 
- methods. Although, as Craicr said, cryptic infection, 

-in the case of viruses affecting man and animals, 
is still in the realm of hypothesis, recent work with 
the bacteriophage lends it support. 


He instanced work of his own on an avirulent variant 
of the type 1 Vi phage, the gamma agent. This gamma 


agent’ is carried by all type D, strains of Salmonella. 


typhi, and seems to be able to multiply along with the 
bacterium, without obvious harm to the latter; over long 
periods. Only with difficulty can the gamma agent be 
demonstrated as a bacteriophage, and it is hard to main- 
tain, being lost from time to time, or rather (as CRAIGIE 
suggests) returning to the fully cryptic avirulent state. 
Infection with this gamma agent has definite effects 
on its bacterial host, making it either resistant to Vi 
phages or susceptible only to D, phage; it is possible 
also that infection may result in the loss of H and O 
antigens. 

Discussing the bearing of latent or cryptic infection 
on the basic problem of cancer, CRAIGIE pointed to the 
similarity between the hypothetical cryptic virus and 
the plasmagenes—those hypothetical cytoplasmic 
particles which some biologists are postulating to 
explain the inheritance of cytoplasmic traits—and 


said that some virus workers are prepared to identify 


certain of the more lowly viruses with plasmagenes. 
But he went on to speak of the dilemma which 
acceptance of this view entails. Though there are 
differences between, on the one hand, the viruses of 
the psittacosis-lymphogranuloma group or the pock 
viruses, and on the other hand the very small viruses 
of poliomyelitis and foot-and-mouth disease, there is 
no indication that these differences betray a funda- 
mental difference in their nature. 

T. M. Rivers, alone almost among virus workers, 
seems to hold that the agents now grouped together 


as viruses may be heterogeneous, and that while - 


the large viruses like psittacosis are probably micro- 
organisms the very small and simple viruses are non- 
living things. The large majority would agree with 
both Craiare and BuRNET when they say that the 
viruses present an unbroken series, proceeding from 
the smallest and simplest to the largest and most 
complex, and from them to the rickettsias, and that 


there is no sign of fundamental difference between. 


the members of this series. If, then, one were to 
agree that some of the less complex viruses are derived 
from genes, it would presumably follow that the more 
complex ones have evolved from them ; 
would have to consider when, how, and w hy the 
naked gene decided to clothe its nudity. More 
acceptable is the hypothesis, propounded inde- 
pendently by GREEN 1° in America and Larp.aw 1! 
in this country, that viruses have arisen from higher 
forms of micro-organisms by a process of progressive 
adaptation to a parasitic existence, in which the 


parasite is. finally reduced to a bare nucleoprotein 


molecule, capable of self-replication but relying on 


10. Green, R. G. Science, 1935, 82, 443. 
11. Laidlaw, P. P. Virus Diseases and Viruses, London, 1938. 


WAR, FAMINE, AND GOITRE 


and one 


[JUNE 7, 1947 


the host cell entirely for the necessary materials and 
energy. It is this hypothesis which BURNET adopts, 
since “there seems to be no visible alternative ” 

and, having accepted viruses as micro-organisms 


adapted to a „parasite existence, and capable, like 


other living things, of producing variants—in point: 
of fact highly endowed in this respect—he proceeds 
to consider the evolution of virus disease. — 

‘Human virus infections, he thinks, must have been 
derived from similar conditions in animals, because, 
for a parasitic micro-organism to survive, there must 
be sufficient opportunity for the transfer of infection ; 
and until man changed from hunting to cultivation - 


of the soil, and took up communal life, the chances 


of transfer of infection were too small to make him 
a suitable host for the continued existence of a virus. . 
Epidemic typhus has arisen from rodent’ typhus 
by the adaptation of the causal rickettsia to the 
human body-louse ; and in the chapter on psittacosis 
BURNET suggests that at the present time we are 
probably witnessing the adoption by psittacosis — 
virus of man as a permanent host. (In some out- 


. breaks of infection with viruses of this group the 


virus has passed readily from man to man and there 
was no evidence that the infection came from birds. ) 
But besides change in the virus, leading to change in 
an infectious disease, one may have change in the other 


partner, the lost, though this is probably a less 


important factor. Host change is usually immuno- 
logical, but that it may be social is suggested by 
BURNET when discussing the epidemiology of polio- 
myelitis. This disease, from being essentially one 
of the early years of life, infection coming from the 
adult, is changing to one in which the main incidence 
is in children of school age, infection passing from 
child to child and the adult escaping. This change 
in epidemiological pattern is seen especially in those 
countries—North America, Australia, and Scandinavia 
—where social hygiene and sanitation have reached 
higher levels. than elsewhere, and BURNET suggests 
that these factors may be responsible for the change. 

Although, in their evolution, virus diseases show 
many fluctuations, the virus variants of increased 
virulence must tend to eliminate themselves, since 
they are too destructive to their hosts. Hence the 
general tendency is towards an equilibrium in which 
host and parasite are so adjusted to one another 
that infection is widespread but the host little 
incommoded. The unique example of this state in 
virus diseases is herpes simplex.—This, in’ very 
broad terms, is the argument which runs through 
BURNET’S fascinating monograph. 


War, Famine, and Goitre. 


Ir might be expected that the stresses of war would 
lead to an increase in toxic goitre. In neither of the 
two world wars, however, was a high incidence noted 
among the fighting troops; in fact toxic goitre 
remained a rare condition in the Army. Clinicians 
do not seem to have found any increase among 
civilians in the United Kingdom, though in the 
absence of statistical data an increase might not have 
been detected. The Registrar-General’s figures for 
the deaths from toxic goitre do not suggest that the 
war had any appreciable effect on the mortality. 
Yearly deaths from this condition rose slowly and 


. steadily from 1913 to 1936, and then declined at a 
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tather sharper rate. When the figures from 1913 to 
1945 are plotted there is no suggestion that either of 
the two major wars made the slightest uppreston on 
the curve. 

The experiences of enemy-occupied Europe should 
be more illuminating, though the stresses to which the 
inhabitants were subjected were different from ours 
and there was also the complicating factor of famine. 
So far, the only information has come from Denmark, 
where MEULENGRACHT ! reported a sudden increase in 
thyrotoxicosis during 1942 ; and from Belgium, where 
Professor BASTENTE, in this issue, records that there was 
no apparent increase. MEULENGRACHT’s account only 
takes us up to the end of 1942, and a final assessment 
must await the publication of data for subsequent 
years. His evidence was derived from admissions 
to his own department, supplemented by figures for 
all the hospitals in Copenhagen. There was a slow 


rise in the number of cases of thyrotoxicosis from: 


1933 to 1941, with a slight fall in 1939 and 1940, 
probably related to a fall in all admissions to 
hospital. But in 1942 the number of cases seen in 
MEULENGRACHT’s own department rose to 118, from 
34 in the previous year. Other clinicians in Copenhagen 
seem to have had a similar experience. MEULENGRACHT 
discussed the possible statistical fallacies, and con- 
cluded that both the slow rise during 1933-41 and the 
abrupt increase in 1942 were real phenomena though 
probably independent. He could not explain the 
rise and was reluctant to ascribe the 1942 “ epidemic ” 
to the emotional disturbances of war, because he 
found no abnormal incidence of mental crises in the 
histories of his patients, and there seemed to be no 
evidence of a similar increase in the other countries 
involved in the war. 

BASTENIE shows that the number of cases of toxic 
goitre treated at the St. Pierre Hospital, Brussels, 
remained relatively constant before and during the 
war. His data are open to criticism in that they are 
derived from a single hospital. Not only may the 
population from which the cases were drawn have 
changed in size and composition, but cases may also 
have heen diverted to or from the hospital by reason 
of such factors as the acquirement of a reputation 
for the treatment of toxic goitre, or fluctuations in 
available accommodation. BASTENTE is plainly aware 
of these possible fallacies, and he makes it clear that 
the total number of patients treated for all diseases 
in the hospital did in fact rise during the war years. 
For this reason changes in the percentage incidence 
of toxic goitre relative to all medical admissions 
cannot be admitted as evidence; BASTENIE rightly 
takes the absolute number of cases of toxic goitre 
as being a more reliable index, and these do not seem 
to have changed significantly. His second point is 
that there was an apparent decline in the severity 
of the toxic cases (as judged by the B.M.R. figures) 
during the war. By itself this is slender evidence ; 
but it does agree with his third observation, that there 


was an apparent increase in the number of cases of 


simple goitre. The cause of this is unknown but it 

might well be the result of famine, as BASTENIB 

suggests. It may be that the lowered metabolism 

of starvation stimulates the pituitary to produce more 

thyrotropic hormone ; but, as he points out, there is 

no evidence of thyrotropic stimulation in cases of 
1. Meulengracht, E. Acta med. scand. 1945, 121, 446. 


FOLIC ACID 


me & We 


[JUNE 7, 1947 795 


death by starvation. His second explanation is more 
plausible. Because other foodstutis were not easy 
to obtain the population of Belgium tended to eat 
more and more vegetables of the brassica family ; 
and vegetables of this type are known.to contain 
goitrogenic substances of the thiourea group. If the 
increase In simple goitre in Belgium.was in fact 
comparable to the “cabbage” or- “ rape-seed ” 
goitre of animal experiments, a reduction in severity 
might be anticipated in cases of toxic goitre on the 
same dict. Such patients would, in effect, be treat- 
ing themselves on the most modern lines. If this is 
the correct explanation it leaves open the possibility 
that there was an actual increase in thyrotoxicosis 
in Belgium during the war, which was masked because 
the population was being simultaneously dosed with 
thiourea compounds taken in the diet. No such 
masking effect would be expected in Denmark, where 
the food situation was much better than in Belgium 
throughout the war. 

Thus it may be possible to reconcile the findings of 
MEULENGRACHT and BAsTENIE. But the foundation 
of fact on which these speculations are built is exceed- 
ingly slight and badly needs suppementing from 
other countries involved in the war. : 

Folic Acid 

THE therapeutics of folic acid has been especially . 
interesting because, as SPIES! put it, “it offered the 
prospect of a specific form of therapy with a pure 
chemical compound of known molecular structure.” — 
At first it seemed that a wide field of disorders of the 
blood and alimentary tract would be open to folic- 
acid therapy and that much new information would 
be obtained on the nature and mode of action of the 
anti-anemic, or erythrocyte-maturing, factor. But 
experience has already contracted the therapeutic 
field, and the relation of folic acid to erythrocyte 
maturation has not yet been clarified. 

In pernicious anzemia the short-term results of 
folic-acid treatment are uniformly good. The drug 
can be given by mouth in a dosage of 20 mg. daily or 
as a single injection of 50-100 mg. intravenously or 
intramuscularly. There follows a typical and early 
reticulocyte response, transformation of the marrow 
picture from megaloblastic to normoblastic, sustained 
rise of red cells and hemoglobin, and striking clinical 
improvement. The response parallels, .but is no 
better than, that obtained with a first-rate liver 
extract 1 2: FROMMEYER and Spizs 3 thought that the 
balance was in favour of the liver. The long-term 
results, however, have produced unexpected and 
serious difficulties. The first concerns the involve- 
ment of the posterolateral tracts of the spinal cord. 
It was early noticed that folic-acid treatment did not 
improve the nervous symptoms—in fact, that some 
patients became worse even though the blood levels 
were satisfactory.4 Next it was reported that 
patients apparently adequately controlled by folic 
acid developed signs of posterolateral cord sclerosis 
which rapidly became intensified. | WILKINSON ? 
had 6 out of 19 patients with signs of spinal-cord 
disease, and in 3 the signs appeared de novo within 


. Spies, T. D. exponen with Folic Acid, Chicago, 1947. 

. Wilkinson, J. F. Royal Socicty of Medicine, section of experi- 
mental medicine, May 13, 1947. 

. Frommeyer, W. B., Spies, T. D. Amer. J. med. Sct. 1947, 
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two months of beginning folic-acid treatment. VILTER 
et al.5 reported that, out of 24 cases of pernicious 
anemia treated with folic acid and observed for a 
year, 4 developed pathological signs in the nervous 
system, and no improvement was obtained by increas- 
ing the dose of folic acid up to as much as 500 mg. 
daily. Both reports agree that improvement is 
obtainable by giving liver or desiccated stomach 
extract; WILKINSON prefers the latter. Another 
finding is the tendency for increasing doses of folic 


- acid to be required to maintain a normal blood-count. 


At first the dose was cut down to 5 mg. daily or less ; 
in time the blood-counts of these patients began to 
fall and the dose was raised ; but after an interval the 
fall began again. WILKINSON had 2 and VILTER et al. 
3 such patients needing increasing doses over a year, 
and it may well be that more such cases will be noted 
as time goes on. WILEINSON concludes that folic 
acid is “ neither the best nor the cheapest form of 
treatment for pernicious anæmia, whether neuro- 
logical signs are present or not,” and Sprus ! says that 
“ liver extract is the safest and most effective therapy 
for the routine treatment of pernicious anzmia.”’ 


‘Folic acid will retain a limited place in the treatment 


of this disease, for it can be given parenterally to 
obtain a rapid initial response in a critically ill patient 
and it will be useful temporarily in patients who are 
sensitive to liver extracts, though such patients 
should be desensitised or given desiccated stomach 
as soon as possible. No advantage is to be gained 
from “ blunderbuss ” preparations containing added 
folic acid. It is clear that in pernicious anemia 
folic acid will do nothing that liver—or desiccated 
stomach—will not do somewhat better; therefore 
added. folic acid is merely wasted and may cover up 


_ an inactive liver preparation. 


« 


In nutritional anzmias, including pernicious anemia 
of pregnancy, nutritional macrocytic anzmia, and the 
sprue syndromes, folic acid can be used with impunity 
since there is no risk of spinal-cord disease. SPrEs’s 
account of the striking effect of folic-acid treatment 
in this group of diseases in the southern U.S.A. and 
Cuba is very convincing, and reports from other parts 
of the world on nutritional macrocytic anæmias— 
e.g., that of Das Gupta and CHATTERJEE ĉin India—are 
equally good. The results in sprue vary because it is 
not clear that the diseases met with are comparable. 
The “sprue ” of Cuba and Puerto Rico is a failure of 
fat absorption from the stools, causing diarrhea with 
a megaloblastic anemia and occurring among natives 
who have been undernourished for years ; folic acid 
clears both the anæmia and the diarrhoea and improves 
the stools. The sprue of India and the Far East is 
a syndrome affecting foreigners with normal nutrition, 
and the non-tropical sprue and cceliac syndrome of 
temperate climates appears also in persons who are not 
significantly undernourished ; signs of malnutrition 
develop during the course of the disease as a result 
of the partial failure of intestinal absorption. It is 
therefore not surprising that the results with Asiatic 
and non-tropical sprue are different. Manson-BAHR 
and CLARKE?’ reported a favourable response to 
folic acid in a typical relapse case of sprue; 
6. Vilter, Q. F., Vilter, R. W., Spies, T. D. J. Lab. clin. Med. 
6. Das Gupte, C. R., Chatterjee, J. B. Indian med. Gaz. 1946, 
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Davipsoy et al.,® in 4 similar cases, found that though 
the diarrhoea was improved the blood state was 
unaffected; MORRISON and JOHNSTON ® had excellent 
responses in 2 soldiers who developed sprue after 
their return to the U.K. from India, but in 2 relapsed 
cases there was no blood improvement. In non- 
tropical sprue (idiopathic steatorrhcea) DAVIDSON 
et al. noted a moderate improvement in 3 cases ; 


- WILKINSON had 1 patient showing an excellent blood 


and intestinal response, 1 with moderate, and 2 with 
little improvement. Reports on coeliac disease are 
similarly variable. . Every case of these syndromes 
that responded to folic acid at all had a megaloblastic 
marrow. Thus in nutritional macrocytic anæmia— 
including West Indian sprue—if there is a megalo- 
blastic marrow a good response from folic acid can be 
predicted. Other forms of macrocytic anemia may 


‘respond if there is a megaloblastic marrow but not 
if the marrow is normoblastic. 


It is in nutritional 
anzmias that folic acid is likely to be most useful, 
and since such anzemias are widespread in the tropics 
this is a sufficiently important application. 


What part does folic acid play in hemopoiesis ? 
It is neither the extrinsic nor the intrinsic factor, for . 
it is possible to get responses with liver extracts that 
contain only traces of folic acid. Folic acid exists 
in nature in several forms that differ according 
to the number of glutamic-acid groups in the mole- 
cule. Thus, the synthetic acid—which is the same 
as that obtained from liver and from yeast—contains 
one glutamic-acid group ; another form contains 
seven 1°; and the “ fermentation acid ” three.“ The 
synthetic acid is known as “free ?” and the others as 
“ conjugated ” folic acids. When free folic acid is given 
to.a patient with pernicious anzmia, or to a normal 
person, a good deal is excreted in the urine. When 
conjugates are given, normal people excrete free folic 
acid, but pernicious-anzmia patients excrete hardly 
any until they are given liver extract when there is a 
large excretion. It has been reported that folic acid 
conjugates do not produce a hemopoietic response in 
pernicious anæmia.1? 3 Hence, it might appear 
that the defect in pernicious anæmia is inability to 
release folic acid from its naturally occurring con- 
jugate forms in food. Davison and Girpwoop 14 
therefore suggested that liver extracts act in virtue 
of a “liberating factor ” that allows free folic acid 
to be formed from conjugates stored in the body and 
so initiate the hemopoietic response. The American 
workers, however, do not subscribe to this attractively 
simple theory, though it had occurred to them ; there 
are difficulties. SUAREZ et al.15 found that West 
Indian sprue responds to treatment with conjugates, . 
and that some pernicious-anemia patients also 
respond. Sprres! holds that the doses of conjugates 
used in the negative reports were not large enough ; 
latély he and his colleagues 18 have reported successes 
with various conjugates in pernicious anzmia as well 


8. peron, De = P., Girdwood, R. H., Innes, E. M. Ibid, 
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9. Morrison, ir J. G., Johnston, C. R. St. Ibid May 10, D. 636. 
10 ner, J. J., etal. J. Amer. chem. Soc. 1946, 68, 1392. 
11. Hutchings, B. L., Stokstad, E. R. (quoted ag aie et al., 
see pelos) 
12. Welch, D., etal. J. biol. Chem. 1946, 164, 7 
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13. Bethell, F. H. 4 et al, Univ, Michigan Hosp. Bull. "1946, 12, 42. 
14. Davidson, L. S. P., Girdwood, R. H. Brit. med. J. 1 47, l, 587. 
15. Suarez, R. M. J. Lab. clin. Med. 1946, 31, 1294, 
16. Spies, T. D. ait med. J. 1946, 39,634; Spies, T. D., Stone, R. E. 
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as in sprue and nutritional macrocytic anemia. 
The conjugates are difficult to prepare and they are 


only apparently pure ; SUAREZ et al. point out that 


they may be contaminated with naturally occurring 
conjugase-inhibitors. Folic acid, in the free form, 
is known to be a product of bacterial synthesis in 
the intestine of animals, and there is evidence that 
production also occurs in man,!? so that accurate 
estimates of deficiency cannot be made. The number 
of patients so far treated with conjugates is small, 
and the results are not always clear. For all these 
reasons, the American school, while agreeing that 
liver extracts are concerned with the release of stored 
complexes of folic acid, suggest that liver extracts 
have a “more deep-seated action.” 12? They point 
to the partial effect of folic acid and to the difficulty 
of explaining why such relatively large amounts of 
folic acid, compared with very potent liver extracts, 
are needed to produce a satisfactory response. SPIES 
maintains that folic acid is an. enzyme or coenzyme 


concerned with the formation of the anti-anzmic 


principle and that the principle is not folic acid but 
“a more powerful substance, which, when obtained 
in pure form, will be more efficacious per unit weight 
than any now available.” There is clearly not yet 
enough firm information for the rôle of folic acid to 
be accurately assessed, and experience teaches us 
that resolution of the contradictions may take some 
time. 


Annotations 


NURSING IN PERSPECTIVE 


HAVING assumed responsibility for a National Health 
Service from next April, the Minister of Health has 
assumed responsibility for finding and keeping enough 
nurses to make it work. The shortage of nurses, even 
more than the shortage of food, is world-wide, and 
it is partly the result of greater demands which modern 
medicine everywhere makes on nursing time and skill. 
Obviously, however, it is not going to be relieved without 
positive action in various directions, and important new 
proposals are expected in the forthcoming report of the 
Ministry’s working party which is reviewing possibilities. 

At such a time it is well that the situation should be 
seen in its historical perspective. An article published 
in last Monday’s Times, and another in our Recon- 
struction column this week, take us back to the con- 
troversy preceding State registration as established by 
law in 1919, and display the difficulties arising from 
insistence on a single qualifying State examination. 
Florence Nightingale herself opposed this constricted 


portal of entry to the profession, and our correspondent 


argues that the time has come for a change of policy, by 
which henceforth the training schools should hold their 
own entrance examinations, arrange their own curricula, 
and grant their own certificates of proficiency. Schools 
recognised as reaching a suitable standard would receive 
State support in the same way as universities receive 
money from the State through the University Grants 
Committee, and their certificates would entitle the 
holder to State registration. Under this less rigid 
system these schools would have more freedom to 
make the best use of their material, both human and 
educational. l 

The syllabuses imposed by the General Nursing 
Council, and the significance attached to success in 
examinations, have done much to promote knowledge, 
but they have also lost the profession a great many 


17. Denko, C. W., etal. Arch. Biochem. 1946, 10, 33. 


girls who would have made excellent nurses. All will 
agree that the standards of teaching are ultimately more 
important than the standards of examination; and, 
whatever may be thought of the present proposals, the 
time has certainly come for some change of emphasis as 
well as for grants to the training schools apart from the 
hospitals they serve. 


THE ROYAL SOCIETY ENTERTAINS 


A CONVERSAZIONE is intended to promote conversation, 
and on May 29 the Royal Society gathered a notable 
assembly for this purpose at its rooms in Burlington 
House. Between conversations the guests looked at 
exhibits and demonstrations illustrating the range of 
scientific research. They witnessed attacks on plants 
by living flea-beetles transmitting a newly crystallised 
virus whose molecular arrangement has been indicated 
by electron microscopy ; they studied diagrams showing 
how a stomiatoid fish is able to open its mouth widely ; © 
they examined mirrors and lenses (from the plastics 
division of Imperial Chemical Industries) made by a 
“ surface-finishing °” process which allows optical com- 
ponents to be manufactured rapidly, and hence cheaply, 
once the glass moulds have been prepared; they were 
initiated into the problem of the ‘“ correlated response,” 
by which selection for one genetic character is liable to 
affect the expression of other quite different characters ; 
and they enjoyed a colour film of growing crystals. 
Most nearly allied to medicine, perhaps, were a beautiful 
collection of microscopes from the Wellcome Historical 
Medical Museum; an exhibit of differential staining 
(in bone-marrow) of pro-erythroblasts and premyelocytes, 
depending on their difference in desoxyribose-nucleic 
acid charge; a meter devised by K. Mendelssohn for 
measuring radiation flux (energy/area/time) in order to 
prevent accidents to patients treated with radiant heat ; 
and D. Herbert’s demonstrations with the enzyme 
catalase isolated from Micrococcus lysodeikticus—the 
first bacterial enzyme to be obtained in a pure state, and 
also the first to make a whistling noise at Burlington 
House by its semi-explosive action on hydrogen peroxide. 
In entertainment appeal this whistle was beaten only 
by a mechanical model illustrating the uranium chain 
reaction, in which a single anarchical impulse caused a 
large number of groups of ping-pong balls, ‘each 
representing a neutron, to be successively disrupted. 


RHESUS FACTOR IN RETROSPECT 


THOSE not numbered among the devotees of the 
rhesus factor may think that the group of conditions 
covered by the term “ hemolytic anemia of the new- 
born ” are a fairly recent discovery, but Prof. Louis K. 
Diamond, of Harvard, speaking at a meeting of the Royal 
Society of Medicine on May 23, recalled that the pub- 
lished work dates from 1900. In the early period (1900-10) 
the papers written on foetal hydrops, familial icterus 
gravis, and erythroblastemia were mainly English ; 
in the second period (1910-20) the pathological findings 
were described by German workers. Since the rhesus 
agglutinins were recognised in human blood in 1940, 
extensive studies of erythroblastosis fotalis from the 
clinical aspect have been supported by full serological 
investigations. — 3 

In the white races 85-87% of the population (negroes 
95% and Chinese 99%) are Rh-positive. The Rh- 
negative remainder may become sensitised (immunised) 
to the Rh factor by being transfused with Rh-positive 
blood or by bearing a Rh-positive child, and may then 
have serious and even fatal reactions on subsequently 
being transfused with Rh-positive blood. Immunisation 
of Rh-negative persons following transfusion(s) of 
Rh-positive blood is not uncommon, but the level 
of antibody developed is usually low and depends on 
individual variations and on the number of and intervals 
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between transfusions (doses of antigen) given. ' Professor 
Diamond mentioned a group of 142 Rh-negative men, 
43% of whom had demonstrable antibodies; 10% of 
these had had recorded reactions while another 33% 
had had symptoms and signs of reactions (not recorded 
as such) at the second, third, or subsequent transfusion. 
By contrast, immunity which has developed more slowly, 
as during a Rh-positive pregnancy in a Rh-negative 
mother, is stronger and more lasting and the subject 
is more liable to reactions after transfusions of Rh-~ 
positive blood, even the first. It is unwise to use a husband 
as a donor for his wife if his Rh grouping is unknown 
—he might be Rh-positive and so sensitise or induce a 
fatal reaction in his spouse. . The importance of ante- 
_ partum, postpartum, or subsequent transfusions for 
Rh-negative women being of blood compatible in ABO 
group and Rh-negative cannot be too strongly empha- 
sised. All women should be grouped (ABO and Rh) 
- when first pregnant, and in affected and special cases 
the simple and specific Rh (genotype) of the father and 
children should also be determined. 

Infants who show gross hydrops at birth, or during 
their first few days of life develop jaundice and anemia 
with erythroblastemia, enlarged liver, and spleen, 
or with kernicterus and later muscle incodérdination 
and mental defect, are Rh-positive children of Rh- 
‘negative mothers and Kh-positive fathers. | When 
the mother is Rh-negative and the father is Rh-positive 
and homozygous (Rh-Rh) every fetus will be Rh- 
positive and will develop hemolytic disease in some form. 
The chance of the fetus being affected will be reduced 
to 50% if the father is Rh-positive but heterozygous 
(Rh-rh)—thus, in heterozygous twin pregnancy - the 
healthy child is Rh-negative and the Rh-positive child 
is stillborn with hydrops or jaundiced. Since the first 
child of such unions, which constitute 13% of all marriages, 
_is usually unaffected, the general chance of a Rh-negative 

other having an affected child is 1 in 22 and the over-all 


-— incidence of hemolytic disease is 1 in 200 births. 


Until 1941 tests applied were unsatisfactory even 
in proved cases of erythroblastosis fotalis. In 1944 
Wiener and Race and Diamond were concerned with 
the demonstration of ‘blocking’ or incomplete- or 
hyperimmune- antibodies. With hyperimmune antisera 
Rh-testing is as simply done as tests for the ABO groups, 
and Professor Diamond emphasised that there is now 
little excuse for the Rh, Hr, and Rh-Hr groups not being 
determined as a routine. By using six different sera the 
genotype can be determined with fair accuracy. Hyper- 
immune sera are prepared chiefly from Rh-negative male 
volunteers by giving them at short intervals over a period 
of several months 50 c.cm. transfusions followed by 
0-1 c.cm. injections of Rh-positive blood. By ordinary 
agglutination methods, using red cells suspended in 
. Baline, the titre in these sera continues to rise for a time 

, and then falls sharply. The fall is explained by the 
presence of “blocking” antibodies which are said to 
be adsorbed to and to protect the red cells from agglu- 
tination in the test. When however the tests are repeated 
with the red cells suspended in plasma or albumin 
instead of saline, the high level of the hyperimmune or 
“ blocking ” antibody content is apparent and titres 
of 2000 or 4000 are recorded. Ordinary agglutinins are 
demonstrable during the concerned pregnancies but 
are absent between and after them, while “ blocking ” 
antibodies may be demonstrated as long as 35 years 
later in a Rh-negative woman who has had a succession 
of children with hemolytic disease. 
roughest correlation between the two titre levels and 
the birth of children with hemolytic disease. 

Jaundice and anemia in the newborn remains a 
clinical problem, though the mortality has been reduced 
by treatment based on the work of the last five years. 
Twenty years ago, when treatment was by intramuscular 


CONSENT TO DEATH 


There is only the- 
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injection of the father’s blood, 40% of cases succumbed 
to jaundice, codema, or cardiac failure and 15% of the 
survivors showed evidence of brain damage. Between’ 
1941 and 1944 treatment was directed towards replacing 
the destroyed red cells with Rh-negative blood in small © 
transfusions and the case-mortality was reduced to 30% 
(Diamond). The fact that jaundice and anemia appeared 
in such infants three to four days after birth suggested 
that earlier delivery (37th to 38th week, at the discretion 
of the obstetrician) might reduce the duration of action 
of the maternal (hemolytic) antibody. Over a period of 
two years, in a series of 350 cases, Professor Diamond 
reduced the case-mortality to 20% by combining early - 


- delivery with small transfusions of Rh-negative blood. 


More recently it was shown that the cord blood -often 
has appreciable amounts of circulating Rh-antibody 
(carried over from the mother) and this suggested 
treatment by exsanguination-transfusion with Rh- 

negative blood as soon after birth as possible. _ The 
technical difficulties of the method—clotting in cannulz, 

&c.—are considerable, said Professor Diamond, and since 
heparinisation is contra-indicated because of the tendency 
of these children to bleed (hypoprothrombinzmia) he 
and his colleagues use a special plastic catheter passed 


into the umbilical vein to reach the ductus venosus or 


inferior vena cava. The infant’s blood is gradually 
replaced with Rh-negative blood, 20 c.cm. at a time 
through a two-way syringe set-up, until after an hour 
500 c.cm. of blood has been transfused and 400 c.cm. 
of the infant’s blood replaced. The umbilical vein 
has been used up to 18 hours after delivery ; thereafter | 
arm or leg veins are cut down upon and the plastic 
catheter is passed into the subclavian or femoral vein. 
By this treatment the case mortally has been reduced 
to 10%. 


Much work has yet to be done before all the tissue — | 


changes and immunity mechanisms involved in this 
group of diseases are fully understood. 


CONSENT TO DEATH 


THE Voluntary Euthanasia Society are planning to 
reintroduce into the House of Lords their Bill to legalise 
euthanasia for people suffering great pain from incurable 
disease. The Bill, it will be remembered, was before the 
House in 1936 but was not given a second reading. At the 
annual meeting of the society, on May 21, Dr. E. A. 
Barton spoke of the risk taken by doctors ‘who accede 
to a patient’s appeal for release, and argued that a 
responsibility of this kind should not rest on the shoulders 
of the doctor alone. In a contribution to the spring 
issue of University College Hospital Magazine, he made 
the same point at greater length. Though cases needing 
euthanasia are rare—he has seen only half a dozen in 
fifty years—they are peremptory: the impulse to help 
the patient at his own urgent plea is almost impossible 
to deny. Many, he hopes, are willing ‘“‘ to risk criticism 
and worse by doing for a patient that which they would 
desire for themselves under similar circumstances.” 

The present situation is sometimes cruel to the patient ; 
yet it is very doubtful whether legislation could make 
things any better. The difficulties were discussed by — 
Dr. Harry Roberts! when the bill was last before the 
House. Were he himself dying of carcinoma of the 
throat, he said, his hope would be that his doctor ‘‘ with- 


out significant word or gesture °’ would “ hasten the pace 


over a bit of bad going.” He went on: 


“ My exit would not be quite such a happy one if, as 
suggested in the Voluntary Euthanasia Bill . . . I had first 
had to make an application stating to the appropriste 
authorities that I had been informed by two medical practi- 
tioners, whose certificates I enclosed, that I was suffering 
from an incurable disease and that my nearest relatives 


1. Ea banosis and Other Aspects of Life and Death, London, 
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= had been notified; my request being duly attested by a 
magistrate; if, further, my application had then to be 
submitted to an official ‘euthanasia referee,’ after whose 
approval seven days must elapse to allow time for appeal 
by a relative to a court of summary jurisdiction, which 
may then cancel the permit. Only practitioners who had 
been named for the purpose would be eligible to act as 
euthanisers, and the administration must take place in the 

` presence of an official witness. I can almost hear the 


_ cheerful announcement: ‘ Please, ma’am, the euthaniser’s 


come.’ ”’ 


Dr. Barton, however, pictures no such cruel post- 
ponement of relief. He thinks England should be divided 
into areas, in each of which two doctors of high standing 
and ability would be registered, who would be called 
in by the general practitioner to carry out the final act. 
The patient would have to ask relief, and only urgent 
pleas would be taken into account. The consent of 
friends would not be asked, for if it was refused the 
patient. must continue to suffer, whereas if it was given 
“misunderstandings might arise later.” The two 
specialists would see the patient together, without 
anyone else in the room; after which the patient’s own 
doctor would be heard, and a clear decision made; and 
after that the patient would be released. This again 
would mean moments of suspense and heavy responsibility 
for the patient. | 


THEIR FIRST CENTURY 


AT their convention, which opens on June 9 in Atlantic 
City, the American Medical Association will celebrate 
the 100th anniversary of their foundation; and in his 
history, which has been appearing as a pious serial in 
the J.A.M.A. since last November, Dr. Morris Fishbein 
aptly writes: ‘‘the birth of the Association followed 
travail of many months; the pains, the jealousies and 
the love associated with its conception forecast the 
great career to be achieved by this extraordinary 
progeny.” Their first meeting was held at Philadelphia 
in 1847—the year in which Simpson first used chloro- 
form in obstetrics, Semmelweis discovered the cause 
of puerperal fever, and Ludwig invented the kymograph. 
This year at the invitation of the association Prof. G. W. 
Pickering will give an address on Hypertensive Encephaloe 
pathy, Prof. H. J. Seddon on Nerve-grafting in the 
Limbs, and Sir Howard Florey, F.R.S., on New Anti- 
biotic Agents. Other English guests will include Sir 
Heneage Ogilvie, Dr. R. M. B. MacKenna, Prof. John 
McMichael, Mr. G. E. Martin, Sir Stewart Duke-Elder, 
Dr. E. Ashworth Underwood, and Dr. A. R. Hunter. 
A commemorative 3-cent maroon postage-stamp is to 


be issued by the United States government, and the 


design chosen is Sir Luke Fildes’s picture The Doctor. 


INTESTINAL ANTHELMINTICS 


A RECENT recommendation ! in France to place oil of 
chenopodium and its active principle ascaridole in 
table C of their poisons list directs attention to the possible 
dangers of anthelmintics or vermifuges. Ascaridole 
has undoubtedly been responsible for occasional fatalities, 
but it is well to recall that none of the intestinal anthel- 
mintics is free from such a risk. In the mass treatment 
of tropical populations for worm infestation deaths have 
resulted from the use of almost every known anthelmintic. 

In normal clinical practice the chance of accidents in 
the treatment of intestinal parasites can be minimised by 
following afew principles. Individual idiosyncrasy to any 
of the usual anthelmintics is almost impossible to fore- 
cast, but happily rare. Some protection against it can 
be obtained by giving the full dose of the drug in three 
parts at half-hour intervals, rather than as a single 
draught ; if the first dose produces ill effects the others 
can be abandoned. Dividing the dosage is also to be 
commended because it prolongs the contact of the drug 
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with the worms and thus increases its action. Most 
intestinal authelmintics are soluble in alcohols and in 
absorbable oils and fats. These solvents must therefore 
be avoided over the period of treatment, to lessen the 
risk of the drugs being absorbed from the gut. Again, 
once the drug has done its work it should be removed: 
from the body as completely and as rapidly as possible, 
further to lessen the risk of absorption. To this end a 
vigorous saline purge should be given one or two hours 
after the last dose of the drug, to sweep it from the 
bowel. This vigorous purgation serves the added 
purpose of removing worms temporarily incapacitated 
by the drug, which if left in the bowel would recover. 
and re-ertablish themselves there. If these simple 
precautions are taken anthelmintic treatment can be 
embarked on in otherwise healthy patients without 
anxiety and with a good hope of success. 


SMALLPOX IN NEW YORK 


SMALLPOX is a rare cause of death these days in the 
United States. In the last fifteen years fatal cases 
have never exceeded 50 annually, though Seattle had 
68 cases, with 20 deaths, last year. It is thirty-five 
years since anyone died of the disease in Manhattan, 
but this record has now been broken by the death of a’ 
Mexican -businessman who had travelled from Mexico 
City to New York a week before by bus, a four days’ . 
journey. The Mexican felt ill on arrival. His wife 
took care of him at their hotel for a time but finally 
sent him to hospital, where he died. His symptoms were 
atypical, and nobody knew he had had smallpox until 
two people at the hospital developed a typical eruption. 
Immediately the public-health services were mobilised. 
The city of New York set out to vaccinate its 7,500,000 
inhabitants in three weeks. Air transport solved the 
problem of getting enough vaccine, and the programme 
went ahead at the rate of 250,000 a day. Dispensaries, 
hospitals, police stations, factories and offices, labour 
union halls, and doctors’ surgeries were transformed ' 
into clinics, and the newspapers and radio stations 
distributed official announcements and advice to the 
public. Meanwhile the route of the bus was traced and 
precautions were set on foot along the way. In Camden, 
New Jersey, there was a death from smallpox, and mass 
vaccination began immediately there and in Philadelphia 
nearby. Jersey City, across the Hudson from New 
York, immunised 50,000 inhabitants, and the State of 
New Jersey authorised the expenditure of $65,000 to 
immunise 180,000 people. The Americans have not 
forgotten the tragic example of Manila, in the Philippines, 
where vaccination had become lax and a sudden epidemic 
in 1914 caused 50,000 deaths. In England mass vaccina- 
tion during an outbreak is not ordinarily adopted. As 
Dr. W. H. Bradley told the Royal Sanitary Institute on 
May 14, last year 15 introductions of the disease from 
outside led to only 40 secondary cases, thanks to the 
prompt application of routine measures of control. 


THE NEW REGIONAL POSTS 


NAMES of members of the 14 regional hospital boards 
appointed by the Minister of Health under the National 
Health Service Act will probably be announced in the 
near future. Each board will require an administrative 
medical officer, and doubtless one of its first acts will be 
to advertise this important post. The salary offered 
is likely to range from £2000 a year in the two smallest 
regions to £2500 in the largest ones, and the appoint- 
ments made will be of interest not only to the successful 
candidates but also to the whole profession. 


WE regret to announce the death on June 1 of Dr. 
Noam Morris, regius professor of materia medica and 
therapeutics in the University of Glasgow ; and on June 3 
of Dr. RICHARD CLITHEROW, M.P. l l 
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Modern Care of Old People 


TI . 
LIVING IN A SMALL GROUP 
Hill Homes, Highgate 


THE needs of the old vary with the state of their 
health ; and though the line between health and sickness 
is easily crossed in the later years there is no reason 
why an old person who feels well should be obliged to 
live the life of an invalid, or a sick old person be forced 
to do more than he is fit for. The hospital is not the right 
place for the one nor the residential home for the other, 
though transference from hospital to home and back 
again should be made easy. Fit old people are probably 
happiest in small homes with a family atmosphere. Both 
the Ministry of Health! and the Department of Health 
for Scotland ? have lately endorsed this principle, urging 
local authorities to establish small homes for 30-35 
old people in suitably adapted houses. Both encourage 
a greater degree of freedom in the homes than has been 
customary in the past—freedom for the old people to 
come and go at will, to keep personal belongings in a 
private place, to wear their own clothes, and to be visited 
on any day of the week. They also favour the use of 
light colours for decoration, and suggest that small 
tables should be substituted for the long dining table. 


Chairs should be comfortable, floors not slippery; big 


rooms may well be divided into small rooms, and pictures 
should be used for decoration. 

These principles in the care of the old have been 
established largely by the work of voluntary societies ; 
and a particularly successful experiment along such 
lines is being conducted by the public-utility society 
known as Hill Homes Limited, of'16, Bishopswood Road, 
Highgate, under the chairmanship of Alderman Margaret 
Hill (Mrs. A. V. Hill). ` 

One of their homes—the Delia Grotten Home, named 
after the first resident—was set up in 1938. The others 
have developed out of the experience gained in the 
Highgate Homes for Aged War Victims which were run 
on behalf of the Ministry of Health with the help of the 
Hornsey borough council. Some 130 old people are at 
present housed in the various types of home. The society 
was formed to maintain the happy plan of grouping in 
small communities both very old and also disabled old 
people. These latter are not received in the first instance 
if bedridden, but are not necessarily sent away if they 
become so in course of time. The homes are experimental, 
and endeavour to work out the most satisfactory methods 
of dealing with a difficult problem. 

The committee found that, while the well-to-do and 
the very poor are catered for, those with small means, 
though often in great need of help, have no provision 
made for them ; and it was on these old people that they 
decided to concentrate. Growth of the scheme has been 
handicapped by scarcity of suitable houses and. of labour 
to convert them; but there are now four Hill Homes 
running, and a fifth about to open. 


FOR THOSE WHO NEED NURSING 


Since the aim is partly to experiment, the homes are 
run on slightly different plans. In every case the matron 
is a trained nurse, and one of the homes is in fact a nursing- 
home into which disabled or infirm old people can be 
moved when they become unfit for ordinary life. Here 
they are medically supervised, and nursed in bed if 
need be. If they need special investigation or treatment 
they are transferred to hospital for a time; one of them 
spoke warmly of her happy return “ home ” after such 
an excursion. The bedrooms in this house are really 
small three or four bedded wards, very comfortable, 


1. Circular 49/1947. 
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with walls painted in light shades, and pleasantly coloured 
curtains to the cubicles. The old people busy themselves 
with needlework, or chatter sociably with their own 
group, to whom they become much attached. : 


FAMILY LIFE l 
There are two sunny sitting-rooms and much use is 
made of a terraced garden in the summer-time. The 


not suggest a hospital. , 
This principle of the family group holds in the other 
homes. One plan has been to fit a congenial little company 
together in a big comfortable room with an open (but 
guarded) fire, comfortable chairs, convenient tables, and 
the beds and dressing-tables of the party. Every resident 
sets out what possessions she likes on her dressing-table. 


‘family atmosphere has been maintained: the home does 


- There are no rules, except that anyone who cannot fit 


in to the life of the home is asked to leave. The committee 
have set their faces against the principle of “ safety first.” 
Except in the nursing-home, the old people come and 
go as they please ; if they lose their way there are always 
policemen to help them, and aphasic ones can carry 
their address in their pockets. If they want to risk going 
out in wet or snowy. weather they are not prevented. 
The committee take the view that life, in order to. be 
worth living, must be lived ; and unnecessary restrictions, — 
designed to protect them, are as misplaced with the old — 
as with anybody else. ; 

The houses have central heating, so the old people 
are not exposed to changes of temperature when they 
move about the landings or visit the rooms of their 
friends. In a home shared by both sexes, the dining-room, 
equipped with small tables, has an open fire as well as 
radiators ; here all the residents meet for meals. There 
are always more women than men, for women live longer ; 
but the mixed society is welcome to both, and in the case 
of one couple friendship ended in marriage. In one home 
five or six rooms are occupied by women, two or three 
by men, and one by a married couple. All the homes 
have a few single rooms. Many of the residents have 
only their old-age pension ; these pay 28s. a week and 
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retain 5s. for pocket money. All the residents 
pay something, up to a maximum of £3 3s. a 
week ; and all the houses reckon to be self- 
supporting, though this is becoming difficult 
for those charging less than 35s. weekly. 

One house is a residential club for educated 
‘women, some of whom furnish their own rooms. 
They arrange their own pursuits, which 
include bridge and music, though only three 
of them are under 80. The new home which is 
shortly to be opened is to be for men and 
married couples, and will also have some 
cubicles in which old people can stay for a 
time while their relatives are on holiday, or 
which they can use after coming out of 
hospital, until they are fit to go back to 
ordinary life. 

These homes seem a first-class example 
of the care of old people. The small home 
of 25-40 residents has a happier, more 
intimate atmosphere than can be achieved 
in a large institution. Throughout the country just now 
there are old people living dangerously lonely and 
neglected lives, as well as young people handicapped in 
their own development by the need to give close care to 
@ single old relative. In both cases the old people could 
live more happily and fully in the company of a group 
of their contemporaries, while the strength of the young 


A little mending. 


people could be used less extravagantly for the service 
of the community. Local authorities should be quick to 
adopt the principle of the small home, which though not 
new is not used nearly widely enough. 


j THE LOCAL AUTHORITY’S PART 

One difficulty encountered by the Hill Homes is worth 
emphasising, for unless it can be removed it may imperil 
the whole scheme. If the pleasant family atmosphere of 
the homes is to be maintained it is essential that there 
should be some other haven for old people who become 
unsuitable for this type of care. Patients with delusions, 
sometimes of persecution, and those with senile dementia, 
for example, cannot be fitted into the plan ; and it is 
inevitable that a proportion of residents will eventually 
become mentally incapacitated in these or other ways. 
The help of the local authority is badly needed in finding 
other quarters for old people in such straits; for if 
they are not withdrawn the character of the homes will 
gradually change, and instead of offering congenial 


A party in one of the rooms, all aged 90-100. 


surroundings for sane and active old people they will 
become, like the old poor-law institutions, a limbo for 
those beyond all hope and understanding. The county 
in which the Hill Homes are situated in many respects 
takes the lead in public health ; but it so happens that its 
arrangements for the care of the old—owing to lack of 
buildings and staff—are defective; and so far the authori- 
ties have not been successful in finding sufficient quarters 
for old people who deteriorate. If schemes of this kind 
are to develop as they should, local authorities must not 
only sponsor such homes themselves but encourage 
voluntary bodies to found them; and this can hardly 
be achieved unless the authorities will undertake the care 
of residents who become unsuitable. Under the National 
Health Service, the care of the sick and the able-bodied 
old people will be respéctively in the hands of the regional 
hospital board and the local authority. Two-way 
traffic in and out of hospital, and transfer from one 
authority to the other, must be made as easy as possible. 


The Linen and Woollen Drapers 


Care on an unusually generous scale is offered to elderly 
members of the textile trades, or their old dependents, 
by the Linen and Woollen Drapers’ Institution and 
Cottage Homes. These houses, built on an open site at 
Mill Hill, include 129 cottages, a block of 20 flats, a rest 
home, and a nursing-cottage. Residents, elected by the 
board of management, must be over 60, must bring a 
medical certificate of good health on admission, and must 
be sponsored by some person well known in the textile 
industries. Though ,the cottages have increased in 
number since the estate was first planned in 1898, they 
have not kept up with the demand ; there is a waiting-list 
of some 90 people, many of whom have waited several 
years. 

The cottages are solidly built on lines in favour at the 
beginning of the century, and contain two or three rooms 
and a kitchenette. The rooms are sizable, with cream 
walls and sash windows. The only institutional touch 
is to be found in the dark brown paint used for most of 
the woodwork ; but in these days, when a sum of only 
£10 may be spent on repairs and redecoration of any one 
of the cottages, it is hardly possible to change this 
serviceable if depressing colour. All the sitting-rooms 
have gas fires, and the kitchens are equipped with gas- 
cookers; ‘ Ascot’ gas water-heaters are now being put in. 

Tenants of the cottages and flats pay no rent or rates ; 
they move in with their own furniture, and live the same 
sort of life that they would do in any private house— 
catering for themselves, looking after their own garden 
borders, having visitors, and going away to stay with 
friends. If their income is too small for them to meet 


- their bills for food, fuel, and light, the board of manage- 
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ment grants them an appropriate allowance. The resi- 
dents are responsible people, and have not presented 
any problems by rash spending. Many of them are women 
living alone in cottages or in single-room flats, but there 
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are some married couples, and often two friends will 


share a cottage. Each flat consists of a good-size bed- 
sitting-room with a gas-fire, and with a kitchenette 
opening from it; and the residents in this block share 
‘bathrooms. Some of the older -cottages are without 
bathrooms, but baths—and plenty of hot water—are 
always to be had at the nursing-cottage. | 

At the nursing-cottage there is one moderately large 


ward, with cubicles, for women, a smaller ward for men, 
and an isolation ward for a single case; 11 patients can - 


be .received at a time, and since the nursing staff are 
able to visit and nurse convalescent patients in their 
cottages, this small number of beds proves adequate. 


A doctor visits the nursing-cottage three times a week, 


. and besides treating the inpatients sees any other resi- 
dents who come for examination. Surgical cases are 
transferred to one of the neighbouring general hospitals. 
The nursing staff consists at present of the matron, a 
trained sister, and three assistant nurses, two of whom 
have had mental-hospital training; and a second 
trained nurse is to be added to the staff. Residents pay 
nothing for medical and nursing attention, but if they 
move into the nursing-cottage for treatment they pay 
15s. a week for their board: there are no other charges. 

Much supervision naturally falls to the matron, who 
has quarters in the central building and is on friendly 
terms with the residents. Housework in the cottages is 
done by the residents themselves ;’ and plans are on foot 
to establish a home-help service. Old people who cannot 
look after themselves—mostly widowers, or old people 
with infirmities—live in the rest-home, and are given 
complete service. Their rooms, each with its own gas- 
fire, are furnished for them as bed-sitting-rooms, and 
cleaned by the staff ; their.meals are prepared for them 
and served in a common dining-room ; a warm common 
lounge, with wireless and plenty of easy chairs, has some 
of the quality of a club. 
~ Apart from life in the rest-home, there is little com- 
munal life in the estate. There is a good hall in the central 
building, suitable for concerts and whist drives, but this 
has not been used since before the war. Plans are now 
being made to use it again, but for the most part residents 
prefer to follow their own interests, joining in the church 
or social activities of the neighbourhood and visiting 
chosen friends in or outside the homes. Though the 
Linen and Woollen Drapers are entirely responsible for 
developing and supporting the cottages, the residents 
are never made to feel that they are recipients of charity, 
and certainly never entertain such a notion themselves. 
They have worked for the textile industries in the past, 
and now feel they are receiving their due. Mr. Donald 
Cave, the secretary of the institution, suggests that 
the example of the Linen and Woollen Drapers should be 
followed by other industries: if each took care of its 
own, much distress among old people could be prevented. 


Worthing Council of Social Service Homes 


Two similar voluntary homes are sponsored by the 
Worthing Council of Social Service. One of them— 
the Church Walk Home—is for old people who have 
nothing but the 33s. a week they derive from the old- 
age pension and their public assistance allowances. 
As in the Hill Homes, they pay 28s. a week and keep 
5s. to spend, and these contributions are sufficient to 
keep the home running. The comfortable house in a 
quiet sunny street was left to the council, and the gracious 
solid furniture was also a bequest. Here two or three 
old people share each bedroom, but instead of living in 
their rooms, as the residents in the Hill Homes do, they 
share a warm and comfortable common-room, well 
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stocked with easy chairs. The sunny french window ` 
opens on a small paved terrace where there is a garden’ ` 
seat, with a pleasant garden beyond. The home is — 


small, taking only 14 residents, and the dining-room 


with its two shining family tables will seat them all 


comfortably. Electric stoves set high on the walls of 


their bedrooms are directed downwards to warm the 
air; they are turned on by the matron from a master- 
switch for half an hour or so before the old people 
go to bed, and before they get up in the mornings. 
Mrs. Bernard Methold, the secretary of the council, who 
has had much to do with the work of founding the homes, 
finds that if they keep the old people warm they keep 
them well. Every room has its own washbasin, with 
running water; and though there is not room for 
separate wardrobes and chests for everybody, each resi- 
dent has her own share of hanging-space and drawers, 


. and space to put out the photographs and ornaments 


she likes. | 
The residents are carefully chosen, and taken for a 
while on probation before they are finally accepted. 
If they -fall ill they are visited by one of two honorary 
medical officers, and if necessary sent into hospital. 
Colds. and trifling illnesses are nursed by the matron, 
who is on the State register. Her work is catholic, for 
besides looking after the welfare of her old people she 
cooks their meals, and manages the house with the 
help of daily. cleaners. Some of the old people in this 
house have foot troubles, for which an honorary chiro- 
podist attends them. They help with the sewing and 


“mending, make their beds and dust their rooms, and, 


if they wish, give a hand with table-laying, washing-up, 
or other light jobs. a 

The second home, the Caer Gwent Club, which had 
only been open about a month when visited, is much larger, 
being capable of taking 24 residents. At present there 
are 18, and the number will not be increased until a 
fire-escape to the top floor has been completed. The 


_club is designed for people with an income of two to three 


pounds a week, and every resident pays £2 2s. weekly. 
This comprehensive fee covers all essential needs. Each 
resident has a room to herself in which she may, if she 
wishes, place her own furniture. Every room- has a 
radiator, and some at present have gas-fires, but these 
are to be replaced by electric convection stoves which 
can be plugged in wherever they are needed.. Since they 
have no exposed wiring and are too solid to be knocked 
over, these stoves are specially appropriate for use in a 
home where old people have rooms to themselves, 
though of course they are not as cheerful to look at as 
the open fires of the Hill Homes. The club has two 
comfortable common-rooms where the residents can meet 
and talk, play cards, or listen to the wireless. So far- 
there is only one man among them, but it’ is hoped that 
others will join him when the remaining rooms are 
opened. The big dining-room has small tables; but 
its Edwardian stained glass windows unfortunately 
give it rather a sombre air. The garden of this house is 
particularly pleasant and well kept, with wide sunny 
lawns, and plenty of flowers and trees. The mitron— 
again a State-registered nurse—has non-resident domestic 
staff to help her, and is shortly to have a resident cook. | 
She was formerly the matron of the first home, so she 
brings good experience to this new venture. The residents 
have hardly settled down to their new life yet, but they 
expressed pleasure in the comfort of the home. 


Messrs. Sharp and Dohme Ltd., of Hoddesdon, Herts, have 
issued a revised version of their coloured chart ‘‘ Characteristics 
of Certain Sulphonamides.”” The chart measures 17 in. Xx 
ll in. and summarises the main pharmacological and thera- 
peutic data of six widely used drugs in a convenient form for 
reference. It will be sent free of charge to any doctor 


applying. 


THE LANCET] 


Reconstruction 


THE NURSING CRISIS 
State Examinations and the Training School 


FROM A CORRESPONDENT 


THE nursing world today presents a strange scene. 
There is a great crisis, beyond all question; many of 
our publicly provided hospitals are so short of nursing 
staff that a large proportion of beds have had to be closed. 
Contrariwise the great voluntary hospitals still have 


. waiting-lists, and the total number of nurses qualifying 


has risen appreciably since pre-war days, from 9000 to 
13,000 per annum. 

A strange medley of remedies are proposed. The 
reinstitution of an examination for entrants, and control 
of the assistant nurse, is advocated by the General 
Nursing Council. The Ministry of Labour intensifies 
its publicity campaign inviting the help of all and sundry, 
and there is talk of a two years’ basic training for every- 
one alike. Still the crisis remains and the Ministry of 
Health faces the difficult task of obtaining the staff 
required for the expansion of the hospital services. We 
-have somehow, it seems, lost our way. 


IN HISTORICAL PERSPECTIVE 


-As every schoolgirl knows, hospital nursing was 
until the middle of the last century undertaken by 
untrained women ; some, perhaps most of them, with a 
natural aptitude for the work, but including also many 
who brought discredit upon their calling. Then came the 
training schools of the Nightingale era, which eventually 
brought the leading hospitals so many probationers 
that these outitumbered the trained staff and under- 
took the greater part of the actual bedside nursing. 
Once trained they went out to spread the Nightingale 
gospel up and down the hospitals of the land. 

These schools were essentially for the training of leaders 
and pioneers; they developed a high standard of 
selection appropriate to the object they had in view; 
and their trained nurses earned, wherever they went in 
hospitals and in the world at large, a reputation that 
gave to hospital nursing a distinctive character and a 


` high social status in the community. This in turn played 


its part in attracting others. As the years passed, more 
and more hospitals set up training schools, until at last 
it became an accepted practice that a hospital with 
pretensions to being a general hospital of any size main- 
tained its training school and looked to the body of 


student nurses to undertake the greater part of the bed- 


side nursing. The process was carried still further with 
the upgrading of many of the hospitals belonging to the 
guardians and (since 1930) to the local authorities. 

In practice, however, as the training schools multiplied, 
changes inevitably occurred. Looking back it is only 
necessary to trace the course of events to see that the 
very process of multiplication of training schools should 
have dictated a modification of the object and therefore 
of the standards of selection and attainment. The 
primary object of the average training school was no 
longer to train leaders but to train the rank and file. 
Two alternatives were then open: either the general 
standard could be modified to meet the needs of the far 
larger proportion of the community passing through the 
training schools, and special additional courses could be 
devised for the future leaders ; or provision could be made 
for a wide range of selection and achievement within a 
loosely organised system. In fact, however, the matrons 
of the principal hospitals in the last generation with 
great unanimity set their faces against anything which 
might be regarded as lowering the standard of nursing 
in which they had themselves been trained. They thought, 
perhaps naturally, of their own hospitals and of the 
effect of any changes upon them, and they were not 
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provided with any adequate data regarding the staffing 
needs of the more backward institutions. 

Training and staffing, although bound inextricably 
together by the apprenticeship system upon which our 
hospitals were conducted, became divorced at the top, 
and the problem of staffing was left in the air. It fell 
back upon the individual hospitals. Where the matron 
could not find students of the standard required for State 
registration, she was free to do her best with untrained 
stafi—the modern equivalents of the nurses of the old 
pre-Nightingale days—and girls below the age limits | 
required by the training schools. 


STATE REGISTRATION 


The stamp of official approval had in 1919 been con- 
ferred on these tendencies by State registration, and the 
establishment of the General Nursing Council and its 
examinations. Is it possible that we are today paying 
the penalty for something that went wrong in 1919 ? 

The younger generation today take State registration 
for granted, and many are scarcely aware that it was 
preceded by some thirty years of controversy. It had 
been advocated as a means of improving the status of 
the profession, and of protecting the public from incom- 
petent persons calling themselves nurses. Miss Night- 
ingale’s vote had been against it, and the project had 
caused her deep anxiety. But she had died in 1910; 
and when State registration was carried in 1919, opposi- ’ 
tion had weakened. At a time when there was a surge 
of feeling in favour of votes for women and all that went 
with the vote, it was generally felt that registration 
would help to establish nursing as a profession comparable 
to medicine. The example set in this country was 
widely followed abroad. 

What actually happened? It was never practical 
politics to provide that all nursing should after a specified 
date be undertaken only by State-registered nurses. 
Since many hospitals and nursing-homes had to continue 
to rely on untrained nurses for their rank and file, one 
of the major objects, that of protecting the public from 
the untrained nurse, was at once lost sight of; and 
State registration became almost an end in itself. 

An attempt to retrieve the omissions of 1919 has led 
in the last year or two to the Act now on the statute- 
book to control the-untrained nurse by providing for a 
roll of existing assistant nurses, together with provision | 
for a two-year practical training in future. No-one is 
to be allowed to use the title ‘“ nurse ’’ who is not either 
a State-registered nurse or an assistant nurse. The 
conception is reminiscent of that of 1919. If we could 
be sure that the two categories of trained nurses would 


together provide enough nursing staff for all our needs, 


there would seem to be no cause for anxiety. Such is, 
however, far from being the case. The new two-year 
training for the assistant nurse is an’ experiment, and 
no-one knows whether the effect of the two Acts taken 
together will not be to keep out of nursing many women 
of a kind who have hitherto lent a useful hand, and whose 
help can ill be spared now. : 


CASE AGAINST PRESENT SYSTEM 


Nobody will wish to deny that much has besi 
achieved since 1919 in raising standards in backward 
training schools, and it is unnecessary to expatiate on 
the more obvious advantages that have followed. On 
the other hand, the case against the present machinery 
of State registration is very strong. First it is confronting 
the less fortunate hospitals with an impossible dilemma ; 
either they must go short of staff, and so further aggra- 
vate their shortage, or they must employ for nursing 
work women called by some other name than nurse. 
Secondly, the imposition of a uniform standard prevents 
the individual training school from adapting its require- 
ments to the type of woman available to it, and is thus 
® primary factor in the high wastage-rate of potential 
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nurses. Thirdly, concentration of attention upon the 
attainment of State registration induces in the nursing 
hierarchy an attitude of having little or no use for those 
who cannot make the grade; and this may underlie 
much of the tension between the trained staff and the 
student nurses. We cannot rule out the possibility that 
nursing has suffered, as Miss Nightingale predicted, from 
a tendency to exalt examinations at the expense of the 
fundamental things. Are we still getting the same pro- 
portion of able women of the right kind to take up nurs- 


ing in their late twenties and early thirties—the women | 


who can bring to nursing so much that it needs? And 
if not, has not the emphasis upon examinations a good deal 
to do with it ? 

These considerations, taken together with the gravity 
of the staffing problem of today, are sufficient to call in 
question the whole policy pursued since 1919. 

° AN ALTERNATIVE 

An entirely different approach was surely possible— 
the encouragement by the State of the training schools 
by means of a system of grants in aid. This was the 
approach adopted by the State (also in 1919) in its 
attitude to the universities. By means of grants from 
the Excliequer, coupled with a system of visitation to 
ascertain their needs, the State has enabled the uni- 


versities and the various colleges greatly to, increase the | 


number of graduates, while at the same time leaving 
them to select students for themselves, and-to determine 
the standard required for the award of a degree. 

Let us suppose for a moment that in 1919 central 
action in nursing had followed this analogy, ‘and that 
instead of an examining body there had been set up a 
mechanism similar to that of the University Grants 
Committee, with substantial funds at its disposal to 
help all recognised training schools for nurses. Would 
it not have been immediately apparent that one of the 
most pressing needs was financial support for the training 
school, which would set it free from dependence upon the 
hard-pressed hospital budget? Miss Nightingale, it 
may be remembered, set great store by the financial 
independence of her school at St. Thomas’s, and the 
obvious advantages of such a plan—adequacy of staff for 
teaching, and adequacy of accommodation—need no 
emphasis. A system of grants would have given such a 
central body a real control over standards, without 
the disadvantages which are attached to the present 
system of State examination ; and it would have been 
a control of a positive rather than’ of a negative kind, 
progressive rather than static. 

Faced with a sense that standards are slipping back 
rather than rising, the General Nursing Council of today. 
turns to the imposition of test examinations for entrants, 
and the elimination of the smaller training schools— 
both steps which are likely further to embarrass the 
hospitals in their search for staff. In a similar situation 
a body such as we have envisaged, with funds at its 


disposal, would concentrate its attention upon the weaker 


schools, their needs and handicaps. Its first thought 
would be for the number and quality of their teaching 
staff, and it would not forget facilities for the training of 
the teachers. Has not nursing suffered from the failure 
to provide any adequate central funds for the training 
not only of sister tutors but of ward sisters, and all 
others whose work includes teaching? It may well be 
argued that the defect is traceable to the fact that 
recognition of nursing in 1919 took the form of the 
creation of a licensing body, rather than that of one 
possessing the financial and other powers necessary to 
transform a system of apprenticeship into a professional 
training. 7 
RIGHT USE OF CENTRAL MACHINERY 

The neglect in 1919 to provide the funds needed was a 
failure of imagination in regard to the real nature of the 
need. It is surely to this rather than to any other source 


that we must attribute the frustration in which we now 


. find ourselves. 


What nursing needs today is relaxation of uniformity. 


There has been a divorce between training and staffing. 


The way to bring them together again is surely to place 
the emphasis back on the individual hospital and the 
training school, and to use the central machinery to help. 
and encourage, rather than to regulate and restrict. - 


Special Articles 


GENERAL MEDICAL COUNCIL 
PRESIDENT’S ADDRESS 


OPENING the 17Ist session of the council on June 3, 
Sir HERBERT EASON, the president, spoke with deep. 
regret of the death of Mr. Douglas Bartley, legal assessor 
since 1927, and announced that Mr. Reginald -Vaughan, 
K.c., had agreed to act as legal assessor during the present 
session. Of those leaving the council Lord Hacking 
had served as Crown nominee for fifteen years, being: 
succeeded by Mr: J. J. Robertson, M.P. for Berwick an 
Haddington. The ever-increasing burden cast upon 
him by developments in the relationS between medicine 
and thé State had made it impossible for Sir Wilson 
Jameson any longer to give his time to the business- 
of the council. ‘‘ In his short but memorable term of | 
office,” said the president, ‘‘ Sir Wilson proved himself 


‘a worthy successor to the several distinguished chief 


medical officers who have preceded him here. He has 
left an indelible impression on the rules for Diplomas in 
Public Health which, as chairman of the Public Health 
Committee, he presented to the council in 1945; and 
... on the recommendations as to'the Medical Curriculum. 
which the council adopted in February. We shall all 


‘miss Sir Wilson’s great experience in all matters affecting 


our profession, his wisdom, and his sound political sense.’” 
His place as a Crown nominee was being taken by Dr. 
G. A. Clark, representative of the University of Sheffield. 
since 1938, in which capacity Dr. Clark was succeeded 
by Dr. J. G. McCrie, who will shortly take office as full- 
time dean of the Sheffield faculty of medicine. The 
vacancy caused by the death of Sir Kaye Le Fleming 
had been filled by the election of Dr. J. A. Brown, of 
Birmingham, as a direct representative of the medical 
profession in England. As an additional member of the 
council under the Dentists Act, 1921, Mr. Adam Cubie 
was followed by Mr: Duncan MacGregor. 

Speaking of the Recommendations as to the Medical 
Curriculum,! over 2000 copies of which have been 
circulated to the licensing bodies and medical schools, 


‘the president remarked that these would no doubt 


receive attentive consideration. Mica fa 
“ But I should like once again, on behalf of the council, 
to emphasise that the last thing which the council would 
wish to do, even if they had the power, which they have not, 
would be to impose on bodies and schools either a uniform 
curriculum or a uniform method of teaching the subjects 
which the curricula in the several schools include. On the 
contrary, as is pointed out in the introduction to the 
recommendations, all that the council are attempting 
to do is to indicate to bodies and schools what should be the 
minimum content of any curriculum designed primarily 
for students who intend to enter general practice, while 
leaving bodies and schools, subject to the observance of 
that minimum, to interpret the recommendations in their 
- own way and in accordance with their individual views and 
experience.” 

In conclusion the president expressed the thanks of 
the council to those who, as chairmen of the committees 
concerned, bore the brunt of the arduous task of preparing 
the recommendations. These were Prof. R. J. Brockle- 
hurst, chairman of the Committee on Pre-medical 
Studies, who was also called to the chair at the meetings 
of the Education and Examination Committees at which 
the conclusions of the Curriculum Committees were 
adjusted for submission to the council; Prof. H. R. 
Dean, chairman of the Committee on Pre-clinical Studies ; 
Sir Leonard Parsons, chairman of the Committee on 
Clinical Studies; and Sir Wilson Jameson, chairman of 
the Committee on Social Medicine and Public Health. 


J. See Lancet, May 3, Pe 599, 
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In England Now 


A Running Commentary by Peripatetic Correspondents 


HAVING at last visited Eire I can now reveal that 
it is a country of wide straight roads, ass-carts, and 
beshawled women; of bare-footed and undernourished 
children; of humble indigence and evasive answers; 
of mingled friendliness and suspicion; of teetotal bar- 
maids ; of single-track railways; of abundance of food 
and drink for those with the means to pay for them, and 
a lack of most other material comforts; of dogs and 
priests; of ruins, squalor, and desuctude; of great 
natural beauty ; of too much peace ; of brooding sadness 
and listlessness. Mirabile dictu, we saw no rain in Eire. 
Neither did we see a blood-horse, a foxhound, or a game 


e * * 


The man who travels by air today will enjoy the part 
of his journey that he spends in the air. He will find 
modern transport planes fast, safe, and comfortable, 
the pilots skilled, the crews attentive, the food excellent. 
If he is undertaking a one-stage journey he will be unlikely 
to suffer inconvenience. But if he is on a longer journey 
which touches several countries in transit he will find a 
very different state of things. For every hour that he 
spends in comfort in the air he will spend forty minutes 
on the ground subjected to every discomfort and indig- 
nity. He will rise three hours before the plane is due to 
take the air, and he will normally spend three hours 
after it touches down before he enters his hotel room. 
Even though the day’s flight is only four or five hours he 
must still wake before dawn and wait about in the night 
air. 

Further, he is made to realise that the purchase of 
an air ticket in itself transforms him from a harmless 
citizen into an international suspect. For every country 
at which his plane may possibly call, even for half an 
hour to refuel, he must obtain a visa and pay for it, and 
must fill up a questionnaire saying why he wishes to visit 
that country and when he was there before, and must give 
all details of his past life and evidence of multiple inocula- 
tions. Whenever on his journey he comes down in a 
fresh country, he must stand with his fellows in a queue, 
and trickle slowly, very slowly, past a group of officials. 
The more backward and therefore aggressively nationalist 
the country, the more irritating will be the inquisition, 
even to the entering longhand into a ledger of every 
detail of every passport down to the colour of eyes and 
hair, the inquiry into his day-to-day movements for 
the previous fortnight, and the examination by a health 
official. If he is due to stop the night he must in addition 
pass through the Customs and have his money counted 
and entered on his passport. Finally he is driven ten to 
twenty miles to a hotel, where he is billeted with one or 
two other fellow-travellers in one of the less good rooms 
and treated with all the civility that a non-paying guest 
usually receives. After a few hours’ sleep he is roused 
again at 4 A.M., to face the same long drive and pass 
through the same currency control before he resumes 
once more his seat in the plane. 

At every major stop he must, in addition, face the 
uncertainty as to whether he will, in fact, continue on 
his journey at all. To the humble traveller the word 
‘‘ PRIORITY ” looms large. Anyone on an important 
mission, anyone with political pull—in some countries 
anyone who has distributed backsheesh in the right 
quarters—may displace him, and he may be stranded 
at some out-of-the-way island or junctional airport, 
short of money, unsuitably dressed, to wait for that 
indefinite opportunity when a plane shall come along 
with room to take him farther on his journey. 


When his route involves a change from one air line | 


to another his troubles increase. Competing services 
take a delight in disclaiming all responsibility for the 
bookings made by other companies on their planes, and 
the unfortunate traveller may find himself faced with 
the choice of abandoning hope and travelling for a week 


-by land or sea to his destination twelve flying hours 


away, or seeing his name go to the bottom of a list 
already filled up for a week or two ahead. Those who 
are skilful in the use of bluff, threats, entreaty, or palm-oil 
may get into the air; the meek inherit the earth. 


% 


‘ coffee. 


This is all very wrong. What should be the pleasantest 
form of travel is now the most harassing, for reasons 
which are none of them inherent in flying and which 
could all be removed. Here are a few suggestions from 
one who is recovering from a series of journeys. 

l. Priorities should be abolished altogether. Govern- 
ments, services, businesses, and wealthy individuals 
who require air transport at short notice should hire 
special planes for the purpose. i 

2. There should be a firm liaison between all air lines, 
so that a traveller can book from the start to the finish 
of a complex journey and be sure of a connexion at each 
stage, and an allotted seat in a specified plane. The 
scramble for seats that is often seen at night stops could 
be avoided by giving passengers a seat for the duration 
of their trip, and allotting seats before emplaning to 
those who join at intermediate stops. 

3. The time-table on the ground should be drastically 
revised to cut out delays. At present an average of three 
hours elapses between the summons and the start, 
much of it spent waiting because officials have not yet 
arrived, standing in interminable queues because they 
are not numerous enough or efficient enough, waiting for 
planes that are not yet fuelled or warmed up. A passenger 
should be able to drive up to the aerodrome half an hour 
before the advertised time of departure, get weighed, 
and go straight to his allotted seat. 

4. An agreement should be reached between countries 
on the main air routes to cut out all formalities that are 
purely irritative, and to cut out many of them altogether. 
At one part on the route to the Far East the flying-boat 
stops for an hour, and while it is refuelled the passengers 
are taken to a raft moored on the river for a cup of 
They do not go ashore, but they must line up 
to have their passports examined and their inoculation 
certificates checked up. Such a formality has no appre- 
ciable purpose beyond that of bloody-mindedness. 

5. Hotels should be established at all important transit 
aerodromes and treated as extra-national territory. If 
passengers are confined to the building and checked only 
if they leave it, the formalities which make air travel 
wearying and exasperating can be cut out without risk. 
The structure and furnishings could be of the simplest, 
but each passenger should have a room and a bath, and 
there should be facilities for writing and posting letters 
and sending telegrams, and a few shops. While adjacent 
to the aerodrome, the hotel should be away from the 
refuelling site and the main runway; one otherwise 
excellent air hotel is made impossible because planes tune 
up their engines all night outside the bedroom windows. 

6. In flight, some small improvements would add to 
the interest of the traveller. Every purchaser of a ticket 
on these long-distance routes should be sent a written 
résumé of the main parts of the itinerary, to enable him 
to shop and pack for the journey. He should be told 
what extremes of temperature will be encountered, and 
what facilities there are for having linen washed. He 
should be given advice about money—e.g., travellers” 
cheques are of little value during the journey and B.O.A.C. 
currency coupons are essential. He should be advised 
on drugs—e.g., attacks of “‘ tropical tummy ” are very 
common, for which sulphaguanidine is an immediate and 
the only useful remedy. He should be warned that a 
fountain-pen cannot be used during flight. The passen- 
gers are naturally interested in the performance of the 
plane and the country over which they are flying; so a 
large-scale map of the day’s course should be on the wail 
of the cabin, and a compass and air-speed indicator 
should be on the forward bulkhead. Writing-paper with 
the ship’s name should be provided. An illustrated 
travel book of the route should be on sale, explaining the 
geographical and historical features of the country below, 
the climate and agriculture that account for the land 
features and the buildings on the ground, and the weather 
and trading or fishing habits that have produced the rigs 
that are seen in the harbours. 

x% w w 


If you can’t call an unregistered nurse ‘‘ nurse ” (as you 
won’t be able to after Dec. 31) what the dickens can you 
call her? ‘Miss Smith,’ perhaps? Surely not. But 
already the nursing-homes have solved this one. They 
call them all ‘“‘ sister,” which to most of us indicates a 
very superior person indeed. 
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Letters to the Editor 


DENTAL CARIES — 


` Str,—Reduction of activity below a physiological 
minimum leads to atrophy in bones, muscles, peripheral 
nerves, and any organ physiologically connected with 
mechanical functions. The teeth being part of the bony 
skeleton, it is reasonable to suppose that they, like bone 
react to such disuse with demineralisation and atrophy. 
For various reasons these changes cannot readily be 
demonstrated in teeth, by either radiography or chemical 
analysis ; -but the effects of disuse can be estimated from 
a world-wide survey of different races living under 
different dietetic and other conditions. In making this 
survey several factors possibly responsible for caries have 
to be considered. 

Mineral Deficiencies.—Poor teeth are found in parts 
of New Zealand with a low calcium level in the water, 


in parts of England with a medium calcium level, and in 


parts of South Africa with a high calcium level. Good 
teeth were found. among natives in Alaska regardless 
of low or high calcium or phosphorus intake. There 
appears to be no correlation between. calcium and 
phosphorus intake and immunity from caries.! 3 

Fluorine Deficiency—=In South Africa, Kenya, and 
Australia dental decay is prevalent among the white 
people, while. the non-assimilated natives of the-same 
places are hardly affected, though using the same 


drinking-water. Tea has a high fluorine content but does. 


not prevent caries in the English. 

Poor Mouth Hygiene.—Filthy mouths are often free 
from. caries, and no relation is in fact apparent between 
oral hygiene and caries.* 4 The incidence of toothbrushes 
is often in inverse proportion to that of sound teeth. 

Inadequate Sunshine.—In regions with much sunshine 
the teeth may be comparatively good (southern U.S.A.) 
or very poor (South Africa, Kenya, Australia), and in 
regions with little sunshine the teeth may be good 


(Eskimos, Maoris in southern New Zealand) or poor 


(England). 

Hereditary Factors.—The countries with the worst 
dental conditions are all inhabited by people of British 
stock, but a racial influence is disproved by the. fact 
that natives in any part of the globe who fully adopt 
British food habits acquire dental caries to the same 
degree as the British. It appears that all human races 
are equally susceptible to dental caries. 

Vitamin Deficiencies.—In .New Zealand, which has the 
highest caries incidence in the world, butter, milk, and 
fresh fruit are abundant, and the population has very 
good health apart from its teeth. 
Kangra district of Northern India, where severe mal- 
nutrition, rickets, and osteomalacia are extremely 
prevalent, showed that almost perfect teeth were 
compatible with severe rickets. In American prisoners- 
of-war released from Japanese prison camps after 
suffering from long-continued multiple vitamin defici- 
encies and severe malnutrition the number of carious 
teeth was less than that of the same age-group living 
under normal conditions.’ 

Overuse of Refined Carbohydrates, especially starch.— 
In central and southern Europe, where the teeth are 
comparatively good, the food is rich in refined carbo- 
hydrates. In New Zealand, with the worst teeth in the 
world, proportionally more proteins and less starch are 
consumed than in most other countries, the diet consisting 
mainly of meat, eggs, milk, and cheese. On the other 
hand, protein cannot be held responsible for dental caries, 
because the Eskimos, who live almost entirely on meat, 
have sound teeth. l i 

Too Much Sugar.—In central Europe, where meals 
ordinarily conclude with a cooked sweet dish, teeth are 
fairly good. Negroes in the West Indies, who habitually 


1. ee Dental Association, Dental Caries, New York, 1941, 


D. : l 
: Sh nai Waugh, L. M., Karshan, M. Amer. J. Dis. Child, 
; Enright, J. J., Friesell, H. E., Trescher, M. O. J. dent. Res. 1932, 
. Cotton, W. A. J. Amer. Coll. Dent. 1939, 6, 65. 
. American Dental Association, Dental Caries, New York, 1941, 


p. 90. 
. Morgan, H. J., Wright, I. S., von Ravenswaay, A. J. Amer. 
med. Ass. 1946, 130, 995. 
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of cavities ; 


Investigations in the ` 


chew sugar-cane, have excellent teeth. The sugar con- 


sumption per head is higher in North America than in 
England, yet American teeth are much sounder. - , 
Dental Disuse.—In New Zealand dental disease is 
rampant among the British population and among those ` 
Maoris who have adopted a British diet, but is rare 
among Maoris keeping to their traditional diet. As 
already indicated, the British diet in New Zealand shows 
no obvious deficiency, but a striking characteristic of 
the food as eaten is its softness. Almost all of it can be 
swallowed without mastication: the meat is thinly cut 
and taken in small pieces that may or may not be chewed ; 
the breadcrust is usually removed and thrown away ; 
and proper use of the teeth is considered bad table- 
manners. | 
Food eaten with the aid of cutlery rarely requires real 
mastication, and in civilised society the number of solid 
foods eaten without cutlery is small. By far the most 
prominent of them is bread, and it is interesting to 
compare the dental conditions in various countries in- 
relation to the customary thickness of slicès and the 
types of crust: | a 


Country Thickness of slices Crust Teeth? 
Australasia 1/73 in. Soft Very poor 
England 1/e—/a in. Soft Poor 
United States.. 1/3—1/, in. Mostly soft Fair 
Central and East- 

ern Europe .. 1/,—*/4 in. Tough Good 

` Italy 1?:/:—2 in. Tough Very good 


Prevention of Caries.—In osteoporosis or bone atrophy 
there is “abnormal porousness of the bones by the 
enlargement of the Haversian canals and by the formation 

the atrophic changes, in many. instances, 
are caused solely by disuse.’’* I suggest that the patho- 
logical condition underlying dental caries is similar—a 
disuse odontoporosis. If so, the importance of tough food 
for the teeth lies in the prevention of decalcification from 
disuse, and not in its detergent action, which is limited 
to a fraction of the tooth surface and affects least the 


. places where food lodges and ferments. In primitive 


peoples with a low caries incidence the teeth are often 
very dirty; the incidence of salivary calculus and of 
dental plaques may be high ® and the bacterial flora in 
the mouth abundant. . Frequent and careful cleansing of 
the teeth does not appreciably diminish caries: the 
toothbrush is ubiquitous and victorious, but. caries 
flourishes more than ever. 

The accepted modern nutritionally sound diet, with. 
well-balanced minerals, vitamins, and calculated ingre- 
dients, seems to have no bearing on immunity to caries. 
This is in line with the well-known fact that an increased 
supply of minerals and vitamins cannot remineralise a 
bone .decalcified from disuse; it can be done only by 
active use of the limb. Similarly, the prevention of dental 
caries requires the addition to the diet of tough matter. 
The addition of some hard breadcrust (old Swedish or 
Italian type bread) to the daily diet would suffice to 
maintain fairly good teeth with a reasonably low caries 
incidence. Carrots, celery, apples, and fruit generally 
are of little use in this regard ; biscuits, cracking hard 
food, and toast are still less suitable ; while chewing-gum 
is too elastic and soft. Chewing of sugar-cane has been 
found useful in the treatment of odontoporosis, but great 
care must be taken at first, because some of the atrophic 
teeth may break. If rice is the staple food the prevention 
of caries demands the consumption of undercooked rice, 
leaving the grinding of the grains to the teeth. Where 


this is the custom, as in parts of the Philippines, the teeth 


are excellent ; whereas in parts of China, where the rice 
is well cooked, the teeth are poor. = 

After a lifetime of chewing the teeth may be ground 
down and shortened, as in old horses, but are free from 
caries. In fact attrition and dental caries occur in inverse 
relationship ; they usually exclude each other, except 
when the attrition reaches the pulp cavity and further. 
chewing becomes painful. oe 

Conclusion.—Reviewing the factors commonly blamed 
for endemic dental decay—such as mineral deficiencies, 
fluorine deficiency, poor dental hygiene, inadequate 
7. Neumann, H. H. J.R. Inst. publ. Huh Hyg. 1946, 9, 373. 


8. Campbell, W. C. A Text-Book on Orthopedi . 
Philadelphia, 1930, p. 474. pedic Surgery, 


‘THB LANCET] 


sunshine, constitutional factors, vitamin deficiencies, and 
overuse of starch and sugar in the diet—I conclude that 
they have little effect on endemic dental decay, and do 
not explain its peculiar geographical distribution. The 
consistency of the food, the table-manners of the people, 
and the extent to which cutlery is-used are far more 
important. 
The disuse odontoporosis which leads to dental caries 
can be prevented—and to some extent treated—by 
to the teeth their proper work of chewing. 
Though there is little immediate hope of getting the 
white man to eat tougher food generally, this major 
deficiency of modern diets can be largely corrected by 
adding sufficient ‘‘ toughage ’’ to what we eat. 


St. Albans, New York. H. H. NEUMANN. 


STORIES OF ENDOCRINE RESEARCH 


Sır, —Important discoveries have often been fortuitous. 
In his Addison lecture Professor Dodds said that 
Minkowski revealed the relation of the pancreas to 
diabetes when he successfully performed pancreatectomy 
as assistant to von Mering, who was interested in protein 

ion. à 

had the good fortune to meet Minkowski in Wies- 
baden, shortly before his death, and one night after 
dinner he told me how it happened. 1t was Hoppe- 
Seyler (then professor of physiological chemistry at 
Strasbourg) .who made the remark that the man who 
could remove the pancreas from an animal and keep it 
alive would learn much about digestion, but it had been 
tried many times and no-one could do it. There ensued 


a brisk discussion among the junior members of the’ 


school after Hoppe-Seyler had left on holiday, and 
Minkowski said that he could do the operation. There- 
upon a bet of 20 marks was made that he could not. 
He did it, and it was while they were drinking beer 
bought with the 20 marks and contemplating the dog 
running about the laboratory yard that he noticed how 
often the animal urinated and how a cloud of flies settled 
on the urine. . It was then that he tested the urine and 
found sugar. When I asked Minkowski what part 
von Mering had in all this he said: ‘‘ Oh, it was his dog.” 

That I should not be charged with the encouragement of 
betting and the drinking of beer for the promotion of 
scientific discovery, I think it proper to remark that in 
my judgment neither a good bet nor beer is a necessary 
prelude. Pasteur said that chance favoured the mind 
that was prepared. 

Of the truth of Minkowski’s story I have no doubt, 
for Naunyn in his memoirs says that Minkowski and 
yon Mering had an argument whether a dog would 
survive extirpation of the pancreas and “ Mering 
throughout the time he was in Strasbourg never did a 
pancreatectomy or even attempted it.” 

Birmingham. A. P. THOMSON 


S1r,—I have read with interest the account of the 
Addison lecture by Professor Dodds in your issue of 
May 24. 

I was particularly interested in his description of the 
steps which led to the discovery of pancreatic diabetes 
by Mering and Minkowski. Both were at one time 
assistants to Bernbard Naunyn, professor of. medicine 
at Strasbourg, from whose account it appears that 
Minkowski was mainly responsible for the discovery 
of the connexions between diabetes and the pancreatic 
gland. The following is a translation from page 457 of 
Naunyn’s Memoirs, published in 1925: 


“ The experimental research on diabetes received a great 
impetus through the discovery of pancreatic diabetes by 
Mering and Minkowski. They had discussed pancrea- 
tectomy. Mering defended Claude Bernard’s dogma that 
animals did not survive pancreatectomy. Minkowski, 
however, said that it was possible in dogs. I was asked 
my opinion. I said, if one has been able to remove the 
liver, one should be able to remove the pancreas; and if 
geese can survive the former, dogs should survive the 
latter. The next day Minkowski carried out his first 
pancreatectomy, in my laboratory; Mering assisted and 
went on leave. When he re-entered the laboratory 24 hours 
later, Minkowski could already inform him that the dog 

. had a severe diabetes with 5% sugar. By the way, Mering 
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throughout the time he was in Strasbourg never did a 
pancreatectomy or even attempted it. He certainly never 
took part in the elaboration of the findings.”  - 


Leicester. F. E. ROSENTHAL. | 
_ DEATH IN THE FIREPLACE 
Str,—Dr. Leonard Colebrook in your issue of 


March 22 suggested an improvised grill guard fitted to 
the ordinary domestic electric heater, to reduce the 
possibility of clothing coming into contact with the 
heating element. | : 

A guard of this type appears to be standard, if not 
compulsory, on all domestic heaters used in Germany. 
The illustration 
shows a typical 
heater used in the 
home. The wire 
grid is kept in 
position by being 
placed underneath 
a thin metal strip 
at the top and 
fitted loosely 
behind the front 
panel at the 
bottom. It is, 
therefore, easily 
removable to get 
at the elements, 
which are a good 
2 in. behind the 
guard. Incident- 
ally, the heater 
itself is constructed of cellulosed ply panels, and the 
reflector consists of aluminium foil on ply. As will be seén 
from the photograph there are no legs, and the shape 
of the heater is such that it is quite reasonably stable. 

There appears to be no good reason why a heater of 
this design should not be made standard in this country 
and the provision of a guard be made compulsory for 
all heaters manufactured after a specified date. No 
doubt gas radiators could be designed on ‘similar 
principles, with the distance between the guard and 
the heating elements adjusted accordingly. 


V. FREEMAN . | 
Town Hall, Islington, London, N.1. Medical Officer of Health. 


*.*The Islington Gazelte for May 16 records a 
St. Pancras inquest on a boy aged 5 years who was 
fatally burnt when his loose night-shirt was ignited by 
an electric fire. The fire was of the bowl type, and had 
‘‘the usual guard as supplied by the makers with the 
mesh wire radiating from the central cone to the sides.” 
The police witness said that this type of fire is not an 
open grate within the meaning of the Children’s Fire 
Guard Act. Nevertheless, he added, they are “ really 
dangerous things.”’—Ip. L. 


A RECORD LOW HÆMOGLOBIN? 


Sir,—The following case is of interest as showing the 
very low hemoglobin percentage that may be compatible | 
with life. i 

A housewife, aged 32, was admitted to hospital with a 
history of weakness, increasing dyspnoea, palpitation, and 
tingling and numbness of the fingers and toes for the past 12 
months. During this time she had also had ulcers on the edge © 
of the tongue, which had prevented her from taking a normal 
diet. In the previous 2 years she had given birth to two 
children, both of whom were breast-fed. The last child was 
weaned at the age of 14 months, about 6 weeks before the 
patient’s admission. There was no history of blood-loss. 

On examination the patient was pale and emaciated, and 
her finger-nails were flat and brittle. Temp. 102°F, pulse-rate 
110 per min., respirations 25 per min. The tongue was smooth, 
with pinpoint ulcers on the edges. Apart from a localised 
soft systolic murmur at the apex of the heart, no abnormal 
signs were found in the heart, chest, abdomen, or central 
nervous system. Blood-pressure 90/60 mm. Hg. | 

Blood picture: Hb 12°% (1-7 g. per 100 c.cm.); red cells 
607,000 per c.mm.; colour-index 1:0; packed-cell. volume 


_ 5e.cm. per 100 c.cm.; mean corpuscular volume 12 c.p; mean 


corpuscular Hb concentration 34%; mean corpuscular 
diameter 8 u ; white cells 4100 per c.mm. (polymorphs 60%, 
lymphocytes 40%). A film showed gross anisocytosis and 
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poikilocytosis. Red-cell fragility normal. 
normal. No abnormality in urine and feces. 
of chest normal. 

The patient received immediate blood- transfusion (total 
6 pints) and was later treated with large doses of iron, a high- 
protein diet, and vitamins. Her condition gradually improved 
and she gained weight; eight weeks later the hemoglobin 
was 68% and the red cells numbered 3,700,000 per c.mm. 


This patient’s condition was due to gross nutritional 
deficiency, and had been aggravated by two pregnancies 
and by protracted breast-feeding. It would be interesting 
to know whether such severe anæmia due to. inadequate 
diet has been seen elsewhere. S. B. KARANI 


St. Nicholas’ Hospital, London, S.E.18. G. P. SZEKULESZ. 


COAGULATION FACTORS 


Sm,—In your annotation of April 12 you state that 
“ the existence of an additional factor of the type postu- 
lated by Owren had already been suggested by the work 
of Frantl and Nance.” As I am afraid that this state- 
ment might be misunderstood by those who did not 
study closely Dr. Owren’s article (April 5), I want to 
draw attention to the fact that Owren quite independently 
—and as far back as in 1943 '—not only discovered a 
fifth coagulation factor but also definitely proved its 
existence. 


Central Laboratory, Aker Municipal Hospital, KARL Coss. 
Østre Aker, Norway. 


FEIGNED ERUPTIONS IN CHILDREN 


Sir,—It has for long been recognised that hysterical 
women or malingerers may, with the object of obtaining 
sympathy or avoiding irksome duties, produce what 
have been called ‘‘feigned eruptions” or ‘‘ dermatitis 
ficta,” either by mechanical means or by the applica- 
tion of local irritants. 

Such ‘“ eruptions ” are to be distinguished from what 
may be called natural eruptions by their unusual shape 
and sharp outlines, and by the grouping and distribution 
of the lesions, which are found only upon easily accessible 
areas. 

Eruptions of this sort have been usually regarded as 
very uncommon in children; as one writer has stated, 
“it would hardly be possible to think of deliberate self- 
mutilation in any but a very precocious child.” 
Radcliffe Crocker, however, 
Skin mentioned the case of a girl of 7 who had 
longitudinal scabbed patches on the back of the phalanges, 
for which she had been sent several times to the seaside, 
which, as she confessed, she liked very much. Stopping 
the jaunts stopped the lesions, which were probably 


Serum bilirubin 
Radiography 


burns with a match. Moreover, many years ago, when 
I was a medical officer at Paddington Green Children’s 
Hospital, there occurred a kind of epidemic of red 
streaks and excoriations upon the limbs of several 
children in a local school; it was discovered that these 
were produced by rubbing with a wet finger—a procedure 
probably accidentally discovered by one child and adopted 
by others from mere imitative naughtiness. These 


1. Proc. Norwegian Acad. Sci. 1944, p. 21. 


in his Diseases of the 


children had even found a title for their new and exciting: 
game—the mysterious name of ‘ frog” - 

Rather more. than thirty years ago there: appeared 
in a daily illustrated newspaper the diagram which is 
reproduced here, with the following captions: | 


“ Alleged cruelty by dancing mistress to girl pupil : 
doctor’s diagram. of alleged bruises.” 

“When A.B., a dancing mistress, who totally denies 
the allegation made against her, was summoned at the 
West London Police Court for ill-treating D.C., aged 10 
years, Dr. X, in giving evidence, produced a chart illus- 
trating the position of bruises on the child’s body.” 


The girl was said to have run away from her teacher 
with another girl pupil, and in the witness-box to have 
stated that the dancing mistress had a cane and short — 
stick when she was teaching. 

The unfortunate dancing mistress was sentenced. to 
several years’ imprisonment—unfortunate because to 
any medical man with an expert knowledge of skin | 
affections the shape, the grouping, and the distribution 
of the injuries as shown on.the diagram would clearly 
indicate that they were self-inflicted, and with the 
object of avoiding an occupation which was uncongenial 
to the girl. 

My reason for now calling attention to these some- 
what rare examples of dermatitis ficta in children is to 
suggest the possibility that in some récent instances of 
supposed cruelty to children the injuries may have been 
due not to cruelty but to self-infliction ; and that the 
opinion of a dermatologist would sometimes save unjust 
punishment of parents or of guardians of evacuees. 


I am grateful to the ay Mirror for allowing me to copy 


their illustration. 
Bourne End, Bucks. H. G. ADON: 


STANDARDISATION OF SYRINGES 


Sir,—The standardisation of syringes and needle- 
sockets is certainly much needed, but it seems a pity 
that certain points do not seem to have had the con- 
sideration they deserve. Thus it is proposed to abolish 
the ‘ Record’ size and to standardise on a larger nozzle 
and needle-socket. 

To many of us who use syringes and needles con- 
tinually, this seems a retrograde step. The smaller 
nozzles afford in actual practice a much better fit, and 
there is no need to fix the needles so firmly on the syringe 
that they are difficult to remove. In many cases the 
larger glass nozzles never afford an airtight fit at all. 
For those of us whose work is concerned with the collec- 
tion of specimens by aspiration, such a lack of ft is 
serious, as it leads often to frothing of the specimen and 
failure’ to obtain adequate amounts. I am aware that 
it may be answered that the collection of specimens is 
not the chief purpose of syringes, and that a small loss 
may not be of serious significance where an injection 
has to be made, though even here a bad leak may make 
much difference when such injections as those of insulin 
have -to be given. 

Furthermore, it may be said that two-piece glass 
syringes are to be encouraged as being easier to sterilise, 
and also that glass does not lend itself to making small- 
size nozzles. This is certainly the case, but the whole 
difficulty was avoided in-the Jena glass syringes (obtain- 
able before the war) in which a metal nozzle of similar 
coefficient of expansion to that of the glass was fused 
into the glass of the syringe. These were in every way 
excellent syringes—well-fitting and virtually indestruc- 
tible. They could be sterilised by boiling, autoclaving, 
or dry heat (with the pistons in) up to temperatures of 


_ at least 150°C, and I have never known one to crack. 


In fact, I still have a number of them that have been in 
use for ten years; almost the only way to spoil them 
is to drop them in the sink. 

It is surely not beyond the wit of man to make these 
syringes again, yet as far as I am aware they are not 
now available. ‘There are several eminently suitable 
alloys for making such nozzles, with almost exactly the 
same coefficient of expansion as ‘ Pyrex’ glass. Thus 
the alloys ‘ Fernico 2’ and ‘ Kovar’ have almost identical 
coefficients of expansion, and were actually invented to 
be fused into glass in this way. Some enterprising 
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firm could certainly manufacture syringes from these 
substances. 

Apart from the question of fit, glass nozzłes are 
always very vulnerable to fracture, not only from actual 
breaking off of the nozzle, but also from minor trauma 
to the point, which causes a minute sliver of glass to 
detach itself from the side of the nozzle, thus destroying 
the fit of the needle. 

I should like, therefore, to make a plea for the retention 
of the Record size of nozzle, which is adequate for any 
needle-bore in current use. If fused-in nozzles are used 
this does not prevent two-piece glass syringes from being 
made; and in this manner all difficulties of sterilisation 
will be avoided. That syringes capable of sterilisation 
at autoclave temperature are essential was underlined in 
the course of a recent law-case,! though personally I 
prefer dry sterilisation in a hot-air oven at 130°C, which 

for even greater care in construction. 

It may be well to bear in mind that the Record size 
is at the present time by far the most commonly used ; 
it should not be lightly discarded. 

London, W.1. 


POSTOPERATIVE PROGRESSIVE BACTERIAL 
SYNERGISTIC GANGRENE 


Stmr,—In his paper of May 31 (p. 748), reporting a case 
of postoperative progressive bacterial synergistic gan- 
grene successfully treated with penicillin, Mr. Clarke 
describes the micro-aerophilic nuon-haemolytic strepto- 
coccus as derived from the intestinal or respiratory 
tract. I have found that, in a susceptible person, a 
surgically clean incision is all that is required to start 
the process; no connexion with the gut or respiratory 
apparatus is necessary. Mr. Clarke also writes: ‘‘ Before 
the introduction of penicillin the only treatment was a 
radical excision of the affected area well beyond the 
spreading zone of hyperemia. ... The wound was then 
smeared with ‘active’ zinc-peroxide paste. ... Many 
of the reported cases which recovered were treated without 
peroxide, which is probably unnecessary provided the 
excision is radical] enough... . Without attempting to 
depreciate the value of penicillin in these cases may 
I point out that there is another “ oxidising agent ”’ 
the local application of which has arrested the spreading 
process and enabled rapid healing to occur, without 
any necessity for skin-grafting, in one (unpublished) 
case in England and more than one case abroad ? No 
excision is required with this remedy ; I refer to potas- 
sium permanganate, applied as a dry powder and covered 
by a ‘ Vaseline’ dressing. 

St. Margaret’s Hospital, Epping. 


PREVENTIVE OPERATION FOR POSTOPERATIVE 
THROMBOSIS 


Sir,—To what lengths can prophylactic surgery be 
taken ? When is it justifiable to operate to prevent a 
possible but uncertain complication? The recent 
literature on postoperative thrombosis suggests that 
across the Atlantic there is a more liberal attitude 
towards preventive operations than in this country. 

Allen? reports on 458 prophylactic bilateral super- 
ficial femoral-vein interruptions done at the Massa- 
chusetts General Hospital in the period January to 
October, 1946. The vein is ligatured on both sides 
immediately distal to the profunda tributary. The 
operation is done under local anzsthesia, and the bilateral 
procedure takes about an hour. It was done in patients 
beyond the age of 65 at the time when, or within forty- 
eight hours after, bed rest became necessary. The 
author admits that not all his colleagues at the hospital 
have been convinced to date of the value of prophylactic 
bilateral femoral-vein ligation, but he demonstrates its 
value by analysing a comparable series of cases where 
no ligation was performed and where the incidence of 
phlebitis and fatal embolism was much higher. 

This study cannot but amaze Allen’s British colleagues. 
Few British surgeons can have seen so many cases over 
65 during ten months of one year on whom they would 
consider ligating both femoral veins for what is a 
disastrous but not so very common complication. If 


J. W. SHACKLE. 


FRANK MARSH. 


1. See Lancet, May 17, p. 677. 
2, Allen, A. W. Surg. Gynec, Obstet, 1947, 84, 519. 
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Allen is to be interpreted correctly he includes this 
ligation as a part of the routine preoperative preparation 
of his elderly patients. 

Another even more amazing study is by Thebaut and 
Ward,’ who report on 36 patients treated by ligation 
of the inferior vena cava within the past three years. 
To prove the dangers of pulmonary embolism they quote 
McCartney’s figures in which pulmonary embolism 
was found to account for 5:3% of 4070 postoperative 
deaths. In their series £ patients died, 2 during the 
induction of anæsthesia and 2 within a few hours of 
the operation, a case-mortality of 11%. The severe 
complications included 1 incisional hernia and 2 intestinal 
obstructions. All these ligations were done after one 
or more non-fatal embolic episodes—a selected group of 
patients in whom it has been shown at the Mayo Clinic 
that there is a 20% risk of a fatal embolism following. 

Here are two challenges. Are we to ligate both femoral 
veins in all elderly patients when they are confined to 
bed, and are we to ligate the inferior vena cava in all 
cases of non-fatal pulmonary embolism ? The natural 
British conservatism is repelled by this enthusiasm for 
prophylactic surgery, but before condemning our 
colleagues’ latest contributions it would be as well for 
large hospitals in this country to review and publish 


their morbidity and mortality figures for postoperative 


venous complications, so that it can be judged whether 
the problem is of the same magnitude as in America 
and whether it requires the same radical and dramatic 
solution. . 

Bath. S. GLASER. | 


CLIMATE AND RHEUMATISM 


Sir,—In your issue of May 24 Dr. Kenneth Stone 
refers to the notorious effect of climatic changes in 
provoking rheumatic pains. Now why is it that this 
matter has not been more fully investigated ? To me it 
seems of fundamental importance. We admit that such 
changes may induce pain, but I have yet to hear of any 
adequate scientific investigation which might not only 
make clear the etiology but give a pointer to treatment. 

At the risk of being tedious I would point out that 
such pains are presumably not due to changes of pressure 
alone, nor to changes of temperature alone, nor to changes 
of humidity alone. But these three together, perhaps 
with changes in atmospheric ionisation, appear able to 
upset the delicate balance of those who are susceptible. 
Surely experiment would not be difficult ? Before the 
war I saw in Germany a testing chamber (used to assess 
the fitness of airmen for their work) which was provided 
with devices for changing pressure, temperature, 
humidity, and ionisation. 

There is no doubt that cold is a factor. Vigorous 
young men, for the sake of money, take employment in 
the frozen-meat stores in the Argentine; many are 
crippled by rheumatism after a few years’ work. 

G. C. PETHER. 


TUDOR EDWARDS MEMORIAL 


Sır, —The remarkable progress of chest surgery in this 
country is in large measure due to the work of Arthur 
Tudor Edwards, who died last August at the age of 56. 
His pioneering in this branch was in the main the chief 
stimulus to its expansion. His singleness of purpose, 
and the high standard which he set for himself and all 
those who worked with him, raised a small but important 
branch of surgery to its present position as one of the 
great surgical specialties. As the result of this develop- 
ment, men and women have been restored to life and 
health for whom previously medical science offered no 
effective aid. 

Tudor Edwards literally devoted his life to his work. 
He was unsparing in his service to his patients in all © 
walks of life, and many came to him from other countries. 
On the outbreak of war, in addition to his other work, 
he undertook the organisation of thoracic surgery for the 
Emergency Medical Service of the whole country and 
for the Army and Royal Air Force. He carried this 
heavy burden throughout the war, despite the gravest 
warnings and with the full knowledge that his life thereby 
would be shortened. . 


3. Thebaut, B. R., Ward, C. S. 


Colchester. 


—— 


Ibid, p. 385. 
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One of his greatest contributions was his training and 
inspiration of younger men who came to him from all 
parts of this country and from abroad. There could be 
no better memorial than to. continue this work which 
was so close to his heart : the training of young surgeons 
to build on the foundations he so securely laid. - 

It is proposed that a travelling scholarship - ‘shall be 
founded in Tudor Edwards’s name, to enable suitable 
candidates to study thoracic surgery in special centres. 


This also will fulfil an urgent national need. For this 


purpose, a capital sum of at least £10,000 will be required. 
The Royal College of Surgeons and the Royal College of 
Physicians have agreed to administer the fund and carry 
out the conditions of the trust. Donations, and sub- 
scriptions under deed of covenant, should be sent to 
the hon. treasurer, Lord Courtauld-Thomson, at. the 
Brompton Hospital, London, S.W.3. 


HORDER (chairman) I. W. MAGILL 

DUDLEY GEOFFREY MARSHALL 
COURTAULD- THOMSON Max PAGE 

STANFORD CADE GEOFFREY S. Topp 

D. T. DAVIES R. A. YOUNG © > = 
HORACE EVANS _  (C. PRICE THOMAS hon. 
T. JENNER HOSKIN F. G. ROUVRAY 


secretaries. 
Public Health 


MILK PRODUCTION AND GRADING 
A: South African View . 


SINCE returning to South Africa, E. j. Pullinger 
has specialised in milk-grading, first as a civilian and 


then as the officer of the South African Veterinary Corps: 


responsible for the milk-supply "of the army. His 
conclusions on the principles of grading and methods of 
improving the milk-supply } ? are of general interest. 


STANDARDS 


 .He agrees with Wilson et al.? about the inaccuracy of 
the plate test and the. value of the methylene-blue 
reduction test, and points out that in any event the 
plate test is too cumbersome to perform on a sufficient 
scale. The advantages of the Breed test are that it 
immediately provides information which will prevent 
_ bad milk being mixed with good milk, and that it reveals 
herd infection with mastitis. 

A far clearer picture of ‘ dairy hygiene > or“ keeping 
quality ’’ is obtained from an approximate test done 
frequently than from a very accurate test which, because 
of its complexity, can. only be. done occasionally. 
Pullinger therefore recommends that every herd should 
be tested five times a week, but points out that this 


leads to the accumulation of a mass of figures which . 


are quite useless unless a satisfactory method of analysis 
can be devised. He concludes that any form of direct 
mathematical analysis of results is foredoomed to failure, 
because fundamentally it is a fallacy to weight good 
results too heavily with the bad ones. The consumer 
is concerned with the quality of the milk he receives each 
day, and he would judge the quality of his supply by 
comparing the number of times the supply was good with 
the number of times it was bad: put another way, 
his milk does not suddenly go sour in his porridge plate 
because he remembers that last Sunday the supply 
was badly. tainted. Even the most careful and 
enthusiastic producers have some bad results, and 
testing authorities use their “‘ discretion ” before taking 
action; but to lay down a strict numerical standard 
and then to apply that standard upon a discretionary 
basis spells disaster to both the value of the standard 
itself and to any grading scheme. 

In order to overcome these difficulties Pullinger advises 
the use of the ‘‘ good-bad ” ratio. He proposes, as an 
arbitrary division between good and bad, a Breed count 
of 1,000,000 and a methylene-blue reduction time of 
33/4 hours.: any- test result better than these figures 
is classed as good and any worse than this as bad. In 


1. Pullinger, E. J. J. S. Afr. vel. med. Ass. 1944, 15, 39; 1945, 16, 
1 


10; 1946, 17, 15, 113. 
. Pullinger, E. Ja Davidson, L., Hogg, E. S. Jbid, 1944, 15, 137. 
` Wilson, G. S., et al. Bacteriological Grading of Milk. ‘Spec. 


Rep. Ser. med. Res. Coun., Lond. no. 206, 1935. 
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the winter there was a good correlation. between: the - 


results of the methylene-blue: reduction test and the 
Breed count, but in the summer this correlation broke 


down. -The ‘fact is discussed in relation to the ‘ latent . 


defect ’? of milk and it is suggested that all milk should 
be 8-12 hours old before being tested. 3 
The highest standards likely to be obtained: in | South 
Africa are : 
Summer (September to March) good-bad ratio’ 
Winter (April to August) good-bad ratio 


' 2:1 
5:1: 


Though this standard may seem low, very few South 


African ‘producers can maintain it. 
In criticism of the good-bad ratio it may be argued 
that a producer who regularly gives a count of 990,000 


-is classed as always good, while another producer giving 


a count of 1,020,000 is always bad. This objection. is 
admitted, but it is one which cannot be escaped in 
grading.. Whatever grade or figure is chosen, 
producer who just exceeds that Agare is always unfairly 


treated, compared to those who just make the grade. | 


As an objection, however, it is purely theoretical, because 
in practice producers never do give results consistently 
just above or just below any given level.~ However 
good the producer, his results will fluctuate, and the good- 
bad ratio system shows: whether the fluctuations pre- 
dominate on the good or the bad side of the given line. 


The principle, it is suggested, might well be applied: to all 


forms of milk grading. 


INCENTIVES AND COERCION 


‘It has been proposed in these columns ‘ that a dairy 
licence should be granted on the farmer’s ability to 
produce satisfactory milk, and not on an arbitrary build- 
ing standard. Discussing this subject, Pullinger says 
that, broadly, the dairy farmer and dai requires 
to be industrious, clean, bonest, and intelligent, these 
characters being listed in order of importance. - 

“The dairyman must be continually controlling the 
work in the stable, milk-room or shop and he must control 
it every day and every night. Dairying cannot be con- 
trolled from the stoep, nor can control be considered to 
exclude night and week-end duty, public holidays and an 
annual holiday at the coast. In other words, dairying is 
an unending grind which can only be reliev ed by a satis- 
factory partnership, in which case the business has to 
support two partners.” 


This remark applies equally to Great Britain, and should 
be read in conjunction with the recent pleas for increas- 
ing the financial rewards of food-producers.§® 

It has previously been pointed out ë that without 
adequate recompense farmers and their men will not 
undertake the onerous work of . milk-production. 
Standards of production in South Africa are tending to 
fall rather than i improve, because the value of land, farms, 


and dairy stock has risen so much that genuine dairy- 


farmers have tended to sell out, leaving the work of 
milk-production to the beginner. 
-= Pullinger deprecates, for South. Africa, the legal 
coercive method of improving the milk-supply. It is, 
he says, largely ineffective, and it operates more 
effectively against the poor man than against the rich. 
The poor man has to accept the controlling authorities’ 
laboratory findings as correct, and has to face conviction 
before a magistrate. The rich man can afford to have 
control tests done, and by employing skilled legal 
representation—and if necessary by appealing to a 
higher court—he may well escape conviction through 
some legal quibble. Ultimately the controlling authority 
ceases to prosecute such a person, because it is a waste 
of time. | 

The normal routine of efficient agricultural or com- 
mercial marketing is to price the product according to its 
quality (including nutritional value), and it is hard to 
see why milk should be placed in a different category. 
Pullinger suggests that the bonus-earning standards of 
cleanliness could be based on either the Breed count or 
(preferably) the methylene-blue reduction test. 

The bonus grades nos. I and 2 would be based on good-bad 
ratios increasing in severity every two years. The high- 

i: Lancet, Jan. 4, p. 30. 


. Ibid, March 15, p 340; May 17, p. 636. 
6. Ibid, 1943, ii, 805 
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grade bonus no. 3 would be comparable to the overseas 
* certified’ grade. Milk to be classed as high-grade would 
have to comply with no. 3 standards in respect of cleanliness, 
butter-fat and solids-not-fat. Furthermore it would have to 
come from herds free from tuberculosis, contagious abortion 
and paratyphoid infection, and having a restricted allowable 
tage of mastitis-infected cows (it should be noted that 
this is a higher standard than any imposed in Great Britain). 
This allowable percentage of chronic mastitis carriers might 
be temporarily established between 5% and 10°%, but the 
position would probably have to be reviewed later. 


A. MILK CORPORATION 


No system of grading can be effective unless all milk 
is purchased by a single autbority, comparable (but not 
y similar) to the British and Scottish milk 
marketing boards. A weakness of the British scheme is 
that, as it is primarily designed to protect the financial 


interests of the producer, it pays relatively less attention 


te the safety and quality of milk. Moreover though the 
board is responsible for the production end of the industry, 
other authorities remain in control of pasteurisation 
and the manufacture and distribution of milk and milk 

products.’ In other words an organisation similar to 
the British board would not be in a position to imple- 
ment more than a few of the recommendations made 
by Pullinger. In its stead, therefore, he suggests a 
public-utility corporation which would establish collecting 
depots at strategic points in milk-producing areas, 
together with processing depots, laboratories, and 
administrative offices in the towns. The organisation 
would have to be self-supporting and not dependent on 
government subsidy. It would collaborate with the 
health authorities, and could do much to assist in the 
control of animal diseases. . 

Pullinger emphasises the importance of proper grading 
of milk before pasteurisation. He concludes that the 
practice of distributing pasteurised milk in bulk is highly 
dangerous ; it should be bottled, sealed, and stored under 
refrigeration. 


This Year’s Smallpox 


From the beginning of the year up to June 3 the 
Ministry of Health has been informed of 59 confirmed 
cases of variola major. This compares with 56 for the 
whole of 1946, which was the highest incidence since 
1934 (179 cases, mainly variola minor). The 1947 cases 
have arisen from two distinct sources. The first, which 
‘was not identified, resulted in 15 cases in two generations 
in a common lodging-house and public-assistance hospital 
at Grimsby, Lincs, their dates of onset being between 
Feb. 16 and March 2. The second source was a highly 
modified attack in a soldier flown home from India 
on compassionate leave. He developed the disease at 


Bilston, Staffs, on March 2, having landed in England | 


on Feb. 23. 

Cases in direct succession to these two sources are still 
arising. The present outbreak at Barnsley, in the West 
Riding of Yorkshire, is almost certainly related to the 
Grimsby episode. The infection introduced from India 
continues to produce cases in Bilston and in the adjacent 
district of Coseley. 

Associated with the Grimsby source there have been 
foci at Stepney (2 cases in two generations), Scunthorpe, 
Lines (7 cases in two generations), and Doncaster, Yorks 
(1 case), but these appear to have been eradicated. In 
connexion with the Bilston source a single case occurred 
in Birmingham on May 1. Three cases in two generations 
at Sheffield may also have been associated with Bilston. 
Patients were removed during the week ending May 31 
at Barnsley, Bilston, and Coseley. 

Barnsley.—The first generation numbered 5 cases (3 
deaths) at Barnsley and 1 at Bermondsey. There has been 
no spread from this latter case, undoubtedly because 
of the prompt action taken by a practitioner who diag- 
nosed the disease at sight on the first day of rash. The 
second generation at Barnsley so far numbers 4 detected 
since May 29. They are in the line of contact either at 
the common lodging-house (24a, Doncaster Road) or 
St. Helens Hospital and do not indicate that the disease 


a ee te Se ee a a a. 


. Similar criticisms have been made by Astor ay Rowntree. 
British Agriculture. Penguin Books Ltd. 1939 


is out of control. The only alarming feature is that some 
of the common lodging-house contacts have not been 
traced and may give rise to other foci, particularly along 
the tramp routes across England through Lincolnshire, 
West Riding of Yorkshire, Derbyshire, Cheshire, and 
Lancashire. 

Bilston and Coseley.—The mother and sister of an 
unvaccinated girl who died on May 16, four days after 
onset, were removed to a smallpox hospital on May 31 
(onsets May 29 and 30). The mother of a kitchen-maid 
at Moxley Infectious Diseases Hospital, removed from 
her home in Coseley on May 19, has now developed the 
disease (onset May 28, rash and removal May 30). 


Infectious Disease in England and Wales | 
WEEK ENDED MAY 24 


Notifications.—Smallpox, 8; scarlet fever, 
whooping-cough, 1879; diphtheria, 197 ; 
6; typhoid, 3; measles (excluding rube 
pneumonia (primary or influenzal), 557 ; 
fever, 65; poliomyelitis, 11; polioencephalitis, 23 
encephalitis lethargica, 0; dysentery, 47; puerperal 
pyrexia, 135; ophthalmia neonatorum, 61. No case of 
cholera, plague, or typhus was notified during the week. 

Of the 8 cases of smallpox 3 were reported at Barnsley, 2 at 
Grimsby, 1 at Sheffield, 1 at Bilston, and 1 at Coseley. 

Deaths.—In 126 great towns there were no deaths 
Ton enteric fever or scarlet fever, 5 (1) from diphtheria, 

6 (0) from measles, 15 (2) from whooping-cough, 76 (12) 
from diarrhœa and enteritis under two years, and 9 (0) 
from influenza. The figures in parentheses are those for 
London itself. 

The number of stillbirths notified during the: week 
was 261 (corresponding to a rate of 25 per thousand 
total births), including 32 in London. 


782 ; 
aratyphoid, 
), 12,830 ; 
cerebrospinal 


CARL BRUCK 
M.D. MUNICH 


News has now been received of the death three vears 
ago of Prof. Carl Bruck, who, with Wassermann and 
Neisser, in 1906, described the specific diagnostic blood- 
test for syphilis. He was born in 1879 at Glatz, in 
Silesia, and after graduating in 1902 he spent four years | 
as an assistant at the Robert Koch Institute in Berlin. ` 
In 1906 he joined the German expedition for the investi- 
gation of syphilis in Java. On his return to Germany 
in 1908 he was appointed to the university dermatological 
clinic at Breslau under Neisser, and three years later 
received an associate professorship. Later he became 
director of the dermatological department of the munici- 
pal hospital in Altona, and he held this position until 
he was removed by the Nazis in 1933. He died by his 
own. hand on June 12, 1944, when he was about to be 
arrested by the Gestapo, and his wife (née Olga J Speen 
followed him two days later. 


= Births, Marriages, and Deaths 


BIRTHS 


GRAY.—On May 26, in London, the wife of Dr. J. D. ‘Gaya son. 

KinG.—On May 13, the wife of Dr. R. E. King—a daughter. 

LumMB.—On May 31, in London, the wife of Dr. George Lumb 
—a son. 
MILLER.—On May 28, at Newcastle-upon- Tyne, to Dr. Eileen 
Miller (née Baird), ‘wife of Dr. Henry Miller—a daughter, 
RopGERs.—On May 27, the wife of Mr. Harold Rodgers, O.B.E., 
F.R.C.S.—a son. 

STROTHER-STEWART.—On May 24, at Edinburgh, the wife of Dr. 
C. R. Strother-Stewart—a son. 

ToomEy.—On May 25, at Arbroath, the wife of Surgeon Liecut.- 
Commander A. Toomoy, R.N.— a ‘daughter. 


MARRIAGES 


PATUCK—-MAYHALL.—On May 24, at Luton, 
M.R.C.8., to Margaret Mayhall. 


DEATHS 


DockRay -—On May 27, at Bournemouth, John Smalley Dekar, 
M.D. Manc., B.8C. Lond., aged 76. 

LrrT.—On May 25, at Lytham St. Annes, John Percy Litt, 
M.D. Edin., D.P.H., D.T.M. & H., colonel R.A.M.C 

MACDONALD. — On May 28,at E dinburgh, Angus Graham Macdonald, 
0.B.E., M.D. Edin. 

WHELAN.—On May 27, at Plymouth, Hamlet Mark Whelan, | 
M.R.C.S., siegon: rear-admiral R.N. 


p 
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Diary of the Week 


JUNE 8 TO 14 


Monday, 9th 
ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
3.45 P. P Palen . J. Last: Pectoral Girdle. (Arnott demon- 
8 
5 pm. Mr. T. Keith Lyle: Squint Surgery. | 
MEDICAL SOCIETY OF LONDON, 11, Chandos Street, W.1 
8 pM. Clinical meeting. g 
FELLOWSHIP OF POSTGRADUATE MEDICINE 
5 P.M. (Rheumatism Unit, St. Stephen’s Hospital, Fulham 
oad; S.W.10.) Dr. Hugh Dunlop: Endocrine Factors in 
Relation to the Chronic Rheumatic “Diseases. . 


Tuesday, 10th 
ROYAL COLLEGE OF SURGEONS 
5 P.M. Dr. Alice Carleton: 
Ophthalmology. , 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W.1 
8 P.M. Psychiatry. Prof. L. S. Penrose : Importance of 
Statistics in Psychiatry. 
FELLOWSHIP OF POSTGRADUATE MEDICINE 
5 P.M. ee Stephen’s Hospital.) Dr E E. G. L. Bywaters : Joint 
Physiology and Pathology. 
LONDON SCHOOL OF DERMATOLOGY 5, Lisle Street, W.C.2 
5 P.M. Dr. I. Muende: fiction: of the Skin. 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE i 
5 P.M. (Royal Infirmary.) Mr. C. P. Stewart, PH.D.: ; Bio- 
i e try of Senescence. 


Wednesday, 11th 


ROYAL COLLEGE OF SURGEONS > 
3.45 P.M. N; R. J. Last: The Larynx. (Arnott demonstration.) 
5 P.M. Mr.F. A. Williamson-Noble : Glaucoma Surgery. 
FELLOWSHIP OF POSTGRADUATE MEDICINE ; 
5 P.M. (St. Stephen’s Hospital.) Timbrell Fisher : 
pædic Aspect of the Chronie R Rheumatic Diseases. 


Thursday, 12th 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. J. Minton: Occupational Brea Diseases äna Injuries. 
(Hunterian lecture. ) 


ROYAL SOCIETY OF MEDICINE 


Skin Disease in Relation to 


Ortho- 


4.30 P.M Ophthalmology. Demonstration of methods of 
ilumination. ' 

5.15 P.M. Mr. J. G. D. Currie, Mr. H. C. Weston, Mr. J. W.T. 
h, p.sc.: Illumination. 


FELLOWSHIP OF POSTGRADUATE MEDICINE 
5 P.M. E Stephen’s Hospital.) Dr. David Shaw : Psychogenic 
Rheumatism. 


LONDON SCHOOL OF DERMATOLOGY 
5 P.M. Dr. H. W. Barber: Prurigo. 


EDINBURGH POST-GRADUATE BOARD FOR MEDICINE 
4.30 P.M. Dr. R. W. D. Turner: Judgment in Cardiology—a 
Study of Errors. (Honyman Gillespie lecture.) 


Friday, 13th 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Mr. R.-J. Last: Kidneys. 
5 P.M. Prof. W.J. B. Riddell : 


ROYAL SOCIETY OF MEDICINE — 
10 AM. eee (Royal Victoria Infirmary, Newcastle.) Prof. 
. Spence: Organisation of a Professorial Unit. Dr. 
: Method of Tecoraing Neonatal Infections 
in a Maternity Hospital. Dr. F. J. W. Miller: Pre- 


(Arnott demonstration. ) 
Hereditary Eye Disease. 


2.15 P.M. Dr. Alan Ogilvio: Bronchiectasis. ‘Dr. Donald 
Court: Acute Intussusception. 
FELLOWSHIP OF POSTGRADUATE MEDICINE 
5 P.M.. (St. Stephen’s Hospital.) Dr. Philip Ellman: General 


Medical Diagnosis in Relation to the Chronic Rheumatic 
Diseases. 


EMPIRE RHEUMATISM COUNCIL ' 
4.30 P.M. (Apothecaries Hall, Blackfriars ae E.C.4.) Sir 
Adolphe Abrahams : Inaugural lecture. 
5.30 P.M. Dr. Ernest Fletcher: Arthritis. l 


Saturday, 14th 


EMPIRE RHEUMATISM COUNCIL . 

10 a.M. (Apothecaries Hall.) Dr. R. E. ‘Bonham-Carter: Juvenile 
Rheumatism and StiJl’s Disease. 

11.15 a.m. Dr. G. D. Kersley: Spondylitis. 

2 P.M. Dr. George Graham: Gout. 

3 P.M. erie S. C. Copeman: Non-articular Rheumatism and 

ciatica. 

4. ,30 P.M. Dr. Oswald Savage: Differential Diagnosis of Arthritis. 

(Course ends Sunday.) 


For Doctors Only is a collection of twelve sketches of 
general practice by ` Hugh Selwyn ” which first appeared in 
the London Hospital Gazette. It entirely avoids the solemnity 
of Victorian studies on the same theme: but, like the 
characters, it ‘‘sobers down at times for. clinical reasons,” 
and readers with a high tolerance for exuberance, slang, 
and anecdote will find useful information among the fun. 
It is published by W. E. Harrison & Sons, Ltd., Ipswich, 
at 5s. 
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Notes and News 


FOR NURSING CANDIDATES 


BROcHURES from nurse training schools are now becoming 
the fashion. St. George’s Hospital has published a handsome 
and well-illustrated document describing the training offered, 
and the amenities of the two nurses’ homes. Nurses also 
spend a period of training in the Atkinson Morley Hospital, 
a branch of St. George’s, which, besides being used for con- 
valescence and reablement, also houses large neurosurgical 
and psychiatric departments. 

The training schools of large voluntary hospitals are in a 
position to select candidates, and it is noteworthy. that the 
brochure begins by outlining qualifications which ‘‘ candidates 
must necessarily fulfil.” They should be ‘‘ of good education, 
health and physique, and they should have the natural 
temperament which makes for the successful nurse.” This 


slightly discouraging opening may be contrasted with the 


note on education found in.a brochure issued by Bromley 
and District Hospital: ‘‘ There is full scope in the nursing 
profession for girls of marked ability and high educational 
standard, but the girl who has, for one reason or another, 
not gained a school certificate need not feel that she is debarred 
from acceptance as a student nurse on this account. 

Both brochures set out clearly the facts about nursing 
examinations, and outline the careers and prospects open 
to the qualified nurse. Such publications should do much 
to give prospective candidates a balanced view of the nurse’s 
life, and to correct misgivings about conditions of work and 
living quarters in good modern training schools. 


FOR PSYCHIATRIC SOCIAL WORKERS 


THE mental-health service depends much on the ability 
and initiative of psychiatric social workers. The London 
School of Economics, with the help of the Maudsley Hospital. 
staff, have long undertaken the training of metropolitan 
social workers in this specialised branch; and the London. 
County Council have just published a handbook? for the 
guidance of psychiatric and mental-deficiency workers in 
their public-health department. 

This handbook, compiled by a special committee of experi- 
enced officers of the council, was largely in proof before the 
National Health Service Bill was introduced last year; and 
the committee had to decide whether to give up the book 
for the moment, or to proceed with it, delaying final publica- 


tion until the Act was passed. The second course was chosen, 


and since the main effect’ of the Act has been to transfer the 
control of mental hospitals, mental-deficiency institutions, 
and psychiatric outpatient clinics to regional hospital boards, 
it has been possible to indicate the changes which will follow 
when the Act comes ‘into force. The local health authorities 
remain responsible for the ascertainment of cases of mental 
deficiency and mental ill health, for statutory supervision and 
guardianship of mental defectives living in the community, 
and for aftercare. The handbook covers these and other 
aspects of work in which the psychiatric social worker shares, 
including the procedure for obtaining detention orders, 

guardianship, psychiatric social work in mental hospitals, 
mental-deficiency institutions, observation wards and out- 
patient clinics, and the special problems presented by old age 
and epilepsy. 

The chapter on guardianship mentions a recent practice 
by which social workers on the council’s staff have been made 
the statutory guardians of defectives. This is a specially 
satisfactory way of looking after mentally defective boys who 
have left a residential special school at the age of 16. The 
appointment of a social worker as guardian enables the council 
to supervise such boys more closely than would otherwise be 
possible ; and though it entails serious responsibility for the 
social worker she usually finds it a satisfying piece of work 
giving scope to her best qualities. Her first task is to find 
suitable lodgings for the mentally defective boy, with a land- 
lady who will take an interest in his personal care and welfare. 
It is found that a household with a man at the head usually 
suits this type of boy better than one in which the atmosphere 
is wholly maternal. The handbook advises on the kind of 
home to be chosen, and on the sort of life the boy should be 
encouraged to lead, as well as much other important informa- 
tion. It is marred only by a somewhat stilted choice of style 
and language. 


1. Handbook on Mental Health Social Work. County Hall, 
Westminster Bridge, S.E.1. Pp. 114. 2s. 6d. 


' America of the duties of the practical nurse. 
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MEDICAL DIRECTORY 


THis invaluable work! has undergone an operation in its 
103rd year. It had become so unwieldy that it has been 
neatly bisected to produce two volumes of equal size. Part I 
contains London and the Provinces as far as most of the 
way through S. One wonders what the arguments were 
against two volumes of unequal size, part I to contain London 
and the whole of the Provinces. For ready reference one 
will have to memorise either the name at the end of part I 
or that at the beginning of part m. All the usual helpful 
features of this directory are still present. 


ART IN MEDICINE 


To achieve a faithful record of what he sees, the artist 
needs a keen eye and unflagging self-discipline; for the 
natural impulse is to emphasise and interpret, thus clouding 
actuality—for better or worse. This temptation has been 
shunned by Miss Anna Zinkeisen in most of her medical 
pictures, which are being exhibited at Foyle’s bookshop in 
Charing Cross Road. The exhibition, which remains open 
till June 19, shows how ably Miss Zinkeisen has fulfilled her 
task as artist to St. Mary’s Hospital, Paddington. Whether 
showing the brave improvisation of the first-aid station, the 
bustle of the casualty department, or the surgical team at 
work in the theatre, Miss Zinkeisen paints with restraint and 
acute observation. Despite good use of colour, these might 
not be comfortable works to live with—the precision of detail 
and the artist’s personal unobtrusiveness make for a rather 
brittle coldness—but they should not be lost to the record. 
Less formal drawings of air-raid casualties are alive with the 
victims’ sense of bewilderment and shock; and, in lighter 
vein, some outpatient studies are good entertainment. The 
exhibition includes pathological drawings lent by the Royal 
College of Surgeons. These prove that, whatever the merits 
of photography, the artist retains a place in this field. The 
several hospitals which are said to be toying with the idea of 
appointing artists will find fresh impetus in Miss Zinkeisen’s 
work ; but whether they will find artists with Miss Zinkeisen’s 
rare qualities is another matter. 


“ FAMILY ” 


As a topic, family life has never been exhausted; and a 
new magazine,? edited by Crystal Herbert in consultation 
with the Family Relations Group, confidently undertakes 
to talk of nothing else. The first issue, prefaced by the good 
wishes of Lord Horder, as chairman of the group, merely 
opens the windows on the limitless prospect. It tells of home 
life in a prefabricated house, of the management of adolescence 
{both by the sufferer and those about him), of home life in 
Russia, of education weeks when fathers can visit the schools 
of their children and see what goes on, of music for children, 


of keeping the doctor away, of the Coventry Health Club. 


and their plan for a family colony, of broadcasting in the 
children’s hour, and of Parliament and the family. There are 
also some good pages on household equipment, new books 
for parents and likely books for children, and a journal of 
the editor’s own family living in a Kentish village. Plenty 
of line drawings and some pleasant photographs lead the reader 
on, to his profit. 


DUTIES OF THE PRACTICAL NURSE 


SomME weeks ago we feferred to an analysis? made in 
It showed that 
this type of nurse—who corresponds in many ways to our 
assistant nurse—can relieve the fully trained nurse of a great 
number of duties which call for common sense, kindness, and 
good manners rather than great technical knowledge. We have 
since received a much more comprehensive analysis ê of 
practical nursing, with suggestions for training programmes. 
This has been drawn up by a working committce made up 
of representatives of interested bodies in the fields of education, 
nursing, and the health services. The analysis is exceedingly 
detailed, covering 120 pages of the stout report ; it represents 
the best American professional judgment on the duties which 
may be fittingly undertaken by practical nurses, and is 


1, The Medical Dircclory 1947. London: J. & A. Churchill. 1947. 
Pp. c +2590. 63s. 

2. Family. Published (for the present) quarterly from 1, Dorsct 
Buildings, Salisbury Square, London, EK.C.4. 18. 3d. per copy. 
6s. per year. 

3. Lancet, March 29, p. 419. 

4. Practical Nursing. Federal Security Agency Office of Education. 
Nias cererumeny Printing Oflice, Washington, D.C. Pp. 144. 

5 cents. 
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recommended in the foreword as an authoritative source of 
information for the development of an acceptable curriculum. 

Though American hospital conditions differ in many ways 
from ours, in all important respects they are similar, and a 
study of this analysis will interest all who have to plan training 
courses for either assistant or State-registered nurses. Besides 
showing how much a fully qualified nurse could safely leave 
to a properly trained assistant, it enumerates as practical 
nursing duties some tasks which are at present ignored in 
our hospitals or may be undertaken at random by the sister, 
nurse, student, or orderly, or in some instances hy the ward- 
maid. These include such things as regulation of light, 
ward temperature, and ventilation, care of ward cleaning 
equipment and its use, care of refrigerators, care of hearing- 
aids, prostheses, and colostomy belts, and the arrangement 
of menus and preparation of various types of food—such as 
cooked and uncooked fruit, hot and cold drinks, fresh and 
frozen vegetables, salads, and salad dressings. 

At the technical end of her scale of duties, the practical 
nurse is expected to be able to give various types of enema, 
to apply first aid, to look after the patient’s mouth, bowels, 
fingernails and toenails, and corns and callouses, to apply 
poultices and insert suppositories, to take temperatures and 
examine urines, look after the incontinent patient, give baths, 
give injections, prepare special diets, feed infants, and apply 
bandages. Evidently the committee see the practical nurse 
as an all-round capable woman willing to do anything within 
her scope to make the patient comfortable. 

It is interesting that the report, though it includes some 
thoughts on planning the curriculum, gives no outline of a 
theoretical course designed to accompany this practical 
training. Clearly the committee put practice a long way 
ahead of theory in the training of this type of nurse. 


ALL ABOUT THE CANTEEN 


THE Industrial Welfare Society have published a 6th 
edition of their best-seller, Canteens in Industry. This 
guide to planning, management, and service has proved its 
worth. Well illustrated, with plenty of facts and figures, it 
should supply all the information needed by firms setting up 
new canteens or determined to improve old ones. The facts 
given are based on the practical experience of canteen 
managers and others. Besides new plans of canteens of 
different sizes, the book contains much about premises, 
methods of service, finance, staff, food and diet, and legal 
aspects. 


VITAMIN SUPPLEMENTS 


THE Ministry of Food now issues three vitamin preparations 
for children and expectant mothers in quantities which will 
provide the following supplements : 


Issued to 
Expectant mothers 


Daily supplement 
Vitamin C 40 mg. 


Preparation 


Concentrated 
orange juice 


Infants under 6 months ji 13 mg. 
Children between 6 
months and school age i 26 mg. 


Preschool children and 
expectant mothers 


Vitamin A 4000 1.U. 
Vitamin D 700 I.U. 


Vitamin A 4000 I.U. 
Vitamin D 800 L.vU. 
Calc. phosph. B.P. 


250 mg. ` 
Pot. iodide 0-13 mg. 
A charge of d. per bottle is made for the orange juice 
when the applicant can afford this; otherwise all the 


preparations are free. The Ministry’s announcement in our 
advertisement columns gives further particulars. 


Cod-liver oil conu- 
pound 


Chocolate - coated 
vitamin A and D 
tablets 


Expectant mothers 


Woman Health Minister 

Miss Mabel Howard, the new minister of health for New 
Zealand, is the first woman to be appointed to the New 
Zealand cabinet. 


Civic Honour for Dr. C. W. Buckley 

On May 30 the freedom of the borough of Buxton was 
conferred on Dr. C. W. Buckley in recognition of his 
services to the town for more than 40 years. Dr. Buckley, 
who became physician to the Devonshire Royal Hospital in 
1912, is an alderman of the borough. 


1. Published by the society, 14, Hobart Place, Westminster, 
S.W.1. Pp. 90. 48. 6d., 
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University of Oxford 


On July 26 the honorary. degree of-D:SC. will be conferred 
on Dr. A. E. Barclay. ` 


Royal College of Physicians of London 

' On Tuesday and Thursday, July 15 and 17, Prof. P. C. P. 
Cloake will deliver the Humphry Davy Rolleston lectures at 
the college, Pall Mall East, S.W:1. He will speak on the 
Treatment of Disseminated - Sclerosis by Artificial Pyrexia 
and Prolonged Administration of Arsenic. 


London Blood Transfusion Service oP 

' The headquarters of the Greater London: Blood Trans: 
fusion Service are now at 10, Collingham Road, S.W.5 
(Frobisher 6477). ` 


Research Defence Society | 

On Tuesday, June 17, at 3.15 P. M., at 26, Portland Place, 
London, W.1, Prof. G. Ë. Wooldridge, F.R.C.V.S., will deliver 
the Stephen Paget lecture on What ae: Owe to oopan: 
mental Research. 


Passano Foundation Award 

On June 12 in Atlantic City this award for 1947 will be 
- presented to Mr. Selman A. Waksman, microbiologist at the 
New Jersey Agricultural Experiment Station, by Mr. Robert S. 
Gill, president of the Williams & Wilkins Company and of the 
foundation. ‘Mr. Waksman will afterwards give an address 
on Antibiotics and Tuberculosis—a Microbiological Approach. 


Royal Medical Foundation of Epsom College 

Henry Duncalfe annuities of £30 p.a. each for spinsters 
in need of help will shortly be awarded by the council. Candi- 
dates must. be daughters of registered medical practitiéners 
and must have attained. the age of 50. . Pensions for 
impecunious doctors or their widows, and scholarships for 
their sons, are also available from the funds of the foundation. 
Forms of application may be had from the one Epsoni 
College, Surrey. 
Hospital for Sick Children, Great Oina Street 

Members of the consulting staff of the hospital will in future 
see outpatients only by appointment. Appointments, which 
should be made by the patient’s own doctor, preferably in 
writing, may be’ made for any time between 9.30 a.m. and 
_ 12.30. P.M. except on Sundays. Patients who attend without 
an -introduction from. a doctor will be examined in the 
receiving-room and- only when necessary referred to a 
consultant. 
oo for Relief of Widows and Orphans of Medical 

on: 
The annual general meeting of the society was held on 


May 21, with Dr. R. A. Young, the president, in the chair. 
The resignation of Dr. Blackett was received, and in appre- 


ciation of his services as secretary for over 40 years he was . 


elected a vice-president. During 1946 £4950 was distributed 
to the 52 widows who are beneficiaries. The membership of 
the society is now 281, of whom 160 are life members and 
121 are ordinary members. Further particulars may be had 
from the secretary, 11, Chandos Street, London, W.1. 


Central Drugs Laboratory for India 


Under the Drugs Act the Biochemical Standardisation 
Laboratory at 10, Chittaranjan Avenue, Calcutta, has been 
constituted as the Central Drugs Laboratory. Its functions 
will include: (1) the analysis of samples submitted by 
customs collectors and courts of law, and (2) the granting of 
certificates of registration for patent and proprietary medicines 
with undisclosed formule. The Drugs Act and rules came 
into force on April 1, except the provisions for the registration 
of patent and proprietary medicines, which are to take effect 
on April 1, 1948. 


ae eee Empire Leprosy Relief Association 


. Gordon Ryrie has been appointed medical secretary of 
i ARS A in succession to Dr. Ernest Muir who has 
retired. 


Dr. Ryrie, who graduated M.B. at the University of Edinburgh 
in 1926, joined the Colonial Medical Service in Malaya two years 
later. He was appointed superintendent of Sungei Buloh Leper 
Hospital in 1930, where he remained until the end of 1945. During 
the Japanese occupation Dr. Ryrie organised his settlement as a 
base for aiding our troops, guiding them in the jungle and sending 
food and medical supplies. In January, 1944, the Japs became 
suspicious, and they put him in prison, later sending him to a 
labour camp where he remained until the liberation. Immediately 
after VJ- cay, though in poor health, he resumed his work at the 
punga Pulo Hospital until the autumn of 1945 when he returned to 
Znglan 


. (commander); Brigadier D. B. Mc 


-TURNEY, H. F., D.M. Oxfd, M.R.C.P. : 


Society for Endocrinology 


The following officers of this aay have been elected.: 
chairman, Mr. A. S. Parkes, Sc.D., F.R.S. ; secretary, Mr. 8. J. 


‘Folley, PH.D. ; treasurer, Mr. C. W. Emmens, PH.D. ; editor 


of the Proceedings, Prof. S. Zuckerman, F.R.S. ; members of 
committee, Dr. P. M. F. Bishop, Dr. C. H. Gray, Mr. P. C. 
Williams, Prof. F. G. Young, D.S0. E 
Return to Practice | | A 

The Central Medical War Committee announces that Mr. 
Harold Park, F.R.c.s., has resumed civilian practice at 
40, Wilbury Road, Hove, 3, Sussex. 
Foreign Awards 

The following decorations have bash conferred on R.A.M.C, 


officers in recognition of distinguished services inthe cause of 


the Allies : 
UNITED STATES 
. Legion of Merit.—Major-General W. C. Hartgill, c. Ba M.C., K.H.8. 
McGrigor, 0.B:B. (officer). ` 
Bronze Star Medal. Lieut. -Colonel A. J. KIBE: Major’ H. G. 


McQuade. 
7 z =- BELGIUM 
Croix de Guerre 1940 wüh Palms.—Captain R. L. Rees. 
CZECHOSLOVAKIA 


a Osder of | of the White Lion (3rd Class). Major-General. Sir Henry 
idy, K.B 

Medal or Merit (ist Class). —Lieut. -Colonel Henry Ross, C.LE., 
I.M.8S. ; 


Appointments 


BALL, MARGARET, M.B. Camb., M.R.C.P. asst, 

Elizabeth Garrett Anderson Hospital, London. 

BrRasH, DAVID, M.B. Glasg., D. M.R. 
ma: 


physician, the 


ry. 

Burt, H. A., M.B. Camb., M.R.O.P. : 
physical medicine, University College Hospital, London. 

BYars, J. R., M.B. Aberd., D.P.H.: senior asst. county and schoo] 
M.O., Leicestershire. 

DAVIES, I. G., M.D. Lond., M.Ric.P., D.P.H. 
- Leeds. 

DOYLE, W.J., M.B. N.U.I., D.P.H. : deputy county M.O. H.y Devon. 

GEOHEGAN, V. P., M.B. Leeds, D.P.H.: deputy | M.0.H., Weston- 
super-Mare. 

HEWITT, SELWYN, M.B. Durhb., B.HY., D.P.H.: 
M.O. and school M.O., Herefordshire. 

KATZ, JACOB, M.D. Bratislava, D.P.H. : deputy M.O.H., Acc 
LOUIS, FRANCIS, M.B. Lond., F.R.O.S.: 
Piu epon; Great Western Hospital, Swindon. 
Porpizn, A. W.,. M.B. Glasg., F.R.F.P.S., M.R.C.0.G, : 
North Middlesex County Hospital, Edmonton. 
ROSE, MURIEL, M:B. Lond., M.R.C.0.G.: obstetrician, Redhill County 


Hospital, Edgware. 
SHaw, C. H., M.B. Lond, : asst. M. O.H., Rotherbam. 
senior asst. M. o., East Riding, 


THORBURN, ‘A. L., M.D. Belf., D.P.H. 
Yorks. 
physician i.c. department of 
physical medicine, Southend-on-Sea General Hospital. . 
London County Council Mental Health Service: 


Asst, medical officers: 

AMINOFF, JACK, M.R.C.S. : Friern Hospital, New Southgate. 

ANNEAR, M. W.,M.R.C. S.: Cane Hill Hospital, Coulsdon. ` 

JONES, R. M., M.B. Camb.: Banstead Hospital, Sutton. l 

May, P. R. À., M.B. Camb. : Bexley Hospital, Bexley. 

Royal Berkshire Hospital, Reading : 

Evans, W. G., M.B. Lond., D.M. R T: 
department.. 

HOOPER, mee N., 


logis 
WILLIAMS, R. H. H., M.B. Camb., F.R.C.S.E. : aural surgeon. 


M.0.H. and school. M.O., 


senior asst. county 


n. 


wr 


director of radiotherapy 


_ Royal pe ae Infirmary, Newcastle-upon-Tyne: 


Buack, J. I. M., M.D. Durh., F.R.0.5.: asst. surgeon to throat, 
nose, ‘and ear department. \ 

BRUMWELL, JOHN, M.B. Duth., F.R. C.S. : surgeon. , 

DAVISON, ‘GEORGE, M.D. Durh., M.R.C. P., D.C.H.: associate 


ela a children’s department. 
> M.D. Durh., M.R.O.P. 
GREEN, O. A., M.D., PH.D. Edin., D.P.H. : 
HOUSTON, B. D., M.B. Durh., D. M.R. 
HUNTER, WILLIAM, M.D. Durh., M.R.C.O.G, ! 
gynecological department. 
. JONES, J. D. T., M.S. Durh., F.R.C.S. 


asst. physician. 

clinical bacteriologist. 
asst. radiologist. 
associate surgeon, 


DEWAR, H. A 


L A surgeon. 


LAKE, L. H., M.B. Durh., D.0.M.S,: asst. surgeon, ophthalmic, 
department. 
MILLER, H. G., M.D. Durh., M.B.C.P., D.P.M.: asst. physician. 


MILLER, J. F. W., M.D, Durh., M.R.C. P., D.C.H. : associate physician, 
children’s department. 


Pask, E. A., 0.B.E., M.B. Camb., D.A.: head of department of 
anæsthetics. 

RANKEN, MARGARET, M.B. Durh. : associate surgeon, ophthalmic 
department. 


REID, J. L.; B.M. Oxfd, D.L.O.: asst. surgeon, throat, oe and 


ear department. 


Roseg, J. D., M.B. Durh., F.R.C.8. 3 asst. surgeon. 
STABLER, F. E. .» M.D. Durh., F.R.C.8. -» F.R.C.O.G. ; saat. ‘surgeon, 
gyneecological department. 
Way, S. A., M.R.O.8., M.R.C.0.@.: associate surgeon, gynæco- 
. logical department. 
WRIGHT, ELSIE, M.D. Lond.: associate physician, children’s 
department. Raa 


radiologist, Bolton Royal 
director of department of 


rineto 
accident and orthopedic 
obstetrician, | 


M.B. Camb., F.R.C.8. : obstetrician and gynæco- 


a 
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THE CLINICIAN AND THE RH FACTOR * 


Sir LEONARD PARSONS 
M.D. Lond., F.R.C.P., F.R.C.O.G. 


EMERITUS PROFESSOR OF PÆDIATRICS IN THE UNIVERSITY OF 
BIRMINGHAM 


Dure the last five or six years research into the 
genetics and serology of the Rh factor has so completely 
monopolised the stage that there has been a tendency to 
overlook the important contributions which clinicians 
have made to our knowledge of the disorders due to it. 
Moreover, even when their work is acknowledged, little 
credit is given to British pædiatricians. Thus, in his 
lecture to this faculty on ‘‘ The significance of the Rh 
factor in medicine and obstetrics,” in 1944, Prof. D. F. 
Cappell did not give a single reference to the work of a 
British clinician. The present lecture is therefore, in 
great part, a plea for the recognition of the work of 
British pediatricians, particularly that of some of my 
colleagues. My thesis is that the conception and proof 
that ‘“erythroblastosis’’ is a hemolytic disease was 
chiefly the work of the Birmingham school of pxdiatrics ; 
a fact which has been generously recognised by Professor 
Cappell (1946) in his most recent papers. The actual 
factor causing the hxmolysis—the Rh antibody—was 
demonstrated by American workers in a series of brilliant 
observations, and the demonstration of the various 
subgroups of the Rh factor and the explanation of seeming 
inconsistencies in its action have been the work of 
British and American serologists. 


HISTORY OF HZMOLYTIC DISEASE 


In view of my claim for the Birmingham school of 
pediatrics it is not without interest that the first descrip- 
tion of icterus gravis was in a report published in 1902 
on ‘ʻA family series of fatal and dangerous cases of 
icterus neonatorum—fourteen cases in one family with 
four survivors,” by Dr. J. A. Arkwright, who practised 
at Halesowen within five miles of the Children’s Hospital, 
Birmingham. A description of another ‘‘ Series of cases 
of jaundice in the foetus’? was published in the same 
year, but in 1905 a contribution appeared which was 
even more interesting than Arkwright’s paper, since it 
was written by Dr. G. A. Auden, who later became 
physician in charge of the psychiatric department of 
the Birmingham Children’s Hospital. This paper bore 
the title ‘“‘ A series of fatal cases of jaundice in the new- 
born occurring in successive pregnancies,’ and the 
description of the clinical characteristics of the condition 
is so accurate that it might have been written yesterday. 
He summed them up as follows: 

(1) The appearance of the disease in successive children 
of the same parents. 

(2) The rapid development within a few hours of birth of a 
jaundice which quickly became profound. 

(3) The occurrence of a generally drowsy condition which 
usually ended in convulsions, terminating fatally. 

(4) The severe anemia, which became more and more 
marked as the colour of the jaundice waned, and which 
persisted for a lengthy period in those affected children who 
survived. 

(5) The ‘“ hepatogenous ”’ characteristics of the jaundice 
and absence of any form of hemorrhage. 


He even thought it probable that a stillborn child and 
two abortions in the same family were due to the same 
cause which produced the jaundice in the children born 
alive. This remarkable little paper is indeed a veritable 
clinical cameo. A paper by Dienst, of historical interest, 
was also published in 1905 in which he stated that 
“ eclampsia is nothing but a transfusion of incompatible 
blood of the child into the mother’s circulation as a 
result of a communication between. the two,” and sug- 


e A lecture delivered before the Royal Faculty of Physicians and 
Surgeons of Glasgow on Feb. 19, 1947. 


6459 


gested that the same process might take place in the 
child if the mother’s blood gained access to it. 

Pfannenstiel first used the term icterus gravis in 1908, 
and a year later Buchan and Comrie described extra- 
medullary hemopoiesis in association with it, a combina- . 
tion to which in 1912 Rautmann gave the name of 
erythroblastosis. There was no further paper of impor- 
tance until 1920, when the late Sir Humphry Rolleston, 
who thought that the disease was due to “ fetal toxemia 
of maternal origin,” reviewed 130 cases of “ grave 
familial jaundice of the newly born” with a case- 
mortality of 77%. In 1923 Ottenberg, recalling Dienst’s 
paper on eclampsia, said that it seemed possible that 
jaundice of the newborn “‘ may be due to the same cause, 
accidental placental transfusion of incompatible blood,” 
but produced no evidence in support of his theory. 

Six years later Hampson propounded a view which was 
a complete reversal of this theory. He thought that the 
hemolysis which, since red blood-cells are not immortal, 
constantly occurs in intra- and extra-uterine life was 
kept in check during fetal life by something produced 
by the mother and passed on to the fœtus, and after birth 


produced by the baby. This “‘ something ” limited the 


hemolysis at birth to the production of physiological 
jaundice ; but, if it were absent or diminished before or 
after birth, hzemolysis proceeded unchecked, producing 
severe jaundice and anemia. Further, he maintained 
that this hemolysis could be prevented by the injection 
of blood-serum into the baby because, whereas before 
the adoption of this treatment 75 out of 90 cases in the 
families of his patients died, after its adoption 17 out of 
18 recovered. In the same year Goldbloom and Gottlieb 
showed that the hemolysis at birth, which always pro- 
duced bilirubinemia and sometimes also physiological 
jaundice, was due to the postnatal readjustment from 
an environment which required | polycythemia for 
adequate oxygenation to one in which polycythemia 
was not necessary. 

Stimulated by Hampson’s work and by the researches 
on nutritional anemia of Elvejhem in America and 
Helen Mackay in England, we began in 1930 investiga- 
tions into the anæmias of infancy and childhood which 
are still in progress, and in 1933 I was able to write as 
follows: — 

‘“ Sometimes in the newborn child hemolysis is severe 
and unchecked and a profound anæmia of the hemolytic 
type develops within a few days of birth. This form of 
hemolysis occurs in familial icterus gravis. As a result the 
bone-marrow is stimulated and the extramedullary centres 
of the erythron recalled into activity, and a form of 
erythroblastosis of the newborn is produced.” 


Two years previously Burnham and Sanford 3 
America had again put forward the view that the grave 
familial jaundice of newborn infants was due to`the 
persistence of a phenomenon of fæœtal life—erythro- 
blastosis—and in 1932 this theory was elaborated by 
Diamond, Blackfan, and Baty, of the Boston school, 


‘with the result that icterus gravis became pagely known 


as erythroblastosis. 

The next important advance in our knowledge was 
the almost simultaneous demonstration by workers in 
Boston and in Birmingham that hydrops fostalis, icterus 
gravis, and hemolytic anemia of the newborn were 
different manifestations of the same underlying condition. 
The Boston school believed that this underlying condition 
was a primary erythroblastosis, whereas my colleagues 
and I (1933) were convinced that the primary factor in the 
disease was hemolysis and that the erythroblastosis 


| Was a compensatory mechanism, being in fact an attempt, 


by reverting to a fetal type of erythropoiesis, to elaborate 

more red cells to take the place of those destroyed. 

Moreover, we maintained that the agent which destroyed 

the red cells often also affected the hzemopoietic centres— 

i.e., the whole of the erythron—and that the resulting 
: Y 
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anemia was therefore more correctly described as 
erythronoclastic than as hemolytic. 
- In 1933 we were inclined to accept Hampson’s theory, 


r though we realised that it did not explain the damage to 


the hemopoietic centres, hydrops, the damage to. the 
liver, and kernicterus. We therefore had also to invoke 
the existence of a “ toxin.” As our investigations pro- 
ceeded, we became more and more certain that the disease 
was primarily a hemolytic process ; we obtained further 


support for this theory by quantitative studies of the 


excretion of bilirubinoid pigments in the stools, and in 


1940 my colleagues Dr. H. S. Baar and Dr. T. W. Lloyd, 


while investigating the life span of transfused red cells, 
_ demonstrated an actual hemolysin in the blood in 
icterus gravis. In 1941 Moureau also demonstrated the 
presence of what he called X hemolysin, but this was 
unknown to. British and American workers because of 
the war. In the same year (1941) Levine, Katzin, and 
Burnham suggested that the hemolysin concerned was 
the anti-Rh agglutinin, and in December, 1941, Levine 
and his colleagues produced further evidence in favour of 
this view. 


This was the culmination of a fascinating piece of 


investigation by American workers which began in 1939. 
In that year Levine and Stetson observed a severe 
reaction following the transfusion of the mother of a 


stillborn child with her husband’s blood; both parents 


were of the same blood-group (O), but by using a more 
delicate test they found that the mother’s serum did in 
fact agglutinate her husband’s red cells. They therefore 
suggested that the transfusion reaction was due to the 
immunisation of the mother by a ‘‘ new ” red-cell antigen 
possessed by her fœtus and inherited from her husband, 
and that the antibodies she had produced hemolysed 
his blood when it was transfused into her. In the 


_ - following year, by injecting into guineapigs and rabbits 


the red cells of the rhesus monkey, Landsteiner and 
Wiener obtained sera which agglutinated the red cells of 
85% of American white people, who were therefore called 
_ rhesus- or Rh-positive, whereas the 15% not reacting 
were called Rh-negative. In the same year Wiener and 
Peters found that in three transfusion accidents of this 
type the recipients were Rh-negative and the transfused 
blood was Rh-positive; they therefore concluded that 
the “ new ”’ antigen was the Rh factor. In December, 
1941, Levine and his colleagues published the paper to 
which I have referred, in which they showed that these 
transfusion accidents were usually associated: with 
erythroblastosis foetalis, and that 90% of the mothers 
of babies with erythroblastosis were Rh-negative, as 
against 15% of the normal population. They therefore 
concluded that the Rh antibodies were responsible not 
only for the transfusion accident to the mother but also 
for the foetal disease. Despite the discovery of the 
complex genetic structure of the Rh factor all the work 
done since this paper was published has proved over and 


over again that the conclusions, drawn by Levine and his 


colleagues were absolutely correct. 

A Rh-negative woman may be sensitised by trans- 
fusion with Rh-positive blood at any time in her life, 
or she may be sensitised by her infant in pregnancy ; 
but, since her response is cumulative, more than one 
transfusion, or more than one pregnancy, may be required 
to produce sufficient antibody to cause hemolytic disease 
in her fœtus. Usually this takes place in the 3rd or 4th 
pregnancy, but in one instance in our series it was 
delayed until the 13th. 

Since, therefore, there is now no doubt that our thesis 
was right, and that the erythroblastosis is purely a repara- 
tive process, I would again urge that the label “ erythro- 
blastosis ” should be replaced by ‘‘ hemolytic disease 
of the newborn.” 
adopted this view, the term erythroblastosis is so 
ingrained that it will only be altered by a determined 
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obvious until a few hours later. 


Though the Registrar-General has — 
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effort. Another important reason for making the — 


change is that erythroblastosis occurs in other conditions 
than hemolytic disease of the newborn ; for instance, it 
is present in premature babies and in the oversized 


‘babies borne by actual and potential diabetic mothers. © 
There is one valid criticism of this change—namely, that 


hemolytic disease of the newborn may be confused with 


hemorrhagic disease of the newborn, a condition with 


which it has not the remotest connexion. Wiener prefers 
the title congenital hzmolytic disease, but this may be 


confused with congenital hemolytic anzemia, which is 


a synonym for acholuric jaundice. 


CLINICAL TYPES 


For clinical purposes hemolytic disease of the nerbori 
is subdivided into three subgroups, each of which is 
characterised by one outstanding symptom: hydrops 
fætalis by cedemd, icterus gravis by jaundice, and 
hemolytic anemia of the newborn by anemia. It should, 
however, be remembered that each or all of these three 
symptoms may be present in all three manifestations 
of the disease, though jaundice when present in hydrops 
and hemolytic anemia is slight, edema is slight and often 
absent in both icterus gravis and hemolytic anemia, 
and anemia may be severe, slight, or absent in icterus 


gravis. Finally the Rh antibodies may produce death of. 


the foetus and as a result a miscarriage or a stillbirth. 
These different manifestations may occur in different 
pregnancies of the same mother. Of the three syndromes 
hydrops fceetalis is by far the least frequent and the 


most serious, the affected children being either stillborn 


or dying shortly after birth ; icterus gravis is the most 
frequent manifestation ; and the immediate and remote 
outlook in hemolytic anemia of the newborn is better 
than in either of the other two forms, since sequels are 
unknown. — 

There is no difficulty in recognising either hydrops 
fostalis or hemolytic anzmia of the newborn, because in 
the one case the child which is either stillborn or only 
survives a few hours is extremely cedematous, and in the 
other an apparently normal baby suddenly develops a 
startling pallor; thus, a baby at the 7th day of life 
was pink; but on the 8th day, without having had a 
hemorrhage, became ‘‘ as white as the sheet on which 
it lay.” > Usually, however, this pallor develops within 
the first 3 or 4 days. 

The jaundice in icterus gravis may be present at birth, 
and the waters, vernix caseosa, and even the placenta 
may be stained yellow; but more often jaundice is not 
It may not be 
present until 24 hours or even a little later, but it deepens 
rapidly, and on the 3rd day or so the child is almost 
mahogany brown. At this stage the child becomes 
drowsy, the respirations rapid, and subcutaneous 
hemorrhages, convulsions, cyanosis, and collapse may 
develop. If the child is untreated, and sometimes indeed 
in spite of treatment, unconsciousness supervenes and 
deepens, and death takes place usually on the 4th or 5th 
day. If, however, the baby survives, the jaundice gradu- 
ally fades during the next 3 or 4 weeks, the tint changing 
to lemon-yellow, and it becomes obvious that a severe 
degree of anzmia is present. When the jaundice begins 
it is difficult to differentiate it from physiological jaundice, 
except that it usually comes on earlier, increases more 
rapidly, reaches a greater degree of intensity, and may 
be associated with anzemia. 

All varieties of the disease show ee ythinoplastonia and 
erythroblastemia, and at some period the characteristics 
in varying degree’ of a hemolytic anemia. Before 
serological tests were available diagnosis was often difficult 
because these signs and symptoms may be absent or 
simulated by other diseases. Apart from serological tests 
the most important diagnostic finding is erythroblast- 
emia, but this may be absent, or present only in the 
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recovery stages; moreover it may be found in other 


| conditions, such as syphilis and sepsis, or even in the 


normal full-time baby at birth. Syphilis and sepsis may 
in fact present every clinical and hxmatological sign 
of icterus gravis, even indeed kernicterus. 

PROGNOSIS 


Death is the inevitable outcome of hydrops, whereas 
after appropriate treatment complete recovery usually 


occurs in hemolytic anaemia of the newborn, except on. 


these extremely rare occasions when after the acute 
phase a hypoblastic anemia develops which may last 
many months. In icterus gravis recovery may now be 
expected in about 70% of patients, but some of these, 
variously estimated at 5—-15%, will develop severe cerebral 
symptoms, and a smaller proportion cirrhosis of the liver. 
It is usually impossible to say in any given case of icterus 
gravis that cerebral symptoms will develop; this is 
unfortunate because, were it possible, it would surely 
be justifiable to withhold treatment in the hope that the 
child would die. Rarely in those babies who have 
kernicterus there is rigidity and even opisthotonos, and 
I should be afraid that a baby who had convulsions would 
later show cerebral symptoms. I also think a high- 


pitched cry suggests kernicterus. Rigidity may be first 


noticed at the age of six months, especially if the baby 
has an intercurrent infection. 


PATHOGENESIS 


At one time we thought that biliary obstruction by 
viscid bile produced by a rapid hemolysis was the cause 
of the guinea-gold obstructive type of jaundice seen in 
icterus gravis, which differed so much in appearance 
from the lemon tint usually seen in hemolytic anzmia, 
though it seemed obvious that sometimes also another 
factor was present which produced the necrosis of the 
liver which we found at necropsy. We did not pay 
sufficient attention to the fact that in hemolytic anemia 
of the newborn there was only a minimal amount of 
jaundice, though the degree of hemolysis was much 
greater than in icterus gravis. We now know that, 
though mechanical obstruction may play a small part, 
the jaundice is in the main.due to the pathological 
action of the Rh antibodies on the liver cells. Wiener 
{1946a) maintains that the liver damage is due to the 
plugging of the smaller arterioles by agglutination 


thrombi produced by the combination of maternal Rh , 


agglutinins (bivalent antibodies) with the Rh-positive 
red cells of the fetus. He also holds that the plugging of 
terminal vessels in the brain produces ischemic infarcts 
and kernicterus, and that a similar process in the marrow 


acts as an irritant to the marrow and causes erythro- 


blastzemia. Whether Wiener’s views or ours are correct, 
two facts in addition to necrosis of the liver cells show 
that the injury to these cells is the primary cause of the 
jaundice : 
Dr. E. M. Hickmans (1945) have shown that the choles- 
terol partition in the liver in icterus gravis is abnormal ; 
and (2) biliary cirrhosis sometimes appears as a late 
sequel to icterus gravis in exactly the same way as it 
occurs at times after an attack of infective hepatitis. 
Henderson (1942) has reported biliary cirrhosis in 
macerated fcetuses the subjects of icterus gravis, but we 
have only occasionally found an increase in reticulin 
fibres, and the appearance within the lobules of fibres 
staining with van Gieson’s stain, in children who have 
died before the 8th day, though cirrhotic changes have 


_ not been uncommon in children dying at a later stage. 


The staining of the nuclear masses in the brain in asso- 
ciation with neonatal jaundice was first described’ by 


Orth in 1875 and called kernicterus by Schmorl in 1904. 


These cerebral changes are thought by some observers 
to be: due to fixation of antibody in the nerve-cells 
similar to the process which I have described in the liver, 


(1) my colleagues Dr. A. R. Meyer and — 


but probably neither this nor ischemic infarction is the 
correct explanation. In our view the. changes are the 
result of liver damage—a hepatic encephalopathy not 
unlike that which occurs in progressive lenticular 
degeneration, though there is probably no connexion 
between the Rh factor and Wilson’s disease. The evidence 
in favour of our theory is as follows: | 

(1) After careful search my colleague Dr. Baar has never 
found occlusion of blood-vessels by agglutination thrombi in 
kernicterus, though hyaline thrombi such as occur in a 
variety of diseases have been found occasionally. 

(2) We have observed kernicterus in two jaundiced babies 
in whom iso-immunisation by the Rh factor was excluded by* 
serological tests. l 

(3) The occurrence of miliary necrosis in the liver in an 
infant associated with histological changes in the brain similar 
to those in kernicterus but without any bile staining (Baar 
1946). K 
In our view the sequence of events in kernicterus is an 
antigen-antibody reaction between the liver cells and the 
Rh antibody, resulting in necrosis of the liver cells, which 
is followed by necrosis of the brain cells, and these 
necrosed cells then become stained by the bile pigment. 
Kernicterus, therefore, is not due to hemolysis, and 
we have never found any parallelism between, on the 
one hand, the degree of hemolysis and, on the other, 
the severity of the jaundice and the presence of kern- 
icterus. ; . 

In this connexion, the differing manifestations of 
hæmolytic disease of the newborn in what were appar- 
ently identical twin boys are interesting. Since at birth 
their weights were almost equal it is reasonable to 
suppose they received an equal share of antibodies, yet 
one was more severely jaundiced but less anæmic than 
the other, had a mild degree of kernicterus, and when 
his incisor teeth erupted the enamel was coloured green, 
whereas his brother had neither of these conditions. 
Staining of the temporary teeth, usually the incisors, is 
one of the rare sequels of icterus gravis, its. incidence 
being considerably less than that of biliary cirrhosis. — 
There is no evidence of the premature death of the enamel _ 
cells, and the condition is probably linked with the - 
severity of the jaundice, comparable with extensive 
staining of the bones by bile which I have seen in a 
severe case of icterus gravis. 2 

Wiener states that plugging of the vessels in the liver 
and brain does not occur in hemolytic anemia of the 
newborn or in hydrops fetalis, but that the changes in 
those conditions are due to blocking antibodies or glutin- 
ins. Thus, if the maternal serum contains these blocking 
antibodies in small amounts, the child is either born 
anemic or develops anemia shortly after birth; but, 
when larger quantities are present, the process progresses 
further in utero until the anzemia is so severe that edema 
develops through anoxemia of the capillary wall 
(hydrops). | . l 

Now, as we have seen, he has said that erythroblast- > 
æmia is caused by agglutination thrombi in the smaller . 
arterioles in the bone-marrow which have been formed 
by the action of bivalent antibodies on the red cells ; 
yet erythroblastemia may occur in the normal newborn 
baby and is often present in hemolytic anemia of the 
newborn in which, according to him, this plugging of 
vessels does not take place. | 

Though his explanation of erythroblastzmia therefore 
appears illogical, Wiener’s theories are of considerable 
importance in explaining certain diagnostic tests and 
because of the treatment based on them. He assumes 
that the bivalent agglutinins combine with the antigens 
on the surface of the red cell and form a lattice, each 
agglutinin binding two cells together, and ‘therefore 
clumping occurs in any medium, saline.or serum. Blocking 
antibodies or glutinins are presumed to be smaller and 
therefore able to trayerse the placenta more readily 
than bivalent antibodies and to be univalent, since they 


818 THE LANCET] 


SIR LEONARD PARSONS: THE CLINICIAN AND THE RH FACTOR 


[JUNE 14, 1947 | 


can combine with red cells in saline media without 
producing any visible reaction. If, however, the medium 
used is serum or plasma, clumping occurs, and to explain 
this fact he postulates the existence of a third component 
which causes the red cells to stick together. This com- 
ponent is called “ conglutinin ” or “ X protein,” and it is 
adsorbed by the red cells only after they have been 
coated by their specific univalent antibodies. He also 
states that conglutinin is chiefly formed after birth as 
a result of the profound physiological changes which 
then take place, and that this explains the occasional 
, delay in the onset of hemolytic anæmia of the newborn 


until a few days after birth. Here again, I think his 


arguments are open to criticism ; for instance, hydrops 
foetalis is supposed to develop only if there are many 
blocking bodies, and conglutinin to be formed chiefly 
after birth ; yet, according to Cappell, miscarriage of a 
hydropic foetus may occur at the 5th month of preg- 
nancy ; hence the mechanism by which these blocking 
antibodies work must be active some weeks before birth. 
It is interesting to note that Race demonstrated the 
presence of blocking or incomplete antibodies shortly 
after Wiener. The Race test, the conglutination test, and 
Diamond’s slide test give valuable information and 
explain those cases in which in the past agglutination 
tests failed to demonstrate antibodies in the woman’s 
serum, though the fact that she was strongly sensitised 
to the Rh factor was shown by a stillbirth or a severe 
intragroup transfusion reaction. | 


A DISEASE OF FETAL LIFE 


Hemolytic disease of the newborn usually, perhaps 
invariably, begins in intra-uterine life, though it con- 
tinues after birth. The evidence in favour of this state- 
ment is the occurrence of the disease in macerated and 
hydropic foetuses and in premature and stillborn babies ; 
the presence of hydrops or jaundice at birth; and the 
development of a rapidly increasing jaundice soon after 
birth. It is true that, usually in hemolytic anemia of 
` the newborn and rarely in icterus gravis, the child 
` appears normal on the 2nd or 3rd day, but we -now 

know that even in these cases the stage is set in intra- 
uterine life for the manifestation of the disease after 
birth. The delay in the appearance of the jaundice in 
most cases of icterus gravis is interesting, but the same 
_ thing occurs in congenital obliteration of the bile-ducts ; 
a fact which lends strong support to Cappell’s suggestion 
that the excess of bilirubin in the foetal blood is excreted 
by the placenta into the maternal blood-stream. The 
staining of the necrosed cells in the brain probably takes 
place shortly after birth; we have found it within 

18 hours of birth, and it is reasonable to assume that 

it takes place before birth in children born jaundiced. 


If the disease begins in antenatal life, it is logical to 


ask whether or not it can be diagnosed and treatment — 


started before birth. To ensure that the diagnosis is 
made during pregnancy it is essential that all primiparæ 
should be tested for the Rh factor. 
unlikely that the mating of a Rh-positive father with 
a Rh-negative mother will be followed by the appearance 
of hemolytic disease in their offspring, yet the mother’s 
serum should þe tested for Rh antibodies at monthly 
intervals after the 6th month of pregnancy. Though, 
possibly because of “ blocking antibodies,” no definite 
relationship has been found between the titre of anti- 
bodies and the severity of the disease, the titre not 
infrequently rises sharply during the last few weeks of 
pregnancy.. The antibodies may actually disappear, 
but this does not mean that the foetus is unaffected— 
on the contrary, both Cappell and Wiener have pointed 
out that this phenomenon is often followed by the birth 
of a macerated foetus or a hydropic infant. Cappell— 
whose recent papers (1946) should be consulted for an 


authoritative account of the diagnostic serological 


- baby is the subject of hemolytic disease. 


It is on the whole `- 


procedures—points out that, if a ‘sample of blood is 
collected from the maternal. end of the umbilical cord 
into a sterile bottle containing heparin and. centrifuged 
at ‘once, the plasma is usually deeply bile-stained if the 
Further, as 
we have already seen, the cord blood may show evidence 
of an abnormal degree of erythroblastemia. With 
increased facilities for serological tests and a recognition 
of the importance of the past obstetric history hemolytic 


' disease will be diagnosed more often before birth and 


confirmed at birth by Cappell’s method. Up to now the 
pediatrician has often had to make the diagnosis after 
the birth of the child without even knowledge of the 
mother’s blood-group. The diagnosis has then been 
based on the obstetric history; the appearance and 
character of the jaundice ; the presence of erythroblast- 
emia or severe anemia; and, more recently, if the 
mother is found to be Rh-negative, an examination of 
her blood and that of her child for “ blocking antibodies.” 


TREATMENT í 


There is no, method of desensitising the mother or of 
neutralising the antibodies she produces. According to- 
Wiener (1946a) the simultaneous injection of a stronger 
antigen may prevent sensitisation by a weaker one, and 
hemolytic disease in the children of a Rh-negative 
mother whose sister has borne children who have suffered 
from it may be prevented by injecting her with typhoid 
or pertussis vaccine. This statement is, I believe, so far 
unconfirmed by any other observer, and the axiom on > 
which it is based has been challenged. The question 
has therefore. often been raised whether cesarean section 
should be performed as soon as the foetus is judged to 
be viable, and sometimes the question has been answered. 
in the affirmative. It is obviously impossible to say that 
any given child who ‘survives after cesarean section 
would have died if born at term, and it is almost as 


‘difficult to give an opinion when the child forms one of 


a series unless the series is large. If we remember that 
during the last third of pregnancy the fœtus lays down 
two-thirds of its calcium phosphate, three-quarters of 
its protein, and four-fifths of its iron, and that in the 
last four weeks its weight increases by about 1 oz. daily, 
and add to these facts the dangers which normally arise 
from prematurity and the disabilities of a serious disease, 
it becomes obvious that cesarean section is not-to þe 


- “ taken’in hand unadvisedly, lightly, or wantonly.” 


_ The only active treatment for hemolytic disease of 
the newborn is blood-transfusion, but vitamin K, liver 
extract, insulin, intravenous injections of glucose, 
calcium gluconate, methionine, and choline are also 
sometimes given. Because Rh antibodies have been 
demonstrated in breast-milk, some people advise artificial 
feeding ; this is unnecessary, but to allay anxiety the 
breast-milk may for a time be expressed and boiled 
before being given to the baby. Hampson claimed that 
by intramuscular injection of blood-serum into the baby a 
mortahty of 83% was reduced to 5%. Except for a recent 
small series recorded by Snelling (1947) this recovery- 
rate is far in advance of anything ever claimed by anyone 
else and is inexplicable except on the supposition that 
the series included examples of physiological jaundice. 
Actually. it soon became obvious to both British and 
American workers that blood-transfusion gave better 
results than did injections of serum, particularly in cases 
with considerable ansemia. As a result of treatment by 
blood-transfusion the prognosis in hemolytic anzemia of 
the newborn became quite good, and with the advent of 
Rh-negative blood the prognosis in icterus gravis was 
greatly improved ; but, as might be expected, the outlook 
in the few cases of hydrops feetalis in which the babies 


. were born alive still remained practically hopeless. 


We have records of 274 cases of hemolytic disease of 
the newborn treated since 1931, which I believe is a 
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larger series than any other recorded. I cannot give the 
mortality in those children in whom serum alone was 
used, because sometimes serum and blood were both 
given, but I can compare the mortality returns during 
that time—i.e., 1932-36—with those from 1937 to 
1941, a period in which blood-transfusions alone were 
used, but when regard was paid only to the ABO grouping 
of the infant. The results in these two series were almost 
exactly the same, the mortalities being 52% and 50-5%. 
From the beginning of 1942 onwards Rh- nerale blood 
of the infant’s blood-group or of group O was used, and 
since then there has been a considerable improvement in 
the death-rate, which is now 293%. None of these 
figures can be regarded as giving a complete indication 
of the expectation of survival of a baby suffering from 
hemolytic disease, because they include every child 
with the disease, even those who did not live long 
enough to have a transfusion. 

‘Other records of mortality in the pre-Rh-negative 
blood-transfusion period showed a mortality of 46-75%. 
The only other series of cases (60) treated with Rh- 
negative blood with which I am familiar has just 
been recorded by Snelling (1947), who states that 
his results were not improved thereby, but that 
they had been greatly improved in his last 17 cases 
by the use of plasma drips in addition to Rh-negative 
blood. 

The object of transfusion is to replace the lost red cells 
by Rh-negative cells which are not haemolysed by 
Rh antibodies. By this means many babies are enabled 
to tide over the acute phase until their own hemopoietic 
centres can produce sufficient new cells, or, in those 
patients in whom the centres have also been damaged, 
until they have recovered sufficiently to replace the 
hemolysed cells. Rh-negative cells can be provided by 
the use of Rh-negative blood or by using the red cells 
from the mother, provided that these are washed free 
from her serum, which contains the antibodies, and then 
suspended in normal saline. Some authorities have 
suggested the use of Rh-positive blood to fix the anti- 
bodies more quickly, but the results of treatment and the 
experimental evidence which I have cited do not support 
this suggestion, though Rh-positive blood may be used 
in the hypoblastic anæmia which develops as a rare sequel 
of hemolytic anzmia. 

The effect, therefore, of transfusion with Rh-negative 
blood or cells is purely mechanical, has no effect on the 
antigen-antibody reaction in relation to other cells ; it 
will not influence the hepatitis or the cerebral and 
marrow changes. This being so, the question at once 
arises whether every baby with hemolytic disease should 
be transfused directly the diagnosis is made, even if its 
hæmoglobin level is high and polycythemia is present. 
My answer is a most definite negative, and herein I find 
myself completely at variance with Cappell, who 
advocates the early transfusion of 120-150 ml. of Rh- 
negative blood of group O or of the child’s group by the 
gravity drip method to avoid circulatory overloading. 
I think that even by the drip method there is danger of 
plethora in babies who have a high hæmoglobin level. 
To this criticism Cappell replies that in these cases it is 
worth while withdrawing a little blood from the infant 
before transfusing. He also thinks that in children with a 
. high hemoglobin and polycythxmia the suppression of 
hzmopoiesis by transfusion reduces the severity of the 
jaundice and the risk of severe liver damage and kern- 
icterus. I agree that a transfusion may suppress hæmo- 
poiesis and, as I have pointed out, if there is anaemia it 
thereby gives the hemopoietic centres a much needed 
rest. I have also cited evidence to show that the jaundice 
is due to inflammatory and necrotic changes in the liver 
and not to hemolysis, and that the cerebral damage is 
consequent on that of the liver. Moreover, the hemo- 
poietic centres, the liver, and the brain are all affected 


before birth, though the changes may conceivably 
progress for some time after birth. 

We have tried the effect of transfusion as soon after 
birth as possible when the baby has a high hemoglobin 
level in an attempt to prevent kernicterus and to improve 
the prognosis ; but neither result was obtained, nor was 
the incidence of kernicterus affected by the transfusion 
of Rh-negative, as contrasted with Rh-positive, blood. 
We therefore conclude that it is impossible to prevent 
kernicterus by any treatment begun after birth, and 
there is no treatment known which can influence the 
course of the disease in utero. Our routine, therefore, is 
to give a transfusion only when the hæmoglobin falls 
to 80% or less on the lst and 2nd days of life, or to 
60% later, or when the red cells fall to under 4,000,000 
per c.mm.; and to raise the hemoglobin in the first 2 
days to 100% and afterwards to 80%. The amount in 
ml. of blood required for this purpose is given by the 
following formula : 

r 
100 


where x represents the percentage of hæmoglobin by 


: 
x A xX i (if citrated blood is used) 


which it is desired to raise the baby’s blood and A repre- 


sents the normal blood-volume (usually about 40 ml. 
per lb. of body-weight). 


PREVENTION OF KERNICTERUS 


The prevention of kernicterus is, with the exception of 
the prevention of the complete disease, the great out- 
standing problem awaiting solution in hemtolyic disease. 
Children affected with kernicterus who survive the 
initial illness show in later life neurological conditions 
such as a varying degree of extrapyramidal rigidity with 
choreo-athetoid movements and spasms and sometimes 
associated mental defects; in some children the only 
manifestation may be ‘mental deficiency. Actually, 
many of these are regarded as mentally deficient when 
their mental capacity is not below the average. Their 
difficulty is one of expression—of output and not of 
intake—but because of this disability they are classed as 
ineducable, and attempts to train them are often given 
up. Fortunately the work of Carlson and others in 
America has shown that much can be done by education, 


and special schools for this purpose are now being started 


in this country. 


I suspect that even’in this ancient stronghold of - 
Calvinism the adherents of that doctrine are now few ; 
nevertheless it is still true that some babies are genetically 
fore-ordained to suffer and some to die at or shortly 
after birth, and it is possible that hemolytic disease of 
the newborn and kernicterus come into that category. 
I was therefore startled when about 12 months’ ago 
I read a paper by Wiener (1946a) in which he said: ‘‘ The 
suggestion that modern transfusion therapy may serve 
only to save infants for a worse fate—mental deficiency— 
is therefore misleading ; in my experience every one of 
approximately 20 infants cured by such treatment has 
developed into a perfectly normal child.” Assuming 
‘‘ modern transfusion therapy ”?” to mean “ transfusion 
with Rh-negative blood,” I knew from my own experience 
that this statement could not be substantiated, and . 
presumed to say so in a recent lecture (Parsons 1946). 


_ In reply Wiener said that he was speaking of “ exsan- 


guination transfusion ” and that this procedure, if done 
early enough, did prevent kernicterus. In the paper 
from which I have quoted ‘“‘ exsangnination transfusion ”’ 
was never mentioned, though in subsequent papers he has 
referred to it, saying that it is ‘‘ a formidable procedure 
to carry out.” However, last November (Wiener 1946b) 
he gave details of a technique entailing the use of heparin, — 
though in it he only refers to 2 cases in which exsan- 
guination transfusion had been used. He claims that 
the results of the treatment are dramatic and that “ the 
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hemolytic process is immediately arrested and the danger 
of kernicterus is avoided.” 

It may be that Wiener’s ‘definition. of kernicterus 
differs from mine. Strictly speaking, kernicterus means 
the yellow coloration of the basal and other nuclei of 
the brain found post mortem in children who have died 
of icterus gravis, but it is usually assumed to include 
the after- effects of that condition. For reasons already 
given it is known that the changes in the brain cells must 
begin before birth, and I maintain that these changes are 
irreversible after birth.. I cannot deny the possibility 
that the changes may increase after birth, and that 
these later changes might theoretically be prevented by 
an exsanguineous transfusion, but even so I strongly 
contend that the major. damage is done before birth. 
I have knowledge of at least 2 children who haye in 
recent years been treated by exsanguination transfusion 
with Rh-negative blood, and it is true that neither. of 
these had kernicterus or any sequelz. Nevertheless this 
is no proof that the method will prevent kernicterus, 
since many children treated by ordinary transfusion, 
even with Rh-positive blood, and others who did not 
receive any transfusion at all have made a complete 
recovery. 

A graphic description of one of the children treated by 
exsanguination transfusion and of the disease from which 
she suffered recently appeared in John Bull. 


“ They still ‘call Rosalind Shelley ‘our miracle baby’ in 
the maternity hospital where she was born. This little girl of 
twenty-one months, whose existence is a scientific miracle, 
may be the cause of giving life to millions of babies in the 
future who might otherwise have been stillborn. 

“ Rosalind Shelley ... to-day . . . is anormal healthy child; 
-but at birth she had every drop of blood drained from her 
` body and fresh blood was given by transfusion through the 
top of her head. 

“ There should be three big brothers in Rosalind’s family. 
Her parents were young, healthy, in love, and longing for a 


THE LANCET] 


_- family. Three baby boys were born, but each was a victim of 


a rare disease, which develops before birth, sapping the red 
corpuscles from the blood and resulting in acute jaundice 
and death. 
re: Doctors and specialists could find no cause for the babies’ 
deaths. Then medical science took one of those daring steps 
forward into the unknown, and the life of the fourth baby 
was assured. It was discovered that discrepancy in the 
parents’ blood-groups causes this condition in an unborn baby 
during the last month of pregnancy. 

“ A pioneer blood specialist . . . in the midlands examined 
Mrs. Shelley and determined she should bear a live child. At 
eight months, before the disease had a chance to get a grip 
on the baby, Mrs. Shelley underwent a cesarean operation... . 
Nurses, sisters, and doctors watched the child’s progress 
enthralled. For tiny Rosalind was making medical history. 
After the preliminary blood-transfusion at birth, the treatment 
was continued for nine days. Then the doctor told her mother : 
‘Your baby will live. She is normal and well.’ é 

“ To-day ... Rosalind is like any other small girl. She has 
brought fulfilment and happiness to a home which had known 
the tragedy of stillborn children. Her unusual case may help 
' to banish fears of stillbirth from millions of other homes in 
the future.” 
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Many attempts have been made to produce an insulin 
‘preparation of which a single daily injection would control 
the blood-sugar of a diabetic throughout the 24 hours. 
For some mild cases zinc-protamine insulin (z.P.1.) or 
zinc-globin insulin is satisfactory ; but in severe diabetes 
a slowly acting insulin requires to be supplemented by 
one or more separate injections of soluble insulin (8.r-) 
to deal with the carbohydrate of the meals. Owing to the 
variable excess of protamine in commercial preparations 
of protamine insulin the mixing of both insulins. before 
injection is undesirable, for an additional but unknown 
amount of protamine, insulin is formed with a corre- 
sponding loss of s.1. (Wauchope 1940, Ulrich 1941). 

Several workers in. America (Colwell et al. 1942, 


Colwell and Izzo 1943, MacBryde and Roberts. 1943, 


Hildebrand and Rynearson 1943) have reported the 
successful use of mixtures of S.I. and Z.P.1. prepared so 
that a certain proportion of the whole is present as. 8.1. 
and the remainder as a depot insulin. But in this 
country such insulin mixtures cannot be manufactured 
owing to the requirements of the Therapeutic ee 
Act. ` 

In Denmark, Hey (1945) has reported SUCCESS with an 
insulin mixture, ‘ Di-insulin ° (D.r.), which exerts a rapid 


and prolonged action. This preparation consists of equal : 


parts of s.1. and of a new derivative, _phenyl-ureido- 
insulin. (iso-insulin), which Hallas-Moller (1945) dis- 


covered in 1944. In contrast to the protamine insulins, 
-iso-insulin has the desirable property of being miscible 


with s.I. without altering the proportions of the two 
components. Its action on the blood-sugar is similar to 
that of protamine insulin without zinc—i.e., it has a slow 
initial effect, a morning dose not controlling the blood- 
sugar for some hours after breakfast but acting satis- 
factorily throughout the remainder of the day and early 
part of the night. Its effect lasts 16-24 hours after 
injection (Hallas-Moller 1945). The mixture D.I. is a clear 
solution containing 40 units per c.cm. It is manufactured 
by Novo Terapeutisk Laboratorium, Copenhagen. We 
report here our experience of D.I., i ise when given 
as a single injection. 


. EFFECT OF DI-INSULIN ON BLOOD-SUGAR oF FASTING 


NORMAL SUBJECTS 


- Before trying D.1. in diabetics, we thought it advisable 
to examine its effect on the blood-sugar of normal persons 
and to compare the duration and extent of the hypo- 
glycemia with those induced by similar doses of (1) 3.1. ; 
(2) Z.P.I.; and (3) s I. and Z.P.1. given at the same time 
but not mixed. — : 
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Five men with healthy appetites and no evidence of 
endotrinal disease or infection were each given 10 units 
of D.I. subcutaneously after fasting for 14 hours. Two 
samples of capillary blood were taken before the injection 


-~ was made, and then hourly samples for 12 hours. During 


the test the subject was recumbent, allowed water but 
no food, and forbidden to smoke. On subsequent 
occasions and under similar conditions the effects of 
S.I. 10 units, z.P.1. 10 units, and s.r. 5 units plus z.P.1. 
5 units were determined on some of the subjects (see 
below). The blood-sugar was estimated by the Hagedorn- 
Jensen method, and the values obtained were adjusted 
to percentages of the fasting level for comparison. 

Fig. 1 shows the average blood-sugar curves after 


` 10 units of (1) D.I. in 5 subjects, (2) s.1. in 3 subjects, and 


(3) Z.P.1. in 4 subjects. The pattern of the blood-sugar 
curve after D.I. differs from those after s.r. and after 
2.P,1. In general terms a wide W-form of blood-sugar 
curve is obtained. During the first 6 hours, after a slow 
start, D.I. produces a hypoglycemia only slightly less 
than that produced by s.1. During the second 6 hours, 
when the effect of s.1. is over, the D.I. curve, though rising 
a little, remains low and shows a further fall between the 
9th and 11th hours. In 2subjects the greatest fall observed 


_ during the test occurred in this period of hypoglycemia, 


the values being 28 ‘and 32 at 10 hours and 9 hours 
respectively. In comparison with Z.P.I., D.I. has a much 
more rapid onset of action, owing to its 8.1. content, and 
maintains the blood-sugar at a “lower level throughout 
the test by reason of the iso-insulin present. 

Since D.I. consists of a mixture of equal parts of 8.1. 


and iso-insulin, the effect of 10 units of D.1. was contrasted 


with that produced by 5 units of s.1. and 5 units of Z.P.1. 
given as separate injections to each of 2 subjects. 
Fig, 2 shows that the, pattern obtained is generally 
similar for each mixture, but that D.I. is more effective 


BLOOD-SUGAR 
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Fig. |—Average blood-sugar responses to a subcutaneous injection of 
, insulin 10 units in normal persons fasting. 


in the middle period of the test and is beginning to wear ` 


off by 12 hours, whereas z.P.1. still continues to act. 

These experiments in normal subjects suggest that for 
some diabetics a single dose of D.1. might provide a better 
means of controlling the blood-sugar throughout the day 
than a single dose of either S.I. or z.P.1.; and that it is 
roughly equivalent to half doses of 8.1. and 2.P.1. given as 
separate injections simultaneously. 


EFFECT OF DI-INSULIN ON BLOOD-SUGAR OF DIABETICS 


D.I. was tested in 5 male and 7 female diabetic patients 
aged 22-72. years. All were observed in hospital for 


‘several weeks before blood-sugar studies were begun. 


During this time each patient received a constant weighdd 
diet and was given insulin of similar type, in about 
similar dosage to that given before’admission to hospital. 
All were free from complications except case 1, who had 
a small dry gangrenous patch the size of a shilling on his 
right great toe. Except for case 1, the patients were not 


‘strictly confined to bed but were allowed up for several 


hours each day.’ During this preliminary phase it was 
found that 8 cases were satisfactorily balanced as shown 
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by frequent urine tests and the absence of clinical 
hypoglycemia. These were considered to be sufficiently 
stable to permit comparisons being made between D.1. 
and the current insulins. The remaining 4 patients, 
though clinically well, were unstable in the sense that 
for only a short time did each show a fairly constant | 
response to a fixed diet or fixed dose of insulin. After 


BLOOD-SUGAR 
(mg. per 100 ccm.) 


4 5 6 
HOURS 
Fig. 2—Average blood-sugar responses, in 2 normal persons fasting, 
to a subcutaneous injection of D.I. 10 units, and to subcutaneous 
injections of S.1.5 units and Z.P.1.5 anits given sinulcaneqvely witout 
mixing 


7 8 9 0  f2 


a stable period of 4-10 days their insulin requirements 
would increase or fall capriciously. In each of these 
patients, who all had severe diabetes, a temporary 
change-over to D.I. was attempted in one of the short 
stable periods. 

Of the 12 patients, 10 were having two or more injec- 
tions of s.1. daily; and.2 were having z.P.1. plus 
supplementary S.I. 

For several consecutive days before the switch-over — 
to D.I. the blood-sugar in each case was measured about 
three-hourly throughout the 24 hours (figs. 3-5). AN 
the patients but one were then given before breakfast 
a single dose of D.I. equal to the total daily dose of insulin 
previously given, and the 24-hour blood-sugar was 
measured for several more consecutive days. In the 
patients on Z.P.1. an interval of 3 days was allowed to 
elapse after starting D.I. before blood-sugar specimens 
were taken, to give time for “ne action of the Z.P.1. to 
be spent. i 


Results 

Of the 12 patients, 4 mild stable cases previously 
balanced on two doses of 3.1. were satisfactorily controlled 
when their daily requirements were given as a single dose 
of D.I. : 20, 20, 28, and 48 units. The blood-sugar levels 
were reasonably constant from day to day and as satis- 
factory as those obtained with two doses of S.1. The l 
following is an iHustrative case : 


Case 1.—A man, aged 58 years, weight 10st. 7 lb., diabetic 
for 8 yoars ; insulin intermittently for 7 years ; for l year 
8.1. 28 units before breakfast and 20 units before tea. Slight 
residual hemiplegia from cerebral thrombosis 2 years ago ; for 2 
months indolent small dry gangrenous patch on right great toe. 
Present diet, carbohydrate 130 g., protein 70 g., and fat 90 g. 

Fasting blood-sugar (on s.1.) 132-208 mg. per 100 c.cm. ; 
urinary sugar 0-5 g. in 24 hours. On D.I. 48 units before 


breakfast: fasting blood-sugar 136-199 mg. per 100 c.cm. ; 
urinary sugar 0-4 g. in 24 hours (fig. 3). On D.I. 48 units for 
14 weeks. 


Fig. 3 shows eeomeeniative 24-hour Doods levels 
in case 1 to two doses of s.r. and to a single dose of D.I. 
given before breakfast. In the other 3 cases similar 
results were obtained. oe - 

In all the other cases D.I. in single doses proved 
unsatisfactory. One patient, stable and easily controlled 
on two doses of s.1. 24 units, showed a variable blood- - 
sugar response when given a single dose of D.I. 48 units. 


. The duration of action of D.I. varied from 10 to 24 hours ; 


the fasting blood-sugar level and the 24-hour urinary — 
sugar likewise varied. 


1 
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Fig. 3=-Blood-sugar responses to a single dose of D.I. 48 units and to 
two doses of S.I, (28 and 20 units) in case J. 


Case 2.—A man, aged 44 years, weight 9 st. 7 lb., diabetic 
for 16 years. 8.1. 24 units twice daily covered diet of carbo- 
hydrate 140 g., protein 80 g., and fat 100 g. Fasting blood- 
sugar 88-143 mg. per 100 c.cm.; urinary sugar 0-6 g. in 
24 hours. Single dose of p.r. 48 units before breakfast for 
4 weeks gave a variable response; fasting blood-sugar 
180-268 mg. per 100 c.cm.; urinary sugar 7-35 g. in 24 hours. 
Returned to s.1. 


The remaining 6 patients, who were given single doses 
of D.I. ranging from 50 to 108 units, all showed consis- 
tently a similar type of response. The blood-sugar level 
fell to reach hypoglycemic levels 3-8 hours after the 
injection. Despite lunch and tea, low or normal levels 
were maintained until about the 11th hour, when supper 
was given. Thereafter, in all but 2 patients, a progressive 
hyperglycemia ensued, to give a high fasting value next 
morning (fig. 4). 
sufficiently prolonged to deal with the carbohydrate at 
supper, and seemed to last for 16 hours (fig. 5, single-dose 
curve). 

It is thus obvious that D.1., in single doses of 50 units 
or more, acts too strongly 3-8 hours after injection, 
often cannot deal with the carbohydrate at supper 
(11 hours after injection), and cannot prevent nocturnal 
hyperglycemia. — | 
. Subsequently, in 4 of these patients and in 1 other who 

was not tried on a single dose, we divided the dose of 
D.I., giving 50-75% before breakfast and the remainder 
before supper. The blood-sugar was estimated 24-hourly 
for 2-3 days. The effect was satisfactory in 4 cases as 
regards the 24-hour excretion of sugar and the absence 
of hypoglycemia; but the blood-sugar,. though well 
controlled during the day and part of the night, rose in 
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Fig. 4--Blood-sugar responses to repeated injections of S.J. and to a 
single injection of D.I. Note hypoglycaemia at 12.30 p.m. and lack 
of control from 6.30 p.m. onwards. Urinary sugar on S.l., 0-5 g. daily ; 
on D.ii., 12-21 g. daily. l 


In 2 patients the insulin action was _ 


the hours before breakfast (fig. 5, two-dose curve). An 
attempt to obtain a fasting blood-sugar of 100-200 mg. 
per 100 c.cm. by giving a sufficiently large evening dose 
caused hypoglycemia during the night, despite extra 
carbohydrate given at 10 p.m. Case 3 illustrates the 
improved control obtained by dividing the large dose of 
D.I. l 

. Case 3.—A man, aged 65.years, weight 9 st. 2 lb., diabetic 
for 4 years.. Diet : carbohydrate 140 g., protein 90 g., and fat 
100 g. Three doses of s.1. (20, 10, and 20 units) gave fasting 
blood-sugar levels of 182-234 mg. per 100 c.cm.; urinary 
sugar 3-8 g. in 24 hours. : 
_ On a single dose of D.I. 50 units before breakfast: fasting 
blood-sugar 250-324 mg. per 100 c.cm. ; urinary sugar 10-21 g. 


in 24 hours; hypoglycemia between lunch’ and tea. 


On two doses of D.I., 36 units before breakfast and 20 units 
before supper : fasting blood-sugar 193—290 mg. per 100.c.cm. ; 
urinary sugar 1-6 g. in 24 hours (fig. 5). 

In the patient who did not do well on D.I., each dose 
of 50 units (before breakfast and tea) acted well for 6 
hours but was spent by 8 hours. On substituting s.1. 
for D.I. a similar duration of action was obtained. | 
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Fig. 5—Blood-sugar responses to single and to repeated doses of D.I. 
n case 2. ` ; 
DISCUSSION 


In the present study D.I. alone has been used. Its 
slowly acting component, iso-insulin, has not been 
available for clinical trial. Hallas-Mgller (1945) found 
that iso-insulin acts for twice as long as S.I., and using the | 
mixture D.I. we have confirmed this observation in normal 
persons and in diabetics having less than 48 units a day, 
in whom it seems to control the blood-sugar for 24 hours 
(fig. 3). But with doses of p.1. larger than 48 units the 
prolonged action of the iso-insulin component is not 
always seen (fig. 4). Indeed in some instances the'duration 
of action of D.I. seems to be little greater than that of 
S.I. Of 7 patients having 50 units or more, in 2 only did 
the effect last for 16 hours ; in the others, 8—12 hours. 

This unexpectedly short action of D.1. in large doses is 
often, though not always, associated with symptoms of 
hypoglycemia 3-8 hours after’ injection. Possibly the 
compensatory glycogenolysis plus the carbohydrate of 
the later meals may produce a hyperglycemia which ` 
cannot be dealt with by the iso-insulin component. This 
may explain most cases where the long action of iso- 
insulin is not evident ; and it indicates, we think, a fault 
in the D.I. mixture—i.e., that the s.I. content is too high. 
In some patients, however, who had neither clinical 
tor biochemical hypoglycemia with large doses, the 
duration of action was still much less than was expected. 
In his experiments or rabbits Hallas-Moller (1945) found 
certain animals which showed a. 3S.1.-like effect when 
given iso-insulin, but in depancreatised dogs and in 
human diabetics iso-insulin showed only a protracted 
effect, save in some cases, when hypoglycemia was 
induced ; the reactionary hyperglycemia then masked 
the prolonged action of iso-insulin.. This requires further 
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elucidation, since some of his results and some of ours 


could be interpreted as showing that iso-insulin sometimes 


has a S.1.-like effect. 

As stated above, the proportion of 8.1. in D.I. seems 
unnecessarily high. Since iso-insulin is acting strongly 
4 hours after injection, only sufticient s.r. need be present 
in the mixture to deal with the hyperglycemia following 
breakfast. This would diminish the tendency of D.I. to 
induce hypoglycemia 3-8hoursafterinjection. MacBryde 
and Roberts (1943) have found 25% 8.1. activity in a 
Z.P.1.-S.1. mixture to be adequate; and, in a short 
clinical trial of a similar mixture which had 23% rapid 
action, we obtained satisfactory control of the blood- 
sugar during the early part of the day in the 4 diabetics 
who were given the mixture (unpublished work). The 
difficulty of having such mixtures prepared commercially 
in this country precluded a more extensive trial. 

It thus seems clear that D.I. in its present form is not 
a satisfactory single-injection preparation for severe 
diabetes. Single doses of 50 units or more act too strongly 
3-8 hours after injection, and too feebly thereafter. 
These defects may be partly overcome, as Hey (1945) 
has shown, by dividing the total requirements into two 
doses. Even with this scheme, in our experience, there 


is a risk of hypoglycemia during the night, if the evening 


dose is sufficiently large to give a satisfactory blood-sugar 
level before breakfast. 

No local or general reactions (save hypoglycemia) 
have occurred from D.I. in our patients who have been 
on D.I. for 2-6 months. At present 6 patients are doing 
well: 4 are having single doses of 12, 20, 20, and 48 units ; 
the others two daily “doses, 40 and 30, followed by 36 
and 20 units. 


SUMMARY 


The effect of di-insulin, which consists of equal parts 
of soluble insulin anda slowly acting derivative, phenyl- 
ureido-insulin (iso-insulin), has been tested in 5 normal 
persons and 12 diabetics. 

The protracted effect of the iso-insulin component 
was demonstrable in the normals and in diabetics 
requiring less than 50 units of insulin. In the latter a 
single injection of di-insulin controlled the blood-sugar 
throughout the 24 hours ; but in those requiring 50 units 
or more one injection of di-insulin was unsatisfactory, 
producing hypoglycwmia 3-8 hours after injection, and 
not controlling the blood-sugar in the late evening and 
during the night. Possible explanations for this are 
discussed. . 

The soluble-insulin content in the di-insulin mixture 
is thought to be too high. 


We are greatly indebted to the subjects, both normal and 
diabetic, who willingly submitted to the frequent blood 
sam pling ; to Sisters McNeill, Davidson, Pyper, Ross, and 
Watson for their coöperation; to Mr. A. McCutcheon for 
technical assistance; and to the late Prof. Noah Morris for his 
stimulation and guidance. Our thanks are also due to Novo 
Terapeutisk Laboratorium, Copenhagen, for ample supplies 
of di-insulin, which were made available to us through Mr. C. L. 
Bencard, of London, and Mr. S. Home, of the Corporation 
Central Drug Store, Glasgow; and to Mr. W. A. Broom, of 
Boots Pure Drug Co., Ltd., who in 1943 supplied us with 
special batches of Z.P.1. and s. 1., which when mixed gave a 
known excess of 8.1. Part of the expense of this investigation 
was met by a grant from the Medical Research Council. 
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IN 1938 Craigie and Yen reported that different types 
of Salmonella typhi could be identified by means of 
certain specific Vi-phage preparations. They concluded 
that the types were stable, and suggested that the phage- 
typing method might be of value as an epidemiological 
tool. Subsequent experience has established the value of 
this method beyond any doubt (for references see Felix 
1944, Buckle 1946). So far 24 types or subtypes of 
S. typhi have been identified. The method of Vi-phage 
typing has been extended by Felix and Callow (1943) 
to S. paratyphi B and 8S. typhi-murium. 

The phage-typing method reveals strain differences 
which cannot be demonstrated by any serological method. 
Because these strain differences remain unaltered on 
human passage and, with certain exceptions, on sub- 
culture in the laboratory, they provide a means of 
identification whereby transmission in man may be traced. 
A carrier may be absolved from responsibility for a given 
outbreak if he is excreting a strain of S. typhi which 
differs in Vi-phage type from those isolated from the 
cases. The phage-typing method permits the epidemio- 


` logist to trace the connexions between sporadic cases 


of typhoid, a task that cannot be accomplished without 
this new laborątory technique. The typing of carrier 
strains and the recording of carriers and of the Vi-type 
which each excretes are of obvious value. In all its 
aspects the phage-typing method conserves time, effort, 
and expense in epidemiological investigation and the 
tracing of sources of infection. In the experience of one 
of us (A. F.) during seven years this method was an 
indispensable aid to the control of typhoid fever. 
Though the practical value of the phage-typing method 
has been established; all its possibilities have not yet 
been explored. Any typing scheme recommended at 
present must he designed to accommodate new types 
that may be found later in different parts of the world. 
In this era of quick transport typhoid patients and carriers 
are constantly moving from one country to another, 
establishing new foci of infection. Because of the 
adaptability of the agent used for typing, serious confusion 
may arise if supposed new types or subtypes are added 
without complete characterisation of phage preparations 
prepared locally and used for routine typing purposes. 
Obviously provision will have to be made by an 
authoritative international body, so that reference 
standards, both cultures of Vi-type strains of S. typhi 
and- standard typing-phage preparations, should be 
available to all using the method. Preparations of Vi- 
phage 11 have been preserved in a fluid state for over 
eight years without detectable alteration or deterioration 
in activity. This stability provides a potent argument in 
favour of the adoption of Vi-phage preparations as the 
ultimate standards of reference. Observations on many 
strains of S. typhi, maintained for years on the best 
medium available—i.e., Dorset egg medium—have shown 
that strains of some types may become sensitive to 
heterologous phage preparations. Examples of this loss - 
of specificity a are referred to below. It is clear that 
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preparations of Vi-phage I, not cultures of the type- 
strains of S. typhi, should be selected as the basic reference 
materials to achieve standardisation of typhoid phage- 
typing over a maximum of time. Meanwhile a typing 
scheme is suggested to ensure uniformity of technique and 
to enable workers in different parts of the world to 
exchange cultures and phage preparations. 

Some aspects of the phage host-cell- relationships are 
of great theoretical interest, but they are far from being 
completely understood at present. In view of the well- 
established value of phage-typing, the design and 
acceptance of a working scheme permitting full use of the 
method cannot be deferred until the various mechanisms 
involved have been clarified. Since the practical value 
of the method lies in its epidemiological application, a 
scheme for practical use must be based on practical, not 
theoretical, considerations. The purpose of the method 
is to determine whether or not any two or more cases of 
typhoid infection are derived from a common source. 


‘Obviously, differences in phage susceptibility which do | 


not represent stablé characteristics cannot be accepted 
for the purposes of a practical epidemiological scheme, 
though they may be of academic interest. The scheme 
must be so designed, on the basis of existing knowledge, 
that the user can interpret type similarities or dis- 
similarities without hesitation. In other words, a scheme 
which is to be used as an. epidemiological guide must be 
based primarily on epidemiological evidence. 

The epidemiological information which has been 
accumulated in various countries to date has been care- 
fully considered before proposing the present scheme 
and making the recommendations which follow. This 
scheme will have to be extended as new types or sub- 


types are discovered. The test for the validity of the | 


scheme or any part thereof is its conformity with 
epidemiological data. 
and subtypes of the scheme, or of any new types that 
may be added, must rest on epidemiological evidence. 
_ All the phage preparations used for the identification 
of the types and subtypes listed in the proposed scheme 
have been derived from one strain of specific typhoid 
Vi bacteriophage—.e., the Vi-phage 1 (strain 6) described 
by Craigie and Yen in 1937 and 1938. Though the same 
scheme might result from the use of another strain of 
serologically similar adapted Vi-phage, this cannot be 
assumed a priori. Until extensive comparative investiga- 
tions have been made, the routine -typing of strains of 
S. typhi should be carried out exclusively with the prepara- 
tions of Vi-phage 11 giving the reactions specified in the 
scheme. All these preparations have been subjected 
to neutralisation ‘tests with serum prepared from the 
original Vi-phage 1, and all were serologically identical. 
Even the use for routine purposes of typing prepara- 


tions made independently by propagation of the type . 


phages received from us should be avoided because of the 
known risk of accidental contamination of the original 
Vi-phage 1 with.other strains of bacteriophage. Such 
an accident may result from airborne contamination in a 
laboratory where other phage preparations are being 
handled, or by propagation of Vi-phage 11 on phage- 
carrying strains of S. typhi that have not heen recognised 
as such. There is also the danger that propagation of 
Vi-phage 1 on.cultures.of certain Vi-types may lead to 
a permanent change in the characteristics and affinity 
of the phage. For these reasons, new batches of 
Vi-phage 1 preparations should be subjected to appro- 
priate tests before being employed in routine typing. 
Any new lot of phage preparation must meet the minimal 
requirement that it will produce the reactions specified 


t Cultures of the Vi-type strains of S. typhi and corresponding 

phage preparations listed in table 11 may be obtained from 

Dr. A. Fe Central Enteric Reference Laboratory, Public 

nea Laboratory Service, Colindale Avenue, London, N.W.9, 

. from the Connaught Medical Research Laboratorice, 
University of Toronto, Toronto 4, Ontario, Canada. 


Final acceptance of the types 


in the scheme summarised in table u. More extensive. 
tests, based on certain cross-reactions obtained with 
_voncentrations of phage greater than the routine test 


concentration, are necessary if a phage preparation is 
to be. completely defined or a change in differential 
activity is to be detected. Further, as a safeguard 
against unsuspected contamination with another bacterio- 


phage, it is recommended that every new preparation | 


of Vi-phage 1 should be neutralised with specific antiserum. 
NOTES ON INDIVIDUAL TYPES ` 


The following types and - ‘subtypes merit “epecial 
comment : 


Type A.—This occupies an exceptional postion: in the — 


phage-typing scheme in that it is fully sensitive to all Vi-phage 
1 preparations. Epidemiological observations on nfimerous 


' groups of cases and related carriers infected with such strains 


appear to warrant the retention of Type A in the scheme. 
However, laboratory observations extending over seven 
years suggest that Type A should be regarded as an infrequent 
variant of some of the other Vi-types of S. typhi. 

Type A has been isolated from cultures of strains of Types 
B,, C, D,, F,, N, O, and T (Craigie 1940, Felix unpublished 
observations). 
strains maintained in the laboratory a long time, though 
occasionally the appearance of Type A has also been noted 
shortly after isolation. 

Of even greater importance, from the point of view of the - 
epidemiologist, is evidence that such a dissociation may 
occur in chronic carriers of long standing. In one instance 


TABLE I—Vi-PHAGE TYPES OF sS. typhi 


Vi- | Date _ 
type | of iso- Place References 
strain | lation | 
A n ui , 

B, 1937 | Prov. of Quebeo, Canada | Craigie and Yen (1938) 

B; = + . 

B, | 1938 | Hawick, Scotland | Craigie (1940, 1941) 

B4 se (now designated Type K) 

c 7 re: 

5 } 1937 | Prov. of Quebec, Canada | Craigie and Yen (1938 

1 : Mc yeg 
Ds 1936 Middlesex, England . | Craigie and Yen (1938) 
D, es (withdrawn ; see notes i ee 

| on Types D,and N) © 
D4 | 1941 Buckinghamshire, Felix (1943) _ 
England : a | 
Ds | 1942 England (probably Felix (1943) ` 
imported from India) 
De | 1946 | England (imported from | Felix (unpublished) 
l Middle East) peg T ! 

. E, 1918 Cherson, Russia - Felix and Pitt (1934) 
(strain Ty 2 : e 
and Yen (1988) — - 

E: 1938 Ontario, Canada Craigie (1939), 

F, 1900 England (probably ae (1905) (Rawl- 

imported from S. Africa) © 
and Yen (198s). 

F, 1938 Alberta, Canada . Craigie (1939) 

G , 

= } 1937 Vancouver, Canada Craigie and Yen (1938) 

J |1937| Ontario, Canada Craigio and Yen (1938) 

K Yen (1939) (strain P 15) 

l 1938 Peiping, China | 

L, l Yen (1939) (strain P 16) 

La 1940 Oxfordshire, England Felix (1943) 

M 1939 Vancouver, Canada Craigie (1940, 1941) 

N 1943 Richmond, England | Felix (unpublisHed) 

o 1941 Devonshire, England Felix (1943). (Type 91) 

T 1943 |} Cornwall, England Felix (1944) (Type T) 


(imported from S. Africa) 


Most of these observations have been made on 


` 
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TABLB II-—RBACTIONS OF Vi-TYPE STRAINS OF Salmonella typhi TO ROUTINE TEST CONCENTRATIONS OF TYPING PHAGE 


PREPARATIONS 

Vi- Vi-phage preparations 

type 

strains 

. A B, B, C P: D, D, Ds D, E: E, G K. L, L, M N oO T 

A CL | CL ! CL CL oL CL | CL| CL | CL |CL{/CL{/CL] CL | CL | CL | CL | CL| CL| CL|CL/CL}| CL | CL 
B, |2 +s| CL +s| - —- | — | +s | +m | +s] +s +8 +3| +s | +8 | +s |2+8/ +8 
Ba | +8] — na Pace (les — {+m} — —- {+m} — +m] +m| +mj| g| — jtmitm/+s/ — | +8 
Bs 3+s_— CL (3 +s3+m2+mj — — — (8+83+83 +82 + m!3 + m3 + m!3 + mi3 +383 +83 +813 +8|3 +83 + m|3 +s 
C +p] +n| +n] tn] CL| +m/+mistm]| +m] +n | nj +n| +n| +n | +n +n | +n| +n| 4n! 4nj| +nj| +n | $n 

- D | —~f -]-] -j]j —] CL | CL {CL(24+m24m! —-] —- _ — — -]-j-j-]-—- -| -= 
Ds | -j -j]j -j -[- — | CL’] — — - - - — -| -]-}-] >= _ — 
Da ee a a = = = = a a a hh deste AY Sree = z 
Ds —~}oroyjr}Tr}-fjo — — _ —-}/—-f-j;-f- - — 
E, -|-| -j -| - - — — — - — - = -f -—-]-=-j-]- ~~ | — 
Es —|—-}|—-{|-|]- - - -j]j = - — — —- {~-f]rfroti-j{- - _ 
F, ~}—-{[-|[-{ - — | _ — — — CL — -| = -/—-/—-!-]|- = = 
Pe l e ee anl sa ee ee Cu eee Pe ee Geet ae ee erg ee ee 
G —-}-!—-|]—-jJ4n}/ - | - | -]}] -] - 3 - |c |-|) - | -} -|-j} -]| -]| -|- 
H -j =-]|— | a ia = = = = = tn}; — CL — -| —| -| -|n| 48s ¿m 
I Tee ae a a a a a l ee et On| ee =) S heise Mae | ee ne 
K }/-/}]—-?t—-}-}—-} -} - 7) -]} =- |} - } Hf Hp Hf] - to Hy - ayer - i -jtm! -} - | = 
Bg ee ean ea Sal ee ee a ye S sap ed -!|-|-|]- 
La =] =]. =] -| -— = = TE Da -j=j — = — - — — j+m CL| -!-) - — 
M SS eS | -iji- = Sei, eee a ee ee | — | - - = _ — | -| — | CL] — | _ ~- 
N -| -i -.j -— | | | = > -l| -= | -| =! — = _ - — -] =j -| -= cu —_|tm 
o Se ee oe ee aml e a ee a ma fy ae eee ee ee eee es ee gh oS 
T =j ies a kas Dat n a Pa ea -j a — = hy) ee ace Gaara ee a -| ~ | CL 


— = No plaques. 


CL =Confluent lysis. 
s =Small plaques, visiblo to the naked eye. 


n =Normal plaques. 


Type A was isolated from a primary plating from a Type O 
- carrier, and in another instance from a Type T carrier. 
Possibly environmental changes involved in transfer of the 
organisms to laboratory media may have provided the 
necessary conditions for the emergence of Type A. 

These facts rnust, therefore, be borne in mind when an 
infection with Type A is encountered in apparent association 
with infections due to one of the other types. A single source 
of infection cannot be absolutely excluded when one of the 
types concerned is Type A. 

Some strains of other Vi-phage types have become less 
specific after prolonged subculture, a few plaques of sub- 
normal size being obtained with the routine test dilution of 
all or some of the heterologous phage preparations. This 
may possibly be a partial change in the direction of acquisition 
of Type A characteristics, but the phenomenon requires further 
investigation. 


Type B,—The merging of Types A and B, in the temporary 
simplified scheme suggested by Craigie ( 1942) was based on 
the view that B, might be a variant of Type A, standing in 
the same relationship to Type A as E, does to E,, or F, to F. 
Since, as mentioned before, Type A has appeared on several 
occasions in cultures of other types, it seems better for 
practical purposes to retain Type B, as an independent subtype 
of the B group. l 

Type D, —In view of the evidence now seaviable: sub- 
type D, is regarded as a degraded strain of Type N and is 
therefore withdrawn from the scheme. The original D, 
type-strain was isolated in 1938 at Chatham, England, and 
was classified as one of the D subtypes because it showed 
crogs-reactions only with phage D, and phage D, (Craigie 
1941 

More recently, discrepant results in London and Toronto 
led to the discovery that cross-reactions of this strain depend, 
to a remarkable extent, on temperature and medium. As 
observed by one of us (J. C.), the Chatham strain is resistant 
to all heterologous phages if tested on ‘ Difco ’-broth agar at a 
temperature exceeding 38°C, but cross-reactions are well 

marked between 33°C and 37°C. Moreover, the addition of 
_ certain supplements to the medium alters this critical tempera- 
ture. Cross-reactions are suppressed in the presence of 
dextrose, but are greatly enhanced by the addition of 5% 
glycerol ‘with 0- -05% phenol to the medium. 


Type D,.—So far only one strain of this type has been 
encountered, and it is uncertain whether the patient had 
been infected in Britain, India, or elsewhere (Felix 1943). 
Type: D; gives very strong cross-reactions with all phage 
preparations for Type D,. This unusually marked cross- 
reaction requires further investigation. It may be due to 
the fact that the available cultures of D; have undergone 
degradation since the strain was isolated in 1942. 


+ =A few plaques usually present. 


2+, 3+ =Increasingly numerous plaques. 
lens (x10). 


in = Minute plaques, Vigiblo’e only by means of m 
Types F, and F,.—The isolation of subtypes F, and F, by 
Helmer et al. (1940) from the same patient indicates that they 
are closely related, and -that their differentiation may 
not be of epidemiological significance. However, further ‘ 
observations on this point are desirable. 


Type K.—This is the former subtype B,. It was originally 
allocated to the B group because the cultures exhibited well- 
marked cross-reactions. A recent study of the original B, 
type-strain on Difco-broth agar confirms that it is a. specific 
independent type. 

On tryptic-digest agar, however, this strain now’ gives 
numerous cross-reactions, whereas less than a year ago it 
gave the specific reactions shown in table rm. This change 
cannot be attributed solely to differences in medium, because 
in recent tests on tryptic-digest agar, carried out with the 
original B, type-strain and another B, strain isolated in 1943 
in England, the latter strain gives the specific Type K reactions 
previously obtained with the old B, strain, which now gives 
many cross-reactions. 


Type N.—Phage preparations for Type N (hitherto. known 
in England as Type Richmond) and the Chatham strain 
(formerly called subtype D,) are indistinguishable. 
strains, however, differ considerably in their resistance to 
heterologous preparations of Vi-phage 1. Some are sensitive 
only to phage N ; others, like the Chatham strain, may show 
well-marked cross-reactions. 

Since phage N and phage D, are similar, the strains of © 
S. typhi producing these phages must be regarded as essentially 
similar. 

The reasons for the differencos in resistance of Type N 
strains to heterologous preparations are unknown. The loss 
of specificity does not appear to be a progressive change 
solely related to long subculture. A few Type N strains 
reacted with most of the heterologous phages immediately 
after isolation from the patients, whereas strains isolated in | 
other localities gave a pure Type N reaction and maintained 
this characteristic almost indefinitely on subculture. 


Type O.—This type, which had been provisionally labelled 
Type 91 (Felix 1943), is common in Britain and has been 
encountered in many countries. 

Some strains of Type O develop plaques of normal size, 
and with these strains complete lysis is readily obtained with . 
the homologous phage after incubation for about eight hours. 
At the same time single plaques may also develop with the 
test dilutions of several other type phages, similar to the 
readings on a Type C strain. | 

On the other hand, many Type O strains support only © 
minute plaques, which can be seen only when the plates are- 
inspected with a magnifying lens and strong transmitted light. 
This peculiarity is not due to degradation, since strains freshly 
isolated by blood-culture from very severe or fatal cases may 


Type N 


) 


i 


826 THE LANCET] DR. CRAIGIE, DR. FELIX: TYPING OF TYPHOID BACILLI WITH Vi BACTERIOPHAGE [JUNE 14, 1947 


yield minute plaques, whereas other strains which have been 
maintained in the laboratory for several years still develop 
large plaques. | 

Strains yielding minute plaques with Type O phage usually 
do not give any overlapping reaction with any of the other 
type phages. It is therefore essential to take a first reading 
after incubation for about eight hours at 38°C, and another 
after incubation for twenty-four hours. 

According to conditions depending on the composition of 
the agar medium the minute plaques may sometimes be 
overgrown and ill-defined after incubation for twenty-four 
hours. 
first reading may change into a clear-cut positive result after 
further incubation. 


_ Type T.—This was referred to in a previous paper (Felix 
1944) under the letter T. It has not been considered desirable 
to alter this designation, though letters P, Q, R, and S remain 
unallocated. i 
UNTYPABLE Vi STRAINS 


About 5% of strains of S. typhi encountered in Great 


Britain cannot be typed. Such untypable strains fall 
into two groups: (1) strains resistant to existing phage 
preparations ; and (2) strains exhibiting anomalous and 
partial sensitivity to several phage preparations. 


(1) It now seems desirable to use the term “‘ 
strain ” in preference to the original term ‘imperfect V 
form,” which was applied to phage-resistant strains. Such 
strains may include Vi-phage types to which Vi-phage nm 
has not yet been adapted. 

Countries in which phage typing has not been used may be 
expected to provide, initially, a higher ratio of untypable strains 
in proportion to the presence of hitherto unknown types. 

In attempts to adapt Vi-phage n to resistant strains, phage 
preparations of the B and D groups should not be used until 
repeated tests have shown that adaptation cannot be accom- 
plished with a concentrated preparation of the standard 
phage A or, if this fails, with repeated attempts with all the 
other standard phage preparations. l l ; 

It appears desirable that further new types which, 
undoubtedly, will be encountered in various parts of the 
world should receive some temporary form of designation 
other than that used in the scheme given in table m. Extension 
and niodification of this scheme and the incorporation of new 
types are obviously a matter for consideration by some 
international body. 

Some untypable Vi strains carry a potential lytic agent or 
bacteriophage, termed “ gamma agent” by Craigie (1942). 
The resistance of these strains to Vi-phage 11 appears to be a 
phenomenon analogous to the interference effect known to 
occur between certain plant or mammalian viruses. 

(2) Reference, has already been made to strains which 
acquire a decreased specificity after prolonged subculture. 
Strains may be encountered which behave in a similar way on 
initial test, yielding plaques of subnormal size with all or some 
‘of the available series of Vi-phage preparations. 

The method of indirect phage typing may be of value in the 
further investigation of such strains, provided that Vi-phage nm 
can be adapted to them. Phage so obtained is tested, in its 
critical test concentration for Type A, on all the known Vi- 
types of S. typhi and on the homologous strain. 


MATERIALS AND METHODS 


The method of typing typhoid bacilli with Vi bacterio- 


phage has been described in previous publications 
(Craigie and Yen 1938, Craigie 1941). On the basis of 
practical experience of the method of one of us (A. F.) 
during seven years it is recommended, for the routine 
typing of strains, that the details of the technique 
originally described be followed as closely as possible. 
The points that. require comment here are those which, 
in the light of experience and special studies, appear 
to be of especial importance in connexion with 
standardisation. 

Agar Medium for Typing.—It must be borne in mind that 
one essential prerequisite, on which the lytic activity and 
multiplication of Vi-phage 11 depends completely, is active 
metabolism of Vi antigen by the culture of S. typhi to which 
the phage is added. i 

The number and size of plaques obtained with homologous 
and heterologous phage preparations vary from type to 


In other instances a doubtful result obtained at the. 


untypable Vi _ 


type, and each type exhibits a characteristic pattern of 


susceptibility (table 11). 


Extraneous factors, such as medium and temperature, 
influence the extent of plaque development and may affect 
the specificity of the reactions obtained with some of the types 
and subtypes. The former Type D,, for example, yields 
highly specific reactions under some conditions and exhibits 
well-marked cross-reactions under others. It is therefore 
obvious’ that the composition of the medium used for 
typing is of the greatest importance in any attempt at 
standardisation of the typing technique. | 

The ideal to be aimed at is a synthetic standard medium, 
but this is not likely to be realised in the near future. A 
satisfactory and readily prepared medium, devised and 
extensively used by one of us (J. C.), has the following 
composition : 


‘ Bacto’ nutrient broth (dehydrated) { .. 20-0g. | 


Sodium chloride 75g 
‘ Bacto’ agar 20:0 g 
Distilled water'to © 1000 ml 


The final hydrogen-ion concentration of this medium is about - 
pH 6:8 and should not be adjusted with alkali. 

Alternatively, any good tryptic meat-digest agar may be 
used, provided that the phage reactions stated in table r 
are reproduced in every detail. Each batch of agar medium 
should be compared with the previous batch by testing the 
type-strains N, O, and T against the whole series of typing 
phages. If the agar medium permits of full development 
of the small-size plaques that characterise these Vi-phage 
types the batch can be accepted for use in routine typing. 
Papain agar has been found unsatisfactory and should not be 


‘used. 


The tryptic meat-digest should be made from 500 g. of. 
freshmeat to 1000 ml. of water. Neutralisation with excessive 
amounts of NaOH must be avoided; otherwise the alkaline 
change which accompanies growth of S. typhi may be 
accelerated and exaggerated. 

Excessive amounts of phosphate tend to inhibit lysis, and 
care should be taken to precipitate and remove these so far as 
possible. The final hydrogen-ion concentration of the trypsin - 
digest agar should be about pH 7-4. 

The cultures are first grown in Difco broth or trypsin- 
digest broth to which has been added 1% peptone. After 
two or three hours’ incubation at 38°C the broth cultures 
have usually grown sufficiently to be transferred to agar 
plates, which should contain a fairly thick layer of agar 
medium, about 25-30 ml. per Petri dish of 9 cm. diameter. 

Occasionally a strain belonging to any one of the various 
Vi-phage types may be encountered which consistently yields 
dwarf colonies on Difco agar or trypsin-digest agar. These 
strains cannot be typed on plain agar, but normal growth 
and susceptibility to Vi-phage 11 are restored by the addition 
of 0:2% sodium thiosulphate to the medium (Kauffmann 
1935, Wilson 1938). ` 

The addition of certain substances to the medium may 
much influence plaque development. Glycerol, for example, 
as originally shown by Desranleau (personal communication) 
significantly enhances plaque size. The mechanisms whereby 
various supplements affect plaque size are obscure, but the 
subject merits further study with a view to the ultimate 
development of a standard medium. ' | 

Temperature of Incubation.—The lower temperature limit 
to the lytic activity of Vi-phage 11 is about.33°C. This does 
not mean, however, that a considerable departure from 
37°C in plate temperature can be tolerated. It is recom- 
mended that a minimal temperature of 37~-38°C should be 
maintained throughout the whole period of incubation, 
because lower temperatures tend to favour the development 
of cross-reactions. l 

Interrupted incubation of phage tests, as originally suggested 
by Craigie and Yen (1938), may be chosen to suit laboratory 
routine, but continuous incubation, with readings at eight 
hours and twenty-four hours, appears to be preferable. 

Reading of Tests.—Phage tests should be read against a 
dark background with suitable oblique lighting. All areas 
which appear doubtful or negative to the naked eye should 
be inspected with a x7 to x10 hand lens. 

Some of the later Vi-types of S. typhi now included in the 
typing scheme yield only minute plaques or micro-plaques 


tł Beef extract and peptone mixture supplied by Difco Laboratories, 
Detroit, Mich., U.S.A. 
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with homologous phage. Micro-plaques are also found in 
certain cross-reactions. Plaques of subnormal size are some- 
times encountered in atypical strains belonging to those 
Vi-phage types that usually yield plaques of normal size. 
Since the routine test concentrations of the phage preparations 
are adjusted for the development of plaques of normal size, 
such atypical strains will show only imperfect clearing in the 
area covered by homologous phage. 

In an extreme case, where interpretation is doubtful, it will 
be necessary to resort to indirect typing by growing Vi-phage 
11 on the strain and testing the phage preparations on culturcs 
of the reference type-strains. 

Preservation and Maintenance of Type Cultures.—There is 
ample evidence that environmental conditions prevailing 
during long-term preservation of strains of S. typhi may 
influence their degree of susceptibility to Vi-phage 11. Refer- 
ence has been made to the appearance of Type A in cultures 


of strains belonging to different Vi-phage types, and to a change , 


in the direction of decreased specificity on the part of others. 

The relationship of such variations to medium used for the 
maintenance of stock cultures requires long-term study. Some 
strains may have a greater inherent capacity to vary than other 
strains. It is also possible that undesirable variants may 
selectively grow and survive in the presence of certain 
metabolites or at certain final hydrogen-ion concentrations 
which do not necessarily bear any relationship to that of the 
- uninoculated medium. 

Meanwhile it is recommended that cultures of the Vi-type 
strains be maintained on Dorset egg medium, being stored in 
a dark and cool place, preferably at 4°C, after a minimum of 
incubation at 37-38°C. 

Fresh stock cultures should always be prepared from the 
oldest viable stock culture available. The following pro- 
cedure has proved to be satisfactory: transfer from old 
Dorset egg slant to fresh Dorset egg slant and incubate over- 
night; plate on agar plate and incubate overnight; select 
about a dozen of the best-looking opaque smooth colonies and 
seed together on slants of Dorset egg medium for storage. 

Preservation by special procedures, such as drying, is to 
be avoided for the time being. 

Preservation of Phage Preparations.—Concentrated fluid 
preparations of Vi-phage 11, if free from living bacteria, retain 
their potency unaltered for years at 4°C. The high dilutions 
used for typing also keep well, at least for several months, 
but it is desirable to keep the volume of these to a convenient 
minimum, replacing them at intervals from suitable inter- 
mediate concentrations. 


Vi-PHAGE TYPING OF OTHER MEMBERS OF THE 
SALMONELLA GROUP 


The arrangement of types and subtypes of 9. paratyphi 
B in the typing scheme suggested by Felix and Callow 
(1943) has also been based on the principles recom- 
mended here. The same applies to a typing scheme of 
S. typhi-murium, devised by Felix and Callow but not 


yet published, which has beef used in the epidemiological] | 


investigation of outbreaks of food-poisoning in Britain 
during the past few years. For the sake of uniformity 
it is highly desirable that the same procedure should 
be followed in any future attempt at phage typing of 
S. paratyphi A or other member of the salmonella family. 


Our thanks are due to Miss B. R. Callow, of London, and 
Miss E. M. Clark, of Toronto, for their help in preparing and 
testing some of the bacteriophages and in maintaining the 
cultures. 
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FOLIC ACID IN AGRANULOCYTOSIS 


D. A. K. BLACK S. W. STANBURY 
M.D. St. And., M.R.C.P. M.B. Manc. 
LECTURER IN MEDICINE CHIEF ASSISTANT 

DEPARTMENT OF MEDICINE, ROYAL INFIRMARY, MANCHESTER 


Ir has been known for some time that folic acid is 
effective in correcting nutritional cytopenia in monkeys 
(Wilson et al. 1942); and the granulopenia produced in 
rats by sulphonamides can also be prevented by folic 
acid. In human beings, Menten and Graff (1946) found 
that sulphonamide granulopenia gave no véry definite 
response to pyridoxine and folic “acid, but their daily — 
dosage of folic acid was less than 0-2 mg. Watson et al. 
(1945) reported improvement in irradiation leucopenia 
with folic acid. 

In the two cases of agranulocytosis reported below 
the granulocytes returned to the blood-stream within 
forty-eight hours of giving adequate doses of folic acid. 


Case 1.—A woman, aged 51, was admitted to a surgical 
ward on Jan. 18, 1947, for operative treatment of toxic goitre. 

A month earlier she had had a sore throat and skin rash 
following barbiturate medication ; no blood-count had been 
done and she had recovered after the barbiturate had been 
stopped. 

On Jan. 18 she was given gr. 1!/, of ‘ Dial.’ 
became severely ill, with fever and sore throat.’ 
count on the 20th 
nosis of sunarailo: PENISIEUIN se pO0Wan cnouely 

PYRIDOXINE 
200 mg. daily 


Next day she 
A blood- 


cytosis—white cells | 
1600 per c¢c.mm. 
(0:5% polymorphs). 
Treatment with 
penicillin 30,000 
units three-hourly 

and ‘Pentnucleo- x 

tide’ 40 ml. daily @ 
was begun on the y 
20th; and on the X 
: 

S 

N 


21st she began to 
have pyridoxine 
200 mg. daily. She 
remained febrile, 
and her blood-count 
did not improve. 
On the 24th 
treatment with folic 
acid 20 mg. daily 
wasstarted. Within 
forty-eight hours 
her temperature 
had fallentonormal, 


TOTAL 
Siion ES 


granulocytes had 
returned to the 
blood-stream, and 


she was clinically 
much better. 

A marrow smear 
done by Dr. H. 
Lempert on the 21st 
had shown a strik- | 
ing lack of granulocytes. On the 27th granulocytes, from 
the promyelocyte stage to fully mature polymorphs, had 
reappeared in the marrow. 

The time-relations of treatment and improvement in the 
temperature and blood-count are shown in fig. 1. 


Case 2.—A woman, aged 53, was admitted to hospital 
on April 5, 1947, with a history that, three weeks earlier, she 
had developed a vague febrile illness diagnosed as influenza. 
Convalescence had been slow, and on March 23 she had pecomie 
acutely ill, with sore throat, headache, and fever. 

On this and several subsequent days she had been given an 
amidopyrine hypnotic for control of headache (she had 
also had amidopyrine in 1945 for migrainous headache). 

A throat swab had been negative, and she had been given 
penicillin 200,000 units b.d. for four days. She had remained 
il! and febrile, and on April 1 she had been given penicillin 
again, 400, 000 units b.d. . 


20 22 24 26 28 30 32 
DAY OF ILLNESS 


Fig. |—Treatment, temperature, and white- 
ceil counts in case l. 
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A blood smear taken on March 31 had been-reported as 
suggesting leucopenia, with lymphocytes predominating, 
and retrospective inquiry showed that no. polymorphs were 
seen. A firm san raat of agranulocytosis was not, however, 
made until April 5, when her total white cells ‘numbered 
900 per c.mm. 

After admission to hospital on April 5 treatment was with 
penicillin 62,500 units three-hourly; intravenous pyridoxine 
300 mg. within the first twenty-four hours and folic acid 
100 mg. followed by 20 mg. daily. 

Within forty-eight hours her temperature had settled and 
granulocytes had returned to the blood-stream. 

A bone-marrow smear, taken ten to twelve hours after 


the start of therapy, showed maturation arrest at the - 


promyelocyte level; no mature granulocytes were seen. A 
~ further marrow smear, taken just over twenty-four hours 
| , later, showed 


granulocyte 
200,000 PENICI LLIN ! development 
© units, b.d. ; along normal 
a È 62,500 units ‘lines. 

. ili Fig. 2 shows 
3000p bs A 
` ion etween 
12,000 OAL 4 A oad | Pi treatment and 
-11,000 100mg. a improvement. 

goor peo fiora j COMMENTS 
7 daily + These two 
a 8000 / | cases illus- 
a 7000 H trate the 
a 6000 rota} value of 
© 5000 LEUCOCYTES 4 penicillin in 
N Goao i j _ maintaining 
4 o oy | life during 
3000 | STRN the period of 
2000F ~ J J cranutocytes] agranulo- 


ecytosis. 
Pyrexia, 
however, 
continues 
despite peni- 
cillin and 
does not 


polymorphs 
reappear in 
the 
ting blood. 
There is no 
a-priori 
reason to 
suspect that 
| penicillin has 
any stimulant action on leucopoiesis, and in both 
patients granulocytes had not returned after five days’ 
penicillin therapy. Apart from penicillin, the only 
drug other than folic acid given to both patients was 
pyridoxine; in the first patient pyridoxine had been 
given, without response, for three days before folic acid 
was added. We realise that spontaneous remission may 
occur at any time in this disease, and that the appearance 
of granulocytes within forty-eight hours of giving folic 
acid to these two patients may have been merely a 
coincidence. We propose to treat subsequent patients 
with folic acid and penicillin alone ; but, since agranulo- 
cytosis is comparatively rare, others may have an 
opportunity of testing the value of folic acid before 
another case is available to us. 


We are indebted to Messrs. Lederle, Inc., New York, for 
supply of ‘ Folvite.’ 
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and white-celi 
counts in case 2. ; 
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TRAUMATIC NEURITIS OF THE DEEP > 
PALMAR BRANCH OF THE ULNAR NERVE. 


W. Rrrcomme RUSSELL C. W. M. -Warrry > 
M.D. Edin., F.R.C.P. "B.M. Oxfd, M.R.C.P. 


From the Department of Neurology, Radcliffe In firmary, 
Oxford 


THE correct diagnosis of the cause of wasting of the 
muscles of the hand is clearly a matter of practical 
importance, and in this connexion Russell Brain et al. 
(1947) have recently clarified the causes of median 
neuritis. We draw-attention here to another cause of 
wasting of the hand which is in our experience specially 
liable to faulty diagnosis. 

Traumatic, occupational, or pressure neuritis of the 
ulnar nerve is a relatively common cause of such wasting. 
In most cases the neural injury occurs either at the 
elbow or at the wrist, and injury at these sites can be: 
distinguished by studying the muscles paralysed and the 
extent of the sensory loss. 

Injury to the deep palmar branch of the ulnar nerve- 
may, however, provide a clinical picture quite unlike that 
generally associated with ulnar paralysis. When it 
occurs without any obvious injury to the hand, the 
nature of the lesion is apt to be overlooked by the clinician, 
and indeed there is a danger that motor-neurone disease- 
may be diagnosed. 


Anatomy.—The anatomy of the nerve in the palm 


eis given in Cunningham’s (1937) textbook as follows : 


“The ulnar nerve in the hand divides under cover of 
the palmaris brevis muscle into its two terminal branches— 
superficial and-deep. The deep palmar branch is almost. 
purely motor. It passes deeply between the flexor and 
abductor minimi digiti; it supplies these muscles and the- 
opponens digiti minimi, then turning laterally along the- 
line of the deep palmar arch, and under cover of the deep. 
flexor tendons, it supplies branches to the following muscles ::- 
interossei, third and fourth lumbricals, the adductor pollicis, 
and the deep part of flexor pollicis brevis.” 


This is its usual anatomy, but it should be borne in ‘ming 
that there may be variations. The nerve occasionally 
supplies opponens and abductor pollicis brevis; flexor: 
pollicis rarely has an entirely median supply (Highet 
1943); and the first two palmar interossei are some- 
times innervated by the median (Pollock 1919). ‘This. 
may cause some difficulty in interpreting the clinical 
signs of injury. 

When the deep palmar branch is injured at its origin. 
without involvement of the superficial branch, the- 
muscles supplied by the ulnar nerve are ) paralysed without 
sensory loss. Hunt (1914) quotes six cases observed 
by him in which this occurred. When, however, the- 
deep palmar nerve is injured after its branches to the- 
hypothenar muscles have been given off, and while 
running laterally with the deep palmar arch, the interossei 
and adductor pollicis ‘are paralysed but the hypothenar 
muscles are unaffected. This isolated muscular paralysis 
without sensory loss constitutes the essential clinical 
feature of the cases here recorded. 3 


Case 1.—An R.A.S.C. sergeant, aged 24, reported weakness. 
of the right hand, with difficulty in writing, which had been — 
present for about 15 days. Some 3 weeks previously he had 
ridden a motor-cycle with a defective twist-gtip throttle 
from Algiers to Sousse, at times over rough and difficult. 
roads. For 24 hours after completion of this journey he had 
noticed paresthesia in the little and ring fingers of the right 
hand. This had cleared spontaneously. During the ensuing 
3 weeks he had been employed on routine short motor-cycle 
journeys. He had noted the weakness when trying to write- 
a letter about a week after his long journey. It appeared to- 
be increasing. 

On examination he appeared a healthy rather thick- set man. 
The only abnormality in the central nervous, system was 
weakness and slight wasting in the interossei and adductor 
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, pollicis of the right hand; the hypothenar muscles were 
intact, and there was no objective sensory loss. 

He was put off cycling duties and told to rest the hand as 
much as possible. He was seen again some 3 months later. 
He had only stayed off cycling for about 3 weeks, by which 
time he thought his hand so much better that he resumed 
full duty. He now had no disability and no detectable weak- 
ness, though there was still a slight reduction in the muscle 
mass of the first interosseus space. 


Case 2.—A Pioneer Corps private, aged 32, reported weak- 
ness of the left hand for about 1 month. He dated the 
symptoms from a time when he had been preparing the site 
for a tented camp. For about a week his chief occupation 
had been putting tent-pegs into clay soil, pushing them in 
by hand and then hammering them home. Since then he 
had been employed on digging. 

On examination he had evident wasting of first interosseus 
and adductor pollicis, and weakness of all interossei, third and 
fourth lumbricals, and adductor and flexor pollicis brevis of the 
left hand. There was no involvement of the hypothenar 
muscles and no sensory loss. 

He was put on light duty and instructed to rest the hand as 
much as possible. He did not report again, but’ his medical 
officer stated 6 weeks later that he had made no further 
complaints. 


Case 3.—A retired civil engineer, aged 61, complained of 
weakness of the right. hand and diffculty in holding a pen 
for writing for about 2 months. One evening after a heavy 
day’s gardening he had noticed painless swelling of the right 
hand. This had subsided gradually in a few days, and he 
had begun to note the weakness which had remained stationary 
since then. His gardening activities at the time of onset had 
consisted of breaking up hard clods of earth with a spade, 
which he held in his right hand and crashed down on the earth. 

On examination there was weakness, with some wasting, of 
all interossei, third and fourth lumbricals, and adductor 
pollicis of the right hand. The hypothenar muscles were 
normal, and there was no sensory loss. No other abnormality. 

He was advised to rest his hand and to wear a thick glove 
to prevent trauma to the palm. A follow-up 4 months later 
showed improvement in the weakness and wasting. The 
patient, who was an accurate observer, gave a good description 
of the recovery he noted. At first ‘full power returned to 
the little finger (the disability here had been of adduction 
due to interosseus weakness); next it returned to the middle 
and index fingers; and improvement in thumb movements 
was slowest. Difficulty in holding a pen for writing had 
decreased considerably. 


. Case 4.—A pressed-steel worker, aged 38, complained of 
weakness of the left hand for 6 weeks, with wasting for about 
2 weeks. For the past 2 months his work had involved 
straightening dents in various pieces of pressed steel. For 
this he had rested a block of wood on the palm of his left hand, 
while with his right hand he hammered the dent out against 
the block. 

On examination there was marked weakness of all interossei, 
third and fourth lumbricals, and adductor pollicis, with 
obvious wasting of first interosseus and adductor pollicis. 
The hypothenar muscles were unaffected, and there was no 
subjective or objective sensory disturbance. 

He was advised to change his work. When seen again 
7 weeks later there was much improvement in weakness and 
wasting. He no longer noted any subjective disability, and 
had changed his job to that of milk roundsman. 


Case 5.—-An insurance agent, aged 48, reported weakness 
of the right hand and difficulty in writing, of gradual onset, 
over the past 3 months. He had a Dupuytren’s contracture 
of the palm which had been slowly increasing for years but had 
not interfered with his work. During the past 3 months he 
had noticed a gradually increasing weakness of the right hand, 
showing itself particularly in difficulty in holding a pen for 
writing. There had also been some wasting of the hand. 

On examination a Dupuytren’s contracture could be felt and 
seen centred mainly over the flexor tendons of the fourth 
finger. There was evident wasting of the interossei and 
adductor pollicis, and weakness of interossei, third and fourth 
lumbricals, adductor and flexor pollicis brevis. The hypo- 
thenar muscles were not involved, and there was no subjective 
or objective sensory loss. 

In view of a possible constriction of the nerve by fibrous 
tissue, surgical exploration was undertaken by Prof. H.. J. 
Seddon. However, no mechanical obstruction was found to 
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-@ seeker passed across the palm in the course of the nerve. 


Electrical stimulation gave a normal response in branches to 
the hypothenar muscles, but none beyond this. Electro- 
myograms from the muscles affected showed no evidence of 
fibrillation. 


DISCU SSION 


There are stow published reports of this traumatic or 
pressure palsy of. the deep palmar branch. Ramsay 
Hunt (1914) does not describe this particular condi- 
tion, but Harris (1929) gives details of two such cases, 
one in a bootmaker and one in a cyclist. In the further 
cases here described, the connexion between trauma to 
the palm of the hand and the onset of the paralysis 
was quite definite, but it must be emphasised that careful 
inquiry is often needed to elicit the cause of the injury, 
as the patient is usually unaware that he has damaged 
his hand in any way. 

The deep palmar branch of the nerve, after turning 
laterally in the hand, lies in close relation to the proximal 
end ‘of the metacarpal - bones, and these no doubt 
provide a hard surface against which the nerve can be 
compressed. | ' 

The obvious treatment, which consists in avoiding the 
causes of trauma, is usually successful in allowing recovery 


to occur spontaneously. 


SUMMARY 


Pressure on the deep palmar branch of the ulnar nerve 
may cause a neuritis. Various occupations can inflict 


‘trauma of this kind. 


The result is paralysis and wasting of the interossei 
and adductor pollicis muscles. There is no sensory loss, 
and the hypothenar muscles may be unaffected. 

Recovery usually follows discontinuance of trauma 
to the hand. 
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A CASE OF HICCUP 
REVIVAL OF AN OLD REMEDY 


R. © Narn 
M.B. Lpool 
LATE SURGEON LIEUTENANT B.N.V.R. 


THIS case is recorded mainly because of the treatment 
adopted, but the ætiology is also worthy of discussion. 


During operational minesweeping off Malaya a request was 
received from another ship for medical attention for a naval 
stoker who had had hiccup for forty-eight hours. Treatment 
was prescribed, to be carried out in the rating’s ship till he 
could be transferred. He did not respond to the remedies 
suggested—all old and well-tried methods, such as breath- 
holding, breathing in and out of a paper bag, traction on the 
tongue, and eating or drinking such things as sugar and 
eucalyptus oil (we had no cajuput) or sugar and vinegar. 

He was transferred for treatment on the same evening, 
Sept. 6, when he was found to be truly suffering from hiccup of 
an unbelievable forcefulness. He had vomited twice during 
the day, and this was not surprising, from the mechanical 
effect of his spasms alone. He had diarrhea on this day only. 
There were no other symptoms, no domestic or other worries, 
and no relevant past illnesses. He gave a history of a normal 
pulmogram earlier in the year. ` His wife had had a pleural 
effusion but was recovering rapidly, and he was not concerned 
about her. The patient was 30 years old. 

On examination he was well built, reasonably cheerful in 
spite of having been hiccupping for the past two and a half 
days, and looked very fit. There was violent frequent hiccup, 
(This was later noted to. 
persist while he slept.) No pyrexia, pulse normal, tongue clean 
and moist. No abnormal abdominal, respiratory, or cardiac 
signs ;. blood-pressure normal.. 
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Central nervous system (c.N.s.): slight nystagmus, maximal 
on looking to the right ; right knee-jerk absent, left sluggish ; 


| slight but definite unsteadiness of gait but no true rombergism. 


-æ 


- and was quite symptomless. 


The clinical picture was ascribed at the time to some organic 
lesion of the c.N.s. yet to be determined ; meanwhile treat- 
ment was directed to stopping the hiccup. 


Treatment.—A. mixture of oxygen and 7% carbon dioxide 


was administered with a ‘ Novox ’ apparatus for long periods, 
but without effect. Phenobarbitone gr. 3 statim and gr. 2 b.i.d. 
‘was given to allay his growing anxiety. He was put to bed. 

An hour later he was still hiccupping as badly asever. Mist. 


_ kaolin et morph. (N.W.F.) 1], oz. was given to relieve any 


possible gastric irritation, and he fell asleep, still hiccupping. 
He stopped hiccupping in the early hours of the morning, 
much to everyone’s relief, and on waking remained free from 


hiccup until he drank g little fluid about half an hour later. 


This started him off again. (Solid food was withheld until 
there was no doubt about his complete recovery.) Hyoscine 
hydrobromide gr. 1/,, was then given by mouth to reduce 
parasympathetic activity, and he was put on an antacid 
powder, again directed against possible gastric irritation. 

In the afternoon of this day the patient was still hiccupping 
and had become a little less cheerful. Again the novox appara- 
tus was tried, this time for periods of 15 minutes, alternating 
with 15-minute periods of abdominal compression produced by 
flexing his thighs (Hutchison and Sherren 1925). This was 


given up after an hour as being too exhausting in the heat of . 


the afternoon and singularly ineffective. Various “‘ tricks ”’ 
were then resorted to, such as holding down the cricoid carti- 
lage, and traction on his tongue—without effect. 

The only treatments left seemed to be the administration of 
a general anesthetic, either ether or ‘ Pentothal’ (the only 
ones available), and, if that failed, phrenic-nerve paralysis 
either by procaine injection or avulsion. Before seriously 
contemplating these heroic procedures, a mental survey was 
made of the drugs supplied to small ships. One antispasmodic, 
amyl nitrite, was available, and this had not yet been tried. 

Inhalation of the vapour from one ampoule of amyl nitrite 
worked like a charm, and in less than a minute his hiccup had 
stopped. A slight recurrence three hours later was treated in 
the same way, and this time he remained quite free from 
hiccup. 

Progress. —Neoxt day he was allowed some semi-solids by 
mouth, but he complained that the food stuck at the level of 


-the lower end of his sternum. On re-examination his C.N.S. 


signs were unchanged, apart from the addition of slight 
intentjon tremor. (#sophageal spasm was diagnosed and 
attributed to the same general G.n.s. lesion which had caused 


. the hiccup. A mixture of belladonna, kaolin, and morphine 


was given for the next week to assist his swallowing. 
On Sept. 10 he was free from symptoms, though the signs 


‘were unchanged, and he was regarded as fit for light duty 


until he could be transferred to hospital for a complete 
neurological investigation. He was seen regularly until 
Oct. 27, when he was discharged to the Royal Naval Auxiliary 
Hospital, St. Peter’s, Colombo. The physical signs had become 
less pronounced but were still qualitatively unchanged. on 


Oct. 23. In St. Peter’s a full investigation was made, but by ` 


this time he was practically clear of abnormal physical signs 
Apart from sluggish tendon 
jerks and an absent lower left abdominal reflex, nothing of 
importance was recorded. His optic disks were normal and 
visual fields full; a slight choroiditis was regarded as being 
inactive and not significant. There was no abnormality in 
the cerebrospinal fluid (o.s.F.): the Kahn test was negative, 
as was the blood Kahn. Nothing abnormal was discovered in 
the urine. A barium swallow revealed no œsophageal or 
pericesophageal lesion. 


DISCUSSION ` 


Diagnosis.—It is unfortunate that hospital investiga- 
tions could not be undertaken before the clinical condition 
had cleared. The diagnosis remains uncertain. 
Bellingham Smith (1938) gives the following differential 
diagnosis : 

(1) Hiccup due to peripheral nervous causes—irritation of 
either the phrenic or vagus nerves. 

(2) Hiccup due to central nervous causes: brain tumour ; 
meningitis; hydrocephalus; encephalitis lethargica (either 
epidemic or sporadic, with or without other symptoms and 
signs); epilepsy ; hysteria; toxemia (e.g.,of specific infec- 
tions, metabolic disorders, and uremia); reflex causes. 
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Besides these causes, on theoretical grounds at least,. 
such central nervous lesions. as, neurosyphilis and 
disseminated sclerosis should also be included. . 
In the present case peripheral lesions were excluded 
by the presence of C.N,S. signs, and the short duration 
and recovery ruled out brain tumour and hydrocephalus. 
The absence of meningism ruled out meningitis. There 
was no evidence of epilepsy. Reflex causes-and hysteria. | 
were ruled out by the positive signs of organic nervous 
disease and the continuance of the hiccup during sleep. 
There was no evidence of toxemia. Negative Kahn 
blood-test and c.s.¥. findings excluded neurosyphilis. The 
remaining possibilities appear to be sporadic epidemic 
encephalitis (for no other cases occurred in the area) and 
disseminated sclerosis., French and Douthwaite (1945) 
state that such sporadic cases of encephalitis do occur, 
and occasionally without pyrexia, with a normal C.8.F., 
and with little if anything to distinguish them from 
neurosis or hysteria, unless there have been other similar 
cases in the neighbourhood about the same time. In the 
present case other signs of central nervous disease were — 
present, all compatible with such a diagnosis. Against a 
diagnosis of disseminated sclerosis is the fact that 
“intractable” hiccup appears never to have heralded 
an attack of this disease before. An attack of 
encephalitis lethargica, with the principal lesion in the 
medulla, is proposed as the most likely diagnosis i in this 
case. = 


Treatment.—At the time I could find no record of amyl 
nitrite having’ been used in hiccup before, and I tried 
it on purely theoretical grounds. Since then, however, 
I have found that its use is mentioned by Osler (1942), 
Comrie (1937), and Bellingham Smith (1938). I have 
since employed. it in a few other cases of hiccup, 
including alcoholic hiccup, with unequivocal success. 


SUMMARY 


A case of hiccup of nearly four days’ duration and of 
doubtful etiology is described. 

The most likely cause seems to be encephalitis 
lethargica. 

Inhalation of amyl nitrite was used with immediate 
success after most of the better recognised methods of 
treatment had proved unsuccessful. 

Acknowledgments are due to the Medical Director-General 


of the Navy and the Medical Officer-in-Charge, R.N.A.H., 
St. Peter’s, Colombo, for permission to publish this case. 
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. Here, then, is an affirmative answer to the question: : 
Do we have the natural resources to meet world food goals 
by 1960? This answer is a challenge to all men, not to 
scientists only, for it raises immediately an even more critical 
question: Can we mobilize these resources to produce the 
needed food ? This question begs many answers, because it 
involves the whole field of human relationships. Science may 
discover and point the way, but it cannot dictate. The full 
measure of success in economic, social, and political action 
comes only with the will. of the majority—not from the 
desires of one group. If the people of the world really have 
the determination to give battle to the problem of hunger, 
if they are willing to expend a small part of the energy and 
capital poured into World War II, only then can we see hope 


` of victory.’ —RoBERT M. SALTER, chief of the Bureau of 


Plant Industry, Soils, and Agricultural Engineering, . U.S. 
Department of Agriculture, Beltsville, Maryland, Science, 
May 23, p. 533. 
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BRITISH ORTHOP-EDIC ASSOCIATION 


A MEETING of this association was held at Exeter, 
on April 25 and 26, under the presidency of Mr. GEORGE 
PERKIN 


8. 
Tuberculosis of Bones and Joints 


Mr. G. R. GIRDLESTONE spoke of the rarity of dissemina- 
tion of tuberculous infection by operation on bones and 
joints provided this was well timed and preceded and 
followed by immobilisation. He condemned concern 
with the local lesion to the exclusion of the tuberculous 
patient as a whole, and emphasised the importance of 
long-continued care after discharge from hospital. He 
regarded serial estimations of the erythrocyte-sedimenta- 
tion rate as valuable in assessing progress. 

Mr. NORMAN CAPENER reviewed tuberculous disease 
of the spine in 351 cases, laying stress on the difference 
of the disease, and its response to treatment, in children 
and adults. In the first fifteen years lower thoracic 
(dorsal) disease predominated; afterwards, lumbar. 
177 cases were treated by arthrodesis, with no mortality 
in the first nine months; the tibia providing the graft 
fractured but once, in contrast with the experience in 
traumatic cases. He thought the key to the treatment 
of thoracic spinal disease might be treatment of the 
abscess. 

Mr. M. C. WILKINSON, speaking on tuberculous 
disease of the hip, had found an unstable joint in 22 out 
of 50 cases treated conservatively alone. The value of 
operation was measured by its success in securing 
stability and in preventing recurrence. His operative 
mortality in 75 cases was: early 2, late 2. He had 
particularly practised osteotomy, with medial displace- 
ment of the distal fragment, but lately he had supple- 
mented this by an extra-articular femoral graft slid 
along the upper border of the neck. Operation was 
performed in the presence of active disease after the 
patient’s resistance had been raised by conservative 
treatment; and the reossification which ensued might 
be ascribed perhaps to auto-inoculation or to the decom- 
pression of tuberculous foci. Bony ankylosis might 
take as long as two years, though the hip usually became 
quite stable before this. Many radiograms were shown 
of patients so treated. 

Mr. Wilkinson’s view that displacement osteotomy 
was often of great value in the treatment of tuberculous 
hip-jointse was supported by Mr. D. WAINWRIGHT, 
who showed how a combination of osteotomy and 
ischiofemoral graft produced rapid bony ankylosis ; 
and he showed also the result of supplementing long 
oblique osteotomy by traction, so that not only was 
apparent lengthening produced by angulation but also 
real lengthening by. distraction. Dr. J. DELCHEF 
advocated early arthrodesis while the disease was still 
active. Mr. H. A. BRITTAIN held that the hip demanded 
different treatment from the other joints of the lower 
limb, because it could be short-circuited from weight- 
bearing by ischiofemoral arthrodesis. 

Mr. J. P. CAMPBELL reviewed 89 cases of tuberculosis 
of the knee treated at Harlow Wood Orthopedic Hospital 
and found a quarter of them purely synovial. Some 
with osseous lesions developed a serviceable range of 
movement. Intra-articular arthrodesis resulted in bony 
fusion much more quickly in those of more than three 
years’ standing than in more recent cases similarly 
treated. Bone-grafting operations were reserved for 
adults, in whom they supplemented intra-articular 
arthrodesis or were used to promote bony fusion where 
resection of the joint alone had failed. 

Dr. J. MORTENS, reviewing 76 cases, concluded that 
arthrodesis should be postponed to the age of thirteen 
or fourteen if an epiphysis was involved, but that other- 
wise nine was not too early an age for the operation. 

In considering 118 cases of tuberculosis of the foot 
and ankle, Mr. B. L. MCFARLAND contrasted the very 
good, though slow, response in children to conservative 
treatment with the frequently poor result in adults in 
whom dissemination or sinus formation often led to 
amputation. Conservative treatment, with or without 
arthrodesis, might be indicated in some younger adults, 
but in the older patient with tuberculosis of ankle or 


BRITISH ORFHOPZEDIC ASSOCIATION 


[JUNE 14, 1947 831 


tarsus amputation was not merely justifiable but often. 
imperative. 

Mr. J. A. CHOLMELEY reviewed 94 of 100 cases of 
tuberculosis of bones and joints of the upper limb treated 
in the Royal National Orthopedic Hospital (country 
branch) in the years 1924-46. The parts affected were: 
shoulder (36 cases), elbow (25), wrist (22), metacarpals 
and phalanges (10), and humeral shaft alone (1). All 
received conservative treatment, supplemented in a. 
few by operation—namely, arthrodesis of 8 shoulders in 
adults; excision of an elbow, and partial excision of 
another with drainage for secondary infection; local 
excision of the local humeral lesion. Arthrodesis of the 
shoulder—often determined by occupation—gave good 
results in adults, with bony fusion in every case, whereas 
recurrence took place in 3 of the shoulders not operated 
on. Two elbows, including that excised, showed recur- 
rence. There was none in the wrist, metacarpal, 
phalangeal, or humeral cases. 

Sir REGINALD WATSON-JONES concluded that tuber- 
culosis of bones and joints presented, from the view- 
point of treatment, two diseases—that in children and 
that in adults. Both demanded tonservative treatment ; 
in children this sufficed, but in adults it should often 
be supplemented by surgical fusion after quiescence of 
the disease. The position was reversed in the case 
of the spine, which should be arthrodesed more often 
in children and more rarely in adults, because in children 
conservative treatment of dorsal disease left an unstable 
spine with increasing deformity, whereas in adults lumbar 
disease nearly always led to spontaneous ankylosis. 


Cup Arthroplasty of the Hip 


Dr. M. N. SMITH-PETERSEN (Boston, Mass.), who was 
elected an honorary fellow of the association, described 
his operation of cup arthroplasty. The restoration of 
shapely, smooth, cartilaginous articular surfaces was 
demonstrated by slides and films. 

Mr. W. ALEXANDER Law had found that some 80% 
of Smith-Petersen’s cup arthroplasty operations gave a 
result satisfying to patient and surgeon; but the former 
must codperate actively with exercises for two years. 


Communications and Cases 


Mr. H. G. S. Korvin concluded, from radiological 
evidence, that the pathological changes in pseudo- 
coxalgia are those of ordinary aseptic necrosis, and that 
destructive changes are the biological consequences of 
the mechanical damage of weight-bearing. 

Mr. F. C. DURBIN had followed up 525 cases of sciatica 
and selected 147 cases with neurological signs, treated 
without operation. Of 123 patients receiving plaster 
jackets, 79 were relieved or cured. 

Mr. G. BLUNDELL JONES had investigated the 
penicillin content of the synovial fluid of knees with open 
war wounds forty-eight hours after a single instillation 
of 100,000 units. He found retention, in adequate 
concentration, provided the effusion was not diminishing. 
Absorption of fluid led to more rapid disappearance of 
intra-articular penicillin, but at this stage penicillin was 
no longer needed in the joint. Penicillin given intra- 
muscularly did not appear in adequate concentration in 
the synovial fluid of the joint if this was completely 
immobilised. - 

Mr. A. L. EYRE-BROOK showed a patient with bilateral 
cineplastic forearm stumps and 2 patients with Kruken- 
berg forearm stumps. The success of the operations 
(performed by German surgeons) was undoubted, and 
function appeared particularly good in the Krukenberg 
stumps because sensation was preserved. 


CLINICAL MEETING 


Clinical cases were demonstrated at the Princess Elizabeth 
Orthopedic Hospital by its staff and that of the Mount 
Gold Orthopedic Hospital, Plymouth. Mr. CAPENER showed 
cases of lateral rhachotomy for Pott’s paraplegia, and his 
modification of Neufeld nail-plate fixation of pertrochanteric 
fractures. Mr. G. J. LILLIE showed cases of osteoclastoma 
and enchondroma treated by radical excision and grafting. 
Mr. DURBIN presented examples of arthrodesis of the shoulder, 
showing short tri-fin nail fixation, and of the elbow, showing 
the value of excision of the radial head. Mr. BLUNDELL 
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JONES showed cases of osteomyelitis of the calcaneus (os 
calcis) treated by Gaenslen’s cloven-hoof operation, and cases 
of osteomyelitis of the femur with reference to penicillin 
treatment and the need for adequate surgery. Mr. M. H. 
Barz showed synovectomies of the knee-joint, and Mr. A. E. 
JOWETT demonstrated arthrograms of this joint. : 


Reviews of Books 


- Child Health and Development 

Editor: Ricnarp W. B. ELLIS, M.D., F.R.0.P., professor 
of child life and health, University of Edinburgh. London : 
J. & A. Churchill. 1947. Pp. 364. 18s. . 


THis book; not large but wide in scope, covers the 
development and the management of the healthy child, 
as well as their social and administrative aspects. Child 
health is apt to be treated as an immediately practical 
_ or as a legislative subject, and the attempt to provide 
a background of anatomy, physiology, and psychology 
is worth while. This ambitious aim is achieved, though 


the transition from one method of presentment to another 


is at times startling: After the lullaby of baby care 
(‘‘ hot-water bottles must be well covered, and never 
allowed to come in direct contact with the infant ’’) 
comes the sterner academic strain (‘‘ the tooth follicle 
migrates occlusally at all stages of its development and 
such movement bears no direct relation to the lengthening 
to the root ’’). PE 
Professor Ellis has written over a quarter of the book 
and has collected a constellation of authors: eight 
professors contribute, unaccompanied by any medical 
officers of health. In his own clear utilitarian style, 
ornamented with unexpected bons mots, he discusses 


the newborn, nutrition, puberty, infant welfare, infant . 


mortality, school medical and dental services, nurseries, 
and nursery schools. There is little to quarrel with in 
these thorough and accurate contributions: indeed, 
accuracy is characteristic of the whole book. F. J. 


Browne, in a good chapter, practical yet thought- - 


provoking, considers the health of the child before and 
during birth. Sir Joseph Barcroft’s account of the func- 
tional development of the foetus is outstanding and his 
views on the establishment of respiration are well set out. 
H. A. Harris describes the anatomy of growth and 
R. E. Rix deals with children’s teeth. A. Freud has a 
chapter in the establishment of feeding habits and also 
writes on emotional development, while L. S. Penrose 
describes the development of the intellect. F. Payling 
Wright’s chapter on immunity is particularly clear and 
easy to read. P. A. Gorer’s pages on genetics and popula- 
tion should be read, if only as a defence from statistical 
jeremiads on the birth-rate. Sir Fred Clarke reviews 
our educational system, L. M. Rendel describes the fate 
of the homeless child, and E. Younghusband explains 


juvenile courts. The special importance of milk as a- 


food for children is recognised in E. Capstick’s factual 
account. An appendix on blood-groups, and a second on 
the important voluntary. organisations concerned with 
child care, complete a notable book. 


Die Milzpunktion 
SvEN MoEScHLD, privat-dozent, medical faculty, Univer- 
sity. of Zurich. Basle: Schwabe. 1947.. Pp. 205. 
Sw. fr. 30. | 


Tus is a careful and thorough account of what can 
be learned from splenic puncture in a variety of diseases 
that cause chronic enlargement of the spleen. The 
technique is fully described, and differs from some in 
use in that the puncture is done through the 9th or 10th 
_ intercostal spaces in the axillary plane and the spleen is 
penetrated only to a depth of 2 cm. From the resulting 
fluid and fragments, smears are made and material 
fixed for histological sections. Moeschlin emphasises the 
superiority of the smear technique for. differentiating 
cells, and points out that in many cases—for example 
Hodgkin’s disease—cells that are clearly pathognomonic 
in the smears are not easily differentiated in sections. 
Splenic puncture is decisively contra-indicated in cases 
of hemorrhagic diathesis, ‘‘ septic ”?” spleen, and painful 
and adherent spleen, and in patients who are collapsed. 
Within these limits, he has punctured the enlarged 
spleens of 180 patients without mishap. The normal 
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“ splenogram ” shows a preponderance of impio cells 
(58-89 %), neutrophil granulocytes (mostly segmented . 
and band forms) making up nearly all the rest ; erythro- 
blasts are few (0-2%); reticulum cells, though few, are 
subdivided into lymphoid and plasma cell types; and 
serosa cells, pulp cells, and four forms of macrophages 
are described and illustrated. Spleen puncture was 


always done as part of a thorough examination of the .- 


patients, and parallel sternal-marrow—and sometimes 
lymph-gland—punctures were done as well. From the 
detailed results given in various diseases it appears that 
diagnostic information, not readily obtainable in other 
ways, may be gained from spleen puncture in Hodgkin’s 
disease, where typical lymphogranulomatous cells- are 
seen and sometimes Sternberg-Reed giant cells ` in the 
primary reticuloses (though evidence here is not very 
good, only one case being quoted); in myelosclerosis, 
where evidence of extramedullary blood formation—the 
presence of erythroblasts and myelocytes in consider- 
able numbers—contrasts with the hypocellular sternal 
marrow ; possibly in primary splenic tuberculosis ; and 
in the rare primary splenic tumours. The book is illus- 
trated with excellent photomicrographs and two colour 
plates, and the bibliography is full. Since it offers some 
guide about normal results and what to expect in disease, 
it should encourage clinical pathologists to try splenic. 
puncture in patients with obscure splenomegaly ;- but 
it shows that interpretation is not easy, and that 
technique must be first-class at all stages. oe « 


The Care of the Aged (Geriatrics) an | 
(5thed.) Matrorp W. THEWLIs, M.D., attending surgéon,. 
U.S. Public Health Hogpitals, New York. London: 

` H. Kimpton. 1946. Pp. 500. 40s. 

THE rise of a new clinical specialty often looks at first 
like a process of robbing Peter to pay Paul; but as the 
specialty grows it becomes plain that without the 
emphasis and focus given by the apparatus of specialisa- 
tion—journals, societies, textbooks,. appointments, 
research grants and the like—the growth and the 
application of relevant knowledge might have been much. 
slower. Geriatrics, though barely out of the accoucheur’s. 
hands, illiistrates this already. The borrowings and the 
recent direct studies here assembled by Dr. Thewlis, 
and cemented with his clinical advice.on how to care 
for the elderly. bespeak vigorous reparation for past. 
neglect. The book is skilfully compiled, and practical in 
its layout and contents: the author has however a weak- 
ness for Greek artefacts of language, some of them, like 
geratology and gerocomia, inadmissible, and others, like 
logotherapy (the use of tactful euphemisms in talking to 
patients and their relatives), a trifle pretentious. 


British Encyclopedia of Medical Practice: Medical 
Progress, 1947, and Cumulative Supplement, 1947 (London: 
Butterworth. 1947. Pp. 501 and 274. 42s. together).—Loard 
Horder, as editor-in-chief of this series, draws attention to — 
the many references in the new “ Medical Progress” to 
penicillin therapy, and to the accounts of advances in war 
surgery (including plastic procedures), the rhesus factor, and 
the surgery of heart conditions. The.calciferol treatment of 
lupus vulgaris is described in the section on dermatology. 
The Cumulative Supplement, designed to be read in con- 
junction with “ Medical Progress,” summarises our knowledge 
of disease. As far as possible it avoids controversial matter- 
and gives only proved facts. 


Urology in General Practice (Chicago: Year Book 
Publishers. London: H. K. Lewis. 1947. Pp. 392. 31s. 6d.).— 
Dr. Nelse F. Ockerblad has prepared, without the help 
of his earlier collaborator, a second edition.of this breezy 
and well-liked textbook.. The chapter on sulphonamides 
has been rewritten and now includes the antibiotics as 
well, and the text has been brought up to date in 
other ways. The cystoscope is still recommended more freely 
to the use of the general practitioner than most urologists 
in this country would think wise, but seemingly the young 
doctor gets more experience of its use in America than here. 


' Practically all medical graduates of the past 15 years,” 


Dr. Ockerblad says, ‘‘ have had at least a rotating. hospital 
internship that included some cystoscopy.” The pictures are 
splendid and the text inviting. : oh 
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Distribution of Streptomycin 


THE frequent appeals by the B.B.C. for strepto- 
mycin, sometimes followed next day by notes in the 
press saying that they produced supplies within an 
hour or two, have raised doubts whether the drug 
is being distributed fairly and scientifically or whether 
ingenuity, luck, a knowledge of the ropes, and even 
wealth or influence are playing a significant part 
in the selection of cases. It is unlikely that a 
single life has been saved in Great Britain by strepto- 
mycin obtained from unofficial sources; but it is an 
unfortunate result of the secrecy imposed on the 
clinical trials of this drug that no-one can set such 
doubts at rest. A frank official statement on the 
supply position, with an explanation of exactly 
how the cases for treatment. are chosen, is needed to 
clear the air. ; 

Since January, 1944, when Scuatz, BUGIE, and 
WaxksMan! first suggested that this antibiotic 
obtained from Actinomyces griseus might be effective 
against infections which are resistant to penicillin 
and the sulphonamides, the pharmacology and thera- 
peutics of streptomycin have been studied, mostly 
but not wholly in the United States, as thoroughly 
as limited supplies would allow. Its most striking 
successes have been in Haemophilus influenze menin- 
gitis; tularemia; infections of the urinary tract 
with gram-negative bacilli; and various other gram- 
negative infections, including meningitis, bacterzemia, 
and infective endocarditis. There is evidence that it 
may be effective in plague. But what has raised 
the greatest hopes, more especially among the public, 
is its action on the tubercle bacillus. Both in vitro 
and in animals it was found to be the most powerful 
drug yet tried, and it was natural that the results 
of clinical trials received much publicity in the lay 
press. When it became known that a few cases of 
tuberculous meningitis were responding to this treat- 
ment it was too readily assumed that the long-sought 
cure for this fatal disease had been found. Since 
then the parents of every child known or suspected 
to have tuberculous meningitis have based all their 
hopes on obtaining streptomycin treatment—and not 
without reason, since no other remedy holds out 
any hope at all. On both sides of the Atlantic, 
therefore, all possible sources of supply have been 
besieged by the relatives of patients, and their doctors, 
though there was and is nothing like enough to go 
round. Unfortunately streptomycin is much more 


difficult as well as expensive to make than penicillin. 


In this country three large firms—Boots, Glaxo 
Laboratories, and the Distillers Co.—have all set up 
plants for deep culture, but so far the only production 
estimate published has been one of 250 grammes a 
month by next June; and the treatment of tuberculous 
meningitis may require doses of 1-3 g. a day for 
three to six months; according to HInsHaw et al.? 


1. Schatz, A., Bugie, E., Waksman, S. A. Proc. Soc. exp. Biol., N.Y. 


1944, 55, 66. 
Hinshaw .C., Feldman, W. H., Pfuetze, K. H. J. Amer. med. 
Ass. 1946, 132, 778. 


the total requirement for a single case may well be 
360 g. For the present, therefore, the home product 
will be useful only for research and the treatment of 
short illnesses, and we must look to the United States 
for our main supplies. In America all the strepto- 
mycin produced is allocated by a division of the 
Civilian Production Administration ; like other coun- 
tries, we have been granted a share, but it is unlikely. 
to be enough to treat more than a few hundred cases 
of tuberculous meningitis, even assuming that most of 
what we reccive is used in that disease. An unknown, 
but probably much smaller, quantity is imported 
unofficially, whether in travellers’ pockets or through 
the post ; provided the duty is paid there is nothing 
illegal in this. 

The Ministry of Supply has decided that all the ` 
streptomycin produced at home or officially imported 
shall go to the Medical Research Council for distribu- 
tion, and the council has instituted clinical trials of 
the drug in six hospitals throughout the country—the 
Hospital for Sick Children, Great Ormond Street ; 
Hammersmith Hospital; Guy’s; the National Hos- 
pital for Nervous Diseases, Queen Square ; the Alder 
Hey Hospital, Liverpool: and the Royal Hospital 
for Sick Children, Glasgow. Other big hospitals have 
small supplies. The trials, which are apparently 
confined to children, have now been in progress for 
several months, and some interim results should 
soon be forthcoming. Presumably the cases chosen 
have reached the hospitals concerned through their 
own outpatient departments or have been sent up 
in the usual way by outside doctors. |The where- © 
abouts of the M.R.C. units have only lately been 
published, so there are grounds for the suggestion 
that selection has been largely a matter of luck. 
Until some way is found to increase supplies only a 
small proportion of the cases of tuberculous meningitis 
in the United Kingdom (according to the Registrar- 
General’s returns some 2000 a year) can be treated 
with streptomycin, but it would do much to satisfy 
doctors and parents if the claims of each patient 
could somehow be considered by the research units, 
so that whether or not a case was chosen for strepto- 
mycin treatment would depend solely on its suitability 
for the trial. The present plan is similar to that 
adopted by the M.R.C. in its trial of penicillin in 
infective endocarditis, and there is a close parallel 
between that disease and tuberculous meningitis in 
their fatality-rates without specific treatment; but 
hospitals outside the trial could obtain penicillin for 


their cases of endocarditis, and sulphonamides also 


offered some hope of relief. This time the Medical 
Research Council carries a heavier responsibility, 
because it has a virtual monopoly of supplies and 
there is no alternative treatment whatever. As the 
Times of June 6 suggested, it would be a convenience 
to doctors if there was a central bureau or bureaux 
to which they could apply when they had a case 
requiring streptomycin; in London this task could 
perhaps be undertaken by the Emergency Bed Service 
of the King’s Fund, and outside London by offices 
connected with the two units at Liverpool and Glas- 
gow. But there is also a need for permanent informa- 
tion bureaux which will know or find out where any 
scarce drug or piece of apparatus can be found. 
These would be a useful addition to the National 
Health Service. 


‘834 THE LANCET] 


The Stress of Air Warfare | 
THE flying crews of the operational commands of 
the Royal Air .Force were subjected to protracted 
physical and psychological stresses of peculiar inten- 
sity. In both the world wars this was-implied by the 


use of the term “ flying stress,” either as a diagnostic - 


label or merely to describe the environmental strains 
attached to air warfare. In the report} lately issued 
by the Air Ministry Air Vice-Marshal Sir CHARLES 
SYMONDS, war-time consultant in neuropsychiatry 
to the Royal Air Force, rightly consigns the diag- 
nostic use of the term to the museum reserved for the 
other occupational or traumatic neuroses: “flying 
stress,” he says, “is what happens to the man, not 
' what happens in him.” The misconception that 
neurosis occurring in pilots was an occupational 


disease sui generis, produced by the physical strains 


specific to flying—such as oxygen-lack, height, and 
(in aerobatics) the effects of gravity—was a relic of 
preoccupation in 1914-18 with the cardiovascular 
concomitants of neurosis among pilots. These specific 
physical stresses were of course real enough; but, 
compared to the strain of acute hazard and long- 
continued anxiety and fatigue, their effect in 
precipitating nervous breakdown was negligible. 

In an attempt to ascertain the precise nature of 
this psychological stress Air Vice-Marshal SYMONDS 
and his collaborator’ Wing-Commander DENIS 
WILLIAMS conducted what was in effect an opinion 
survey among the executive and medical officers of 
_ the operational commands. Guided by their experience 
of the clinical interview, they were able to elicit and 
record the frank opinions of a large number of typical 
operationa] commanders and medical officers attached 
to squadrons in the field. The interviews centred 
round two questions: ‘‘ What gets a man. down ? ” 
and ‘‘ How do you tell when he has had enough ? ” 
The load carried by every man in a squadron on 
active duty depended largely on the fearful hazard 
involved, but the effects of appreciating that hazard 
were modified by many complex features of squadron 
life.. Anxiety was increased by the added risks of 
returning to base in bad weather, perhaps in a damaged 
aircraft. Long periods of inactivity, punctuated by 
repeated briefing, and preparations followed by last- 
minute cancellations, together with a lack of visible suc- 
cess in attacks, were apt to depress a. squadron’s morale. 
Physical fatigue and loss of sleep, cold, unsatisfactory 
living conditions, and domestic anxieties played their 
part. But all these difficulties could be and were 
‘countered by the buoyancy of spirit which followed 
obvious operational success achieved under inspiring 
leadership.. In addition, general administrative 
decisions were important. Limitation of the opera- 
tional tour (e.g., to thirty -sorties in Bomber Com- 
mand) was early recognised to be essential, and the 
medical branch of the R.A.F. pressed strongly for 
flexibility in its application both to different types 
of operational squadron and to different individuals 
within each squadron. The flying men were given to 
understand that an upper limit was to be placed on the 
effort expected from them ; they were not to be faced, 
as in the early days of the war, with the unpalatable 
1, Psychological Disorders in Flying Personnel of the Royal Air 

Force. In ted d i 


% ves the war 1939-45. Air Ministry, 
Air Publication 3139. London: H.M. Stationery Office. 
Pp. 344. 7s. 6d. 
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alternatives which they themselves dubbed “ coffins 


or crackers.” The completion of a tour, at a ‘point 
determined by the squadron commander advised by 
the squadron doctor, was followed by a “ rest ” period 
of alternative employment, usually in operatidnal | 
training units where the work was hard but the men - 
free from the anxiety ‘of an imminent call to a 
hazardous sortie. Refreshed, and often more than a 
little bored by the routine duties, these experienced 
veterans could return to a second tour as the potential 
leaders of their new squadrons. a is 

In all this, and particularly in the prevention of 
nervous breakdown, the squadron doctor had an 
important rôle. On him lay much of the responsibility 
for detecting the signs of incipient neurosis. Changes 
in behaviour, talk, and appearance, with loss of. 
enthusiasm for, and efficiency in, the job—rather 
than any dramatic outburst or alcoholic excess, such 
as inter-war films on the. subject might have sug- 
gested—were the most usual signs of faltering under 
the load. The doctor’s task was easier when the 
man himself reported sick, exaggerating some minor 
disability or complaining of visual or alimentary 
disturbances which were soon recognised as psycho- 


logical in origin. Perhaps the most interesting feature 


of the reports on this aspect of squadron work is the 
introspective account given by unit commanders, 


who had distinguished themselves in action; of their 


own reactions, physical and mental, to the stress of 
operational flying. The emphasis was all on a frank. 
realisation of a mounting sense of fear, increasing 
fatigue, and listlessness even in. face of danger. 
Sleeplessness and nightmare, loss in weight, and other 
physical signs were observed; but the superior 
intelligence and insight of these‘ men was reflected 
in their appreciation of the primary nature of fear 
and fatigue. Such observations on the universality 
of anxiety and fear were useful to the squadron doctor 
who was trying to help the psychologically lame dog 
over the operational stile. Nothing encouraged a man 
more than the knowledge that his fancied weakness 
of spirit and flesh in the face of continued danger. was 
shared by others, and he was fortified by their example 
in conquering fear. By sympathy, explanation, and 


encouragement, rather than by. exhortation (for 


heroics ill became the doctor, who shared few of the 
dangers of air fighting), much could be done. | 

The impressions thus collected applied fairly 
generally to all commands, but differences in types of 
psychological disorder affecting men of various crew 
duties in squadrons employed in differing sorts of 
operational work could be appreciated only from a 
statistical survey on a large scale. Clinical reports 
on every case of psychological disorder, detailing the 
psychiatrist’s estimate of the man’s neurotic predis- 
position and the degree of stress, whether operational 


-or domestic, to which he had been subjected, were 


therefore collected. An analysis of .these records, 
made with the help of Prof. A. BRADFORD HILL, 
showed that although the incidence of nervous illness 
—mainly anxiety or hysteria—was highest in the 
squadrons employed on dangerous tasks such as day 
and night bombing or attacks on shipping, nearly a 
third of the annual total of about 3000 men thus 
affected had no experience of operational flying. 


Similarly the incidence of neurosis was at a maximum 


in the first third of the operational tour. There was 
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a clear relation between predisposition to neurosis 
and the stress sustained before breakdown. The 
unduly high incidence among pilots and air-gunners 
could therefore be explained both by the extra 
responsibilities they bore, and, particularly in the 
latter instance, by unsatisfactory initial selection. 
The latter part of the war saw a renewed interest 
in selection methods, either by psychological tests or 
_ by psychiatric interviews, and the development of 
objective measures of the effects of operational 
stress on efficiency and health. The psychiatric 
interview as a selection procedure was the subject 
of a- large study whose methods and preliminary 
results are described in detail by SyMmonps and 
WuLrrrams. Field research in Bomber Command by 
Squadron-Leader D. D. REID showed the feasibility 
of using: objective criteria—e.g., efficiency in action, 
incidence of disease, and physical measures such as 
loss of weight—in assessing the results of exposure 
to operational strain. Further developments along 
both these lines were cut short by the end of the 
war, but enough was learnt for the record to be of 
interest, not only to the Service doctor but to all 
concerned with problems of mind and morale. 


Responsibility of the Nursing Profession 


By proposing to lengthen the course for State 
registration from threé years to four, and by closing 
some of the smaller training schools, the General 
Nursing Council have laid themselves open to much 
criticism. Their wish to safeguard standards of 
British nursing is wholly admirable ; but the method 
they have chosen cannot be justified if it entails 
continued neglect of patients. A leading article in 
the Nursing Times of May 31 says: 

“If the interests of the patients become the sole 
and even the chief consideration in determining points 


concerning the training and education of the nurse, 
the patient’s interests will ultimately suffer.” 


But this argument seems to have been carried too far. 
The fact that patients are already suffering severely 
-—some, even, to the point of dying, completely 
untended—is equally cogent. 

Admittedly the General Nursing Council are in an 
awkward position. They have power to dictate a 
curriculum, but no powers to improve training schools, 
and no responsibility for the final outcome of their 
decrees. In face of the present acute shortage of 
nurses three main courses were open to them: (1) to 
raise the standard of training in the hope of raising 
the status of nursing; (2) to lower the standard in 
the hope of attracting more candidates (a course 
which no-one would recommend) ; or (3) to do nothing 
at all. Of these three alternatives it is not perhaps 
astonishing that they chose the first. But the 
pity is that they decided to raise the standard of the 
theoretical instead of the practical side of the training. 
Our nursing service, like our Fighting Services, needs 
a limited number of expert senior officers, and a very 
large body of capable other ranks, drawn from all 
parts of the community and properly trained in their 
craft. The new syllabus would put the State course 
beyond the scope of the average girl now entering 
nursing, and since training and staffing are bound up 
together, the immediate result of the change would 
be to increase greatly the staffing difficulties of the 
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small hospitals. This seeming disregard of the plight 
of such hospitals may be due to lack of direct experi- 
ence of their difficulties among members of the 
council: of the 25 members 17 are women, and 9 
of these are matrons or retired matrons of large 
training schools, 3 have special interests (mental 
nursing, the British Red Cross and the Civil Nursing 
Reserve, the Ministry of Health), 3 are sister tutors, 1 is 
a health visitor, and 1 is not a nurse. ` Small hospitals 
seem to have little voice in the council. 

A correspondent in our columns last week made 
two suggestions which might greatly change the 
position. With the first of these—-that nursing 
education, like medical education, .should have 
the financial support of the State—few will disagree. 
If the training school was financed separately from 
the hospital, and if backward and poorly equipped 
schools could be helped to improve their level of 
teaching by well-placed grants, there is little doubt 
that nursing education would benefit greatly. His 
second suggestion, however, was more debatable. 
He holds that the State examination has proved a 
complete failure, and that the time has come to 
allow every training school, like every university, 
to develop its own curriculum and give its own 
certificate, which should entitle the successful candi- 
date to call herself a State-registered nurse. The 
chief objection to such a plan is that it might intensify 
the snob differences which—though the common 
State examination has done much to dispel them— 
still linger between different schools. The nurse 
whose certificate for State registration was granted 
by St. Pontiff’s, the famous London voluntary 
hospital, would ‘have a much better standing, when it 
came to applying for a senior post, than the S.R.N. 
of St. Jude’s-the-Obscure in Flintshire. Moreover, 
nurses’ training schools, unlike universities, are exceed- 
ingly numerous, and already differ widely—far 'too 
widely—in their standards. Any measure that 
increased that diversity would be unfair to the 
public, who deserve to know that a s.R.N. has carried 
out a given set of duties, just as they deserve to know 
that a doctor has had to cover certain well-recognised 
ground before he is allowed to register. State regis- 
tration for nurses has on the whole been a qualified 
success rather than an unqualified failure. Its weak- 
ness has been that it has tried to cater for two types 
of girl—the one who is fitted to study for a senior 
post and the one who is not. While there is an 
excellent case for offering a wide choice of oppor- 
tunities to girls who take a senior course of study 
—some, possibly, of university standard—there is 
equally ‘good reason for making sure that all candidates 
entering the profession get a thorough and uniform. 
grounding in bedside nursing. It is often asserted 
that educated and intelligent girls entering nursing 
would be bored and restless if required to attend 
such a practical basic course; but a group of senior 
public-school girls recently questioned took the 
opposite view: since their school work was almost 
entirely theoretical, they believed they would find it 
stimulating, they said, to do something practical for 
a change. They were also strongly convinced that 
all who entered must have an equal opportunity of 
attaining senior posts—in short that all should begin 
in the ranks and be selected for further training on 
their merits, as now happens in the Army. 
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Our correspondent suggested that training schools 
should receive grants from the State by the same sort 
of mechanism as universities receive grants from 
the University Grants Committee. Who then should 
be responsible for allocating these grants? Given 
such a duty, the General Nursing Council, from 
being an academic dictatorship, working in a vacuum, 
might become truly responsible for nursing education, 
and able to back their requirements with adequate 
financial help. If the council carried representatives 
of all types of hospital they might, indeed, become 
the body responsible for hospital staffing throughout 
the country. - Power is said to corrupt, but coupled 
with responsibility it often sobers and strengthens. 
In any event the task of regenerating nursing 
must be left largely in the hands of the nursing 
profession itself. | / 


Sterilisation of Instruments 


In our leading article of May 17 we argued that 
autoclaving and dry heat are not always applicable to 
glass-metal syringes, and that boiling is perfectly 
satisfactory if- certain precautions are taken. Corre- 
spondents have pointed out that some spore-bearing 
organisms are not killed by boiling, and many doctors 
are evidently worried on this score. In fact, infection 
of the meninges by spore-bearing organisms, other 
than Bacillus subtilis, have not, so far as we know, 
been recorded, and the vast majority of these infec- 
tions have occurred where the most elementary 
lapses of aseptic technique have crept in. It is 
probably true to say that, except in serious emergency, 
spinal anesthesia should not be attempted unless the 
operator has access to a syringe which has either 
been autoclaved or sterilised by dry heat, so that he 
can be certain that no viable organisms or spores 
are present. Yet it is clear that for all other 
forms of injection the risk from spore-bearing 
organisms is exceedingly small. Boiling for 10 
minutes, especially if sodium bicarbonate is added, 
does in fact kill the vast majority of spores; and 
boiling is the only method within the scope of the 
general practitioner. The sodium bicarbonate, how- 
ever, must be removed before the syringe is used, 
since it reacts with many solutions. | 


A correspondent this week suggests that solutions 
other than water may be used. Sucking up hot oil 
is widely employed for this purpose, but it has been 
criticised on the ground that the oil does not penetrate 
between the barrel and the cylinder, and that tests 
have shown this method to be unsafe, Boiling 
methylated spirit has also been suggested, but with 
this method there is obvious danger of fire. Hyper- 
tonic solutions with a boiling-point above 100°C have 
also been used, but with these it is necessary to 
remove all vestige of the solution from the 
syringe, and autoclaved water would probably not 
be available. 


However, the most important point is that the 
vast majority of infections following injections are 
due, as we have said, to organisms which can readily 
be killed by boiling. If doctors in general would 
finally discard antiseptic solutions of any kind and 
rely on boiling for all injections, other than those 
into the theca, very little would be heard of syringe 
or needle infection. : 
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‘CONSCRIPTION AND VENEREAL DISEASE 


In the House of Lords on June 3 Lord-Moran gave a 
disquieting account of the prevalence of venereal disease 
among our soldiers abroad. As will be seen from the report 
on another page, he quoted annual new-infection rates of 
228 per 1000 for Japan, 185 for Germany, 168 for Austria 
and Italy, and 141 for Burma and Malaya. These 
figures contrast very unfavourably with the rate for the 
Army at home, which is itself none too low at 33. They 
recall the high incidence of venereal disease in our Army 
of the Rhine in 1919. 

Lord Moran was speaking on the National Service Bill, 
and he suggested that, since conscription as now con- 
templated will apparently do little or nothing to give 
this country security in time of war, it is really being 
proposed as a means of providing armies of occupation. 
Yet the use of conscripts overseas was, he said, a policy 
which no democratic European government had ever 
countenanced ; and he was profoundly concerned at 
its effect on health and morale. Absence from home 
was the vital factor in the high incidence of venereal 
disease now reported: too often, moreover, “‘ the men 
have no healthy means of distraction. They lead a 
mechanical life, they have not enough to do, and they 
are just waiting for the time to get out.” The figures 
lent no support to the idea of the Army as a people’s 
university, teaching men citizenship : o l 

“The most friendly critic of the Army must feel that 
these figures mean that during the conscript’s time abroad 
his experience in the Army is a demoralising experience. 

To segregate young men at the beginning of their life, 

‘under these conditions, is a very poor preparation for the 

more serious view of life which is so sadly needed at the 

present time.” i s 


The alternative which Lord Moran preferred to con- 
scription was voluntary recruitment for the Army— 
which in his opinion has not yet really been tried. 
Hitherto the soldier leaving the Army has had no 
guarantee of getting regular work, though Lord Moran 
was glad to learn that provision was in future to be made 
for fitting such men into civil life. 

On the immediate problem of the young soldier serving 
abroad, Lord Nathan, replying for the Government, 
agreed that the incidence of venereal disease is serious 
and demands proper and prompt action. Intense 
thought was being given to it by the military authorities, 
and admirable work had been done by the chaplains, by 
the educational and welfare services, and by commanding 
and regimental officers. ‘‘ But on the whole,” added 
Lord Nathan, ‘“‘ we must rely upon the reflection in 
conduct abroad of what these young men learn at home”; 
and he put his faith, in the final instance, in a “ correct 
upbringing.” To this it may be answered that no 
Service which in time of peace compulsorily removes 
boys of 18 to an unfavourable environment can divest 
itself of a grave responsibility. 


TUBERCULOSIS CONTROL IN MINNEAPOLIS 


A SANATORIUM of 750 beds has today 150-200 of them 
vacant. Such a statement makes us automatically 
despair of the ever-present shortage of staff; but, when 
we read further that these 150 beds, fully occupied 
twelve years ago, are empty for lack of anyone to put 
in them, despair gives way to astonishment. Such a 
state of affairs has arisen in Minneapolis, and is attributed 
to a tuberculosis control programme started there in 1920. 

According to Myers! a mortality of 120 per 100,000 
in 1920 fell to 27-1 by 1945. The decrease in the incidence 
of infection is reflected by extensive tuberculin-testing, 


1. Myers, J. A. Publ. Huth Rep., Wash, 1946, 61, 1563. 
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upon which the control scheme is mainly based. For 
example, in 1926 a representative group of children 
produced 47-3% positive reactors; in 1936 a similar 
group showed 18-9% positive; and by 1944 a further 
group had only 7:7% of reactors. Undoubtedly several 
factors are responsible for such reduction in infection. 
Myers believes the most important to be (1) prevention 
of cases of the reinfection type of disease from becoming 
infectious, by early treatment; (2) isolation of the 
infectious in institutions or at home ; and (3) eradication 
of tuberculosis in cattle. 

After extensive tuberculin-testing, all positive reactors 
over the age of 12-14 years are radiographed yearly. 
This is feasible because of the comparatively small 
proportion of positive tests. In adults radiography 
every six months is recommended. Radiography of 
children under 12-14 years so rarely revealed serious 
disease that its routine use has been discontinued. 

In dealing with primary infections all forms of therapy 
have been abandoned, and the funds thereby saved are 
applied to more extensive tuberculin surveys, search for 
sources of infection, and radiography of adult reactors 
to tuberculin. Very different is the attitude to the 
reinfection type of disease. Minimal lesions, apparently 
considered non-infective, are treated by ambulatory 
pneumothorax. In this way it is hoped to prevent 
more serious disease and its associated infectivity. 
Should such therapy for any reason be contra-indicated, 
these cases are treated in common with the frankly 
**open’”’ cases in hospital. Though primary tubercu- 
losis has been seen to develop in over 1000 adults, such 
late first infections are believed to be no more hazardous 
than those occurring in childhood. Further, such 
adults do not develop the reinfection type of disease more 
than do others of the same age. 

It is an interesting and successful demonstration of 
tuberculosis control by lowering the incidence of infection, 
as distinct from raising the resistance by vaccination. 
Myers holds that such a low incidence is safe and 
desirable. This control programme is not as a whole 
applicable to centres in this country, but there are 
lessons to be learnt, and it remains a fact that in 
Minneapolis there are 150 beds begging for patients. 


THE SOUTH AFRICAN FOSSIL “APE-MEN” 

OVER twenty years ago Prof. Raymond Dart, of the 
Witwatersrand University, described the fossil skull 
of an extinct ape-like creature discovered in limestone 
deposits at Taungs in Bechuanaland. Pointing to 
certain strikingly human characters of the skull and 
dentition, he gave the name Australopithecus to the 
fossil. Later, more remains of the same type of creature 
were discovered by Dr. R. Broom, F.R.S., in limestone 
deposits not far from Johannesburg, and these are now 
all regarded as representatives of a comnron subfamily, 
the Australopithecine. Quite recently these fossils 
have once more come prominently into the news. There 
are three reasons for this: (1) the publication at the end 
of last year of a comprehensive monograph by Broom 
and Schepers ! on all the remains discovered up to that 
time; -(2) the discussion on their significance at the 
Pan-African Congress on Prehistory held at Nairobi 
last January ; and (3) the discovery by Dr. Broom within 
the last few weeks of a new skull (almost complete except 
for the mandible) as well as portions of jaws showing 
more details of the permanent and milk dentitions. 
At a meeting of the Zoological Society in London on 

May 13 a detailed account of the australopithecine 
material discovered up to the end of last year was given 
by Prof. W. E. Le Gros Clark, F.R.S., who has lately 
made a personal study of the original fossils in South 
Africa. Their main anatomical features can be summed 
up briefly. The general proportions of the skull are 


1. Broom, R., Schepers, G. W. H. The South African Fossil 
Ape-Men, 1946, Transvaal Museum Memoir, no. 2. 


simian, with a relatively small brain-case and massive 
jaws. The intracranial capacity in the adult must have 
reached about 600 c.cm. and thus falls within the simian 
range; however, it is probable that the brain- 
weight/body-weight ratio was rather higher than in the 
modern large anthropoid apes, for the fragments of 
limb bones so far discovered indicate that the Australo- 
pithecinie were relatively lightly built creatures. In the 
details of the skull and dentition there are several 
characters which differ significantly from those of the 
inodern apes and make a remarkable approach to the 
Hominid, These include the contour of the supraorbital 
region, the relation of the frontal pole of the brain to 
nasion and glabella, the relatively weak development of 
the temporal ridges and the nuchal crest, the conforma- 
tion of the glenoid cavity, the contour of the zygomatic 
bone and the “‘ set ” of the zygomatic arch, the relatively 
forward position of the foramen magnum, the persistence 
of the sutures on the roof of the skull after the eruption 
of the third molar, the shape of the palate and dental 
arcade, the relatively small size of the permanent incisors 
and canines, the nature of the wear of the permanent 
molar teeth, the cusp pattern of the first lower milk 
molars, and the diminutive size of the milk canines. 

The new skull discovered by Dr. Broom on April 18 
of this year confirms many of the inferences already 
drawn from less complete material. Those who are 
acquainted with the comparative anatomy of human 
and simian skulls will recognise from Dr. Broom’s 
drawings and photographs in Nature? and the Illustrated 
London News? that this new australopithecine skull 
(which belonged to an old individual) shows human 
characteristics not to be found in fully mature ape skulls— 
particularly in the contours of the frontal and occipital 
regions and in the inclination and set of the orbits. 
There is also some reason to suppose, from these illustra- 
tions, that the flexion of the basicranial axis approached 
to some degree that characteristic of the human skull. 
The hominid characters of the skull and dentition of the 
Australopithecinwe are paralleled in a remarkable way 
by the limb bones, of which several fragments have 
so far been discovered (the lower end of a humerus, the 
upper end of an ulna, a talus, the lower end of a femur, 
and a capitate bone). The talus and the capitate bone 
show a curious mixture of simian and human features, 
but the other limb-bone fragments would probably 
have been assigned to Homo if they had been found 
unassociated with other parts of the skeleton. They 
certainly indicate that the australopithecine apes were 
capable of standing and walking with an erect posture 
closely approximating to that of man. This inference 
is supported by indirect climatological evidence that the 
country in which they lived was probably rather arid, 
and certainly not forested like the habitat of the modern 
anthropoid apes. Presumably, therefore, they must have 
been adapted for a terrestrial rather than an arboreal 
mode of life. 

The significance of these remarkable South African 
fossils in the study of human evolution is likely to 
provoke discussion. Certain facts, however, seem well 
assured. They are clearly representatives of the 
Hominoidee—the name given by Simpson ‘ to the super- 
family which includes in a common zoological group 
man and the anthropoid apes. They differ in many 
important respects from all the modern large anthropoid 
apes (and from all the extinct large antbropoid apes 


yet known) and in almost all these respects show closer 


resemblances to the Hominide. This is no longer a 

matter of dispute among those anatomists who have 

made a careful systematic study of the remains. The 

problem now resolves itself into the question of what 

these resemblances signify. If the usual morphological 
. Nature, Lond. May 3, 1947, p. 602. 


3: Illustrated London News, May 17, 1947, p. 508. 
. Simpson, G. G. Bull. Amer. Mus. Nat. Hist. 1945, 85,1. 
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criteria for assessing zoological relationships are accepted, 
it must obviously be concluded that the Australo- 
pithecine are much more closely related to man than 
are the modern anthropoid.apes. The possibility must 
no doubt be considered that their hominid characters 
are, so to speak, fortuitous, in the sense that they might 
be the expression of a parallel or convergent evolutionary 
process. But the resemblances are so numerous, detailed, 
and intimate, that this interpretation seems far-fetched. 
Whether the fossils have an ancestral relationship, direct 
or indirect, to Homo sapiens can only be finally deter- 
mined when their geological age is accurately known. 
The type of the associated fauna has led local pre- 
historians in South Africa to the general conclusion 
that they are probably of Pliocene age; and, if this 
proves to be so, the fossils may well have been repre- 
sentatives of the ancestral stock which gave rise to the 
Hominide. If it were shown by further geological 
studies that they are of more recent date, they could at 
most be regarded as late (and apparently little modified) 
survivors of such an ancestral stock. These seem 
. reasonable inferences from the data so far available, and 
from the strictly anatomical point of view there appears 
to be nothing to preclude an ancestral relationship. 
Some of those who have studied the australopithecine 
fossils have expressed doubt whether they should be 


regarded as a very progressive type of ape or an exceed- 7 


ingly primitive type of man. This doubt is readily under- 
_ stood when the anatomical details of the skull, dentition, 
and limb-bones are considered in detail one by one. Dr. 
Broom refers to these creatures as “‘ ape-men,” and this 
general and non-committal term has much in its favour. 
In his discourse at the Zoological Society, Professor 
Le Gros Clark suggested that, in view of the relative 
size and proportions of the brain, it might be desirable 
(pending the further evidence which is now accumulating) 


to adopt a conservative attitude by calling them apes — 


rather than ape-men. He also urged that final and 
emphatic statements about their relation to the origin 
of man should be avoided for the present, since the dis- 
coveries during the last few weeks, and those likely 
to be made in the near future, will certainly yield much 
more information. 


EDINBURGH AS POSTGRADUATE CENTRE 


As might be expected from its ancient teaching 
tradition, Edinburgh is not lagging in its organisation of 
postgraduate education. In the last few years great 
difficulties have been surmounted; and the recent 
appointment of Major-General Sir Alexander Biggam, 
late. consulting physician to the Army, as director of 
postgraduate studies, reflects the importance attached 
to further development in this sphere. The criticism 
that the Royal Infirmary contains too few patients for 
the proper training of postgraduates, in addition to 
large undergraduate needs, is more than ever valid in 
the present post-war rush. The Edinburgh Post-Graduate 
Board for Medicine has therefore looked elsewhere for. 
its clinical material; and students are conveyed to the 
three large municipal hospitals, to special hospitals, 
and to the Royal -Infirmary’s rehabilitation centre. 
These are situated within easy reach, so little time is 
spent on the journeys. With sections of classes visiting 
these centres in rotation, the experience is wider than 
would be obtained by continuous instruction in the same 
general hospital ; 
students in the various hospitals provides an additional 
stimulus to the staffs. The eventual aim is to establish 
a separate school for postgraduates, physically near to, 
but administratively independent of, the Royal Infirmary. 
There is little hope of new building within the next 
decade, but as an expedient the use of one of the smaller 
existing hospitals in the city would temporarily meet 
this need. At present the board is conducting short 
refresher courses and four long courses per year—two 


EDINBURGH AS POSTGRADUATE CENTRE 


and the presence of postgraduate 


in internal medicine and two in general surgery. Applica- — 


tions for enrolment far exceed vacancies, and selection of 
candidates according to qualifications and experience is 
made. 


Edinburgh was always known as a gathering-point for | 


overseas students, and the present postgraduate classes 
contain an ever-increasing number of graduates from 
South Africa, Canada, India, and other parts of the world. 
Undoubtedly some Dominion visitors, particularly those 


from Australia and New Zealand, who formerly came 


in large numbers, are deterred by the fear that they 
may not find accommodation. The board helps, where it 
can, by passing on the addresses of recommended 
lodgings and private hotels; but their number is often 
insufficient, and the authorities are seeking to buy a 
building capable of housing 80-100 students. The 
university must now be regretting that it did not take, 
or was not offered, the chance of purchasing the houses 
of University Hall—formerly run, principally for under- 


graduates, by the Town and Gown Association—which 


were sold at the end of the war. 
Most other medical schools will acknowledge’ their 


debt to Edinburgh’s example in the arrangement of 


systematic teaching, and they will still find novelties. 
For example postgraduate students are asked, at the 
end of each course, for their frank criticism of the 
arrangements for their instruction, and many of their 
proposals have been incorporated in the programmes of 
the classes. 

RADIUM TODAY 


-= Tue Cancer Act of 1939 is now superseded by the 
National Health Service Act of 1946, and most of its 
provisions will be carried out by the new regional boards. 
The Radium Commission ! strongly urge that every 
region should have a cancer organisation, . under the 
wing of the regional board, to help in planning cancer 
treatment. From their long experience they suggest 
that this organisation should see that there are facilities 
for early diagnosis, treatment by trained specialists, 
follow-up, records, and research, and should make sure 
that these facilities are fully used by all concerned. 
The many difficulties to be overcome include lack of 
specialists (both surgeons and radiotherapists), and 
inadequacy of buildings and equipment, while further 


research will be needed to exploit recent discoveries in 


nuclear physics. The reports from the various centres 
indicate how some of these difficulties may be overcome, 
but through every report runs the same story—new 
building is essential. Birmingham has produced a 
cancer scheme for the West Midlands, but this depends 


on the opening of a new block at the Queen Elizabeth ` 


Hospital, for which an “ a ” licence has not been obtained. 


Leeds is seeking authority to add a new block to the 


present X-ray department. Liverpool must erect tempo- 
rary accommodation. Newcastle has to treat patients 
in three hospitals, one at a considerable distance, which 
is extravagant both in the time of the specialist staff 
and in the use of specialist equipment. Manchester is 
fortunate in having obtained a licence to add an addi- 
tional story to a ward block, but this must be followed 
by further building to make room for necessary equip- 
ment and services. It is easy to see how centres faced 
with so many obstacles can be helped by an advisory 
body, such as the Radium Commission. The evolution 
of specialist services for cancer can be properly con- 
trolled only if expert opinion is to be had when difficult 
decisions must be made. 

The work done by the technical E is also 
important. Large quantities of radium have been turned 
over by the Radium Trust for the increasing work of the 
commission’s centres, and though there is still a bottle- 
neck in the making and filling of containers, radium is 
1. 17th Annual Reports of the National Radium Trust and “Radium 


Commission. 1945-46. Cmd. 7127. H.M. Stationery Office. 
Pp. 28. 6d. 
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gradually reaching the centres and enabling clinicians 
to try new methods of treatment. Particulars of the 
new types of container which have been measured and 
accepted during the year 1945-46 are given in an appendix 
to the commission’s report—a valuable list of the 
approved types which will be helpful to hospitals when 
ordering new radium. The use of radon is also being 
brought under control. Under an arrangement with the 
Medical Research Council the radon centre at Barton 
issues radon only to hospitals which have been approved 
by the commission, and such approval is given only to 
those hospitals which have a radiotherapeutic depart- 
ment properly organised and equipped, and where the 
_ use of radon is suitably supervised. 


PLANS OF THE R.M.B.F. 


Westmoreland Lodge, the home for old people 
sponsored by the Royal Medical Benevolent Fund, is 
nearing its date of opening. In his report on the 
R.M.B.F.’s work presented to the annual general meeting 
on June 5, Mr. R. Handfield-Jones, F.R.C.S., spoke of 
this project as particularly dear to Sir Arnold Lawson, 
the late president, who before he died was able to ensure 
that a suitable house had been bought. This stands in 
-its own grounds near Wimbledon Common, conveniently 
placed for bus routes to Wimbledon and Putney. It will 
contain enough single-room flats to receive twelve 
elderly ladies capable of looking after themselves, doing 
their own shopping, and cooking their own breakfast, 
tea, and supper. Midday dinner will be provided at a 
very low cost and served in the common dining-room 
and lounge. Residents will be independent, living with 
their own furniture round them, but the fund will supply 
central heating, hot and cold water, a gas or electric 
fire, and a gas-ring in each bed-sitting-room. The 
house has- cost £7000, and repairs and alterations are 
estimated at a further £5000. Annual expenses will 
include rates, wages, garden, insurance, light, and heat. 

_ If Westmoreland Lodge proves a success the managers 

of the fund hope to open another home, possibly for 
elderly men, or possibly for the sick who need nursing. 
Meanwhile the undertaking has called for courage, and 
Mr. Handfield-Jones trusts that it will be cordially 
supported. The council of the British Medical Associu- 
tion have allocated £200 to it, and Mr. Handfield-Jones 
asks all the fund’s subscribers, when sending their 
annual subscriptions, to add a special additional cheque 
or banker’s order marked ‘‘ Westmoreland Lodge.” 
The profession should look after its own, when they fall 
on evil times, and he is confident they would resent 
outside assistance, in spite of the many opportunities 
of appealing to the general public which offer from 
time to time. He asks that, besides giving himself, 
every subscriber should enlist another during the year. 

At the annual meeting Sir Alfred Webb-Johnson, 
P.B.C.S., was elected to succeed Sir Arnold Lawson as 
president. Dr. C. L. Batteson will remain treasurer, 
and Mr. V. H. Riddell, F.R.C.S., 
Jones as hon. secretary. 


PRESIDENT TRUMAN AND NATIQNAL INSURANCE 


_ On May 19 President Truman in a special message 

asked the United States Congress to give “ immediate 
attention ” to the question of enacting a national health 
programme to assure that “the opportunity for good 
health be made available to all, regardless of residence, 
race, or economic status.” He stated that in November, 
1945, he had in a message to the last Congress outlined 
a long-range health services plan, and that certain 
advances in the directions he then indicated had. been 
made ; 
provide: (1) adequate public health services ; (2) addi- 
tional facilities for medical research and medical educa- 
tion; (3) more hospitals, and more doctors, dentists, 


succeeds Mr. Handfield- . 


but he urged the need for further effort to, 


and nurses ; (4) insurance against costs of medical care ; 


‘and (5) protection against loss of earnings during sickness. 


He laid special stress on the need for further research 
in the prevention and cure of disease, and for expanded 
educational facilities to meet the shortage of medical 
personnel, which is now severely felt, particularly in the 
rural areas, and would, he said, ‘“ continue to plague 
the nation until means are found to finance modern 
medical care for all of our people.” The main conclusion 
to which Mr. Truman’s review of the situation leads 
him is that ‘‘ national health insurance is the most 
effective single way to meet the nation’s health needs. 
Hitherto the American advocates of national health 
insurance have encountered formidable opposition 
from influential quarters—notably from the American 
Medical Association—and they appear to have achieved 
but little success in their ‘efforts to secure legislation to 
carry their prospects into effect. But during Mr. 
Roosevelt’s long period of office compulsory insurance 
against unemployment and old age was introduced 
and met with general acceptance, and it seems possible 
that familiarity with the practical working of these 
forms of social security may have removed much of 
the hostility to the form of social security that provides 
medical care through national insurance. In his latest 
message Mr. Truman states that he regards health 
insurance as “a logical extension of the present social 
security system which is so firmly entrenched in our 
American democracy ”? ; and he concludes : 

“ The total health programme which I have proposed is 
crucial to our national welfare. The heart of that pro- 
gramme is national health insurance. Until it is a part of 
our national fabric, we shall be wasting our most precious 
national resource and shall be perpetuating unnecessary 
misery and human suffering.” 


REMUNERATION OF SPECIALISTS 
SoME time ago the Minister of Health and the Secretary 
of State for Scotland appointed a committee to 


. recommend ‘“ what ought to be the range of total 


professional remuneration of registered medical practi- 
tioners engaged in the different branches of consultant 
or specialist practice in any publicly organised hospital 
and specialist service.” The membership of the com- 
mittee has now been announced as follows : 

Sir WiLL Srens (chairman), Mr. C. R. Das, Sir THOMAS 
GARDINER, Mr. T. Lister, Miss ELIZABETH LOOKER, Prof. D. 
Morray LYON, F.R.C.P.E., Lord MORAN, P.R.0:P., Mr. LESLIE E. 
PerrrattT, Prof. Harry PLATT, F.R.0.8., Dr. 8S. COCHRANE 
SHANKS, F.F.R., Mr. J. R. H; Turton, F.R.C.S., with Mr. 
T. B. Wırtramson (Ministry of Health) and Dr. D. P. 
STEVENSON (assistant secretary, British Medical Association) 
as joint secretaries. 


THREE MONTHS’ POSTPONEMENT 


THE day appointed for starting the National Health 
Service and the related schemes of social insurance 
has been changed from April 1 to July 5, 1948. In his 
statement last Monday the Prime Minister pointed 
out that “the various schemes are closely linked up 
with each other and with proposals for completing the 
break-up of the poor-law, and providing a comprehensive 
scheme of national assistance, standing behind the 
insurance provisions.” A Bill to end the poor-law will 
be introduced next session, so that all the schemes 
can be brought into operation on the same day. 


We regret to announce the death. of Mr. JOHN 
CROWLESMITH who retired last year from the board of 
directors of Messrs. Hazell, Watson & Viney, printers of 
TBE LANCET. Eighty-six years of age, he Joined the 
firm in 1882, and for the last 25 of his 64 years’ service | 
he was our ‘valued associate in the production of this 
journal. He held office as president both of the London 
Master Printers’ Association and of the British Federa- 
tion of Master Printers, and he leaves “apy? recollections 
with all who worked with him. 
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Modern Care of Old People 


III 
~ A CONTRAST IN METHODS 
Orsett 


In this series of articles describing good care of old 
people, we have so far shown two important aspects of 
the work. At the West Middlesex Hospital old people 
are moved through the wards in an orderly progress 
towards recovery, thus being kept constantly in mind 
of their growing capacity to resume normal life. This 
has been achieved partly through careful classification, 
investigation, and treatment, but also largely through the 
skilled and developed standards of nursing which ‘active 
treatment in a hopeful atmosphere has fostered. In 
the Hill Homes, on the other hand, we showed successful 
care of well old people, based on the principles of the 
small home and the “ family group.” 


SOME NURSING DIFFICULTIES 


Orsett Hospital (Essex County Council) is our third 
example—a public-assistance hospital of recent growth, 
composed of sound agreeable buildings with good 
windows, in a country setting. The wards have been 
painted in exceptionally nice light colours, and there 
are pleasing and energetic pictures everywhere, some of 
them colour prints obtained from School Prints Ltd. 

Since it is concerned mainly with treatment, Orsett 
has more in common with the West Middlesex than the 
Hill Homes, but it has followed slightly different lines, 


emphasis being especially on physiotherapy as a means of 


reablement. 


The hospital suffers great difficulties through lack 
of nurses. Being placed in open fields, far from any 
centre of ordinary social life, it does not greatly attract 
resident nurses; and the county scheme for part-time 
nurses has not been as well developed as that of 


Gloucestershire, described below. There are a few part- 


time nurses working at Orsett, but they are living locally. 
To staff it adequately with part-timers, some system of 
transport from approved centres is needed, as well as a 
-planned and attractive scheme based on the four-hour 
unit of service. In the meantime some of the difficulty 
is Overcome by employing men and women orderlies ; 
but, even so, 60 beds remain closed, and the patients 
cannot .be grouped after classification as successfully 
as would be possible in a fully-staffed hospital. Dr. L. 
Cosin, F.R.C.8., the medical superintendent, believes that 
a mere 20 more nurses would make much better grouping 
possible ; for where staff is limited it becomes necessary 
to mix people of different clinical groups—the long 
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stay cases with the acute—to the detriment, especially, 
of the permanently bedridden. Contrary to the general 
belief, old people are not cheered and encoura sed when 
they see patients many years’ their junior recovering 
faster than they, and going home; while the nurses 
find it easier to take interest in those who are recovering 
more quickly. As a result the old people are apt to get 
less attention than the younger ones in such a mixed 
type of ward. 

Nevertheless, Dr. Cosin thinks that we may have 
overestimated the ratio of nurses to patients needed - 
in hospitals for the elderly, for far fewer of these patients — 
need a full nursing service than has been supposed. Of 
170 now in the hospital, 100 are up for soñe part of the 
day ; and some'of the 70 in bed will only stay there while 
receiving active treatment. The permanently bed- 
ridden are few indeed. He estimates that of all old 
people admitted some 40%, in the nature of things, 
come in to die; but about the same proportion can be 
reabled and sent out. The small residue of true “ chronic 
sick ” will need constant and continuous nursing, it is 
true; but for those capable of being reabled he thinks 
it is possible to scale down considerably the number of 
nurses employed. At Orsett, certainly, necessity has 
been the mother of activity. The patients are obliged to. 
do as much as they possibly can to help themselves, and ' 
this means exercise, through which weak and stiffened 
limbs recover function. Even those whose hands are 
crippled with rheumatoid arthritis find they can feed 
themselves, hold a cup fitted with a rubber tube through 
which they drink as through a straw, and even manage 
to knit and embroider. The guiding principle, in all 
treatment, has been to restore the maximum degree of 
painless movement of which the patient is capable, 
whether he is permanently bedridden or in the process 
of reablement. Even the pictures in the wards, with 
their scenes of movement—sometimes quite violent 
movement—are a constant mental incentive to action. 
Physiotherapy is begun as early as possible on recently 
admitted patients, while even the bedridden are 
encouraged to sit up and feed themselves, and to make 
things for the occupational therapist’s sales of work, 
for which some thousand toys, scarves, and other useful 
things are completed yearly. Here patients with 
advanced disseminated sclerosis learn to weave, and 
patients with rheumatoid arthritis to embroider neatly, 
as their work demonstrates. 

Thanks to good: organisation a single-handed physio- 
therapist has been able, with the help of orderlies, to 
undertake a very wide programme. Patients treated with 
paraffin wax baths or receiving infra-red radiation are 
rorouped together, and the physiotherapist can supervise 


Exercising lumbar muscles before walking. 
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their treatment in the ward while at the same time her 
orderlies are re-educating the up-patients in walking. 
In the physiotherapy department patients with chronic 
bronchitis and emphysema are given group exercises to 
increase diaphragmatic movement, while those who need 
it use the spirometer. Patients with lesions in the 
posterior columns of the spinal cord are given Frenkel’s 
exercises tore-educate their kinesthetic and proprioceptive 
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nursing situation 
is acute, and has 
compelled this 


E large general 
a a hospital to 
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‘,4°4 atric unit to two 
: “4 wards of thirty 
© Y beds each. But 


St. Helier has the 
advantage of new 
buildings and 
lavishly equipped 
physiotherapy and occupational therapy departments, 
and has made use of these to develop outpatient treat- 
ment on an unusually wide scale. Many old people who 
cannot be found beds in the wards are collected daily 
in a Ford shooting-van, to attend exercise classes, receive 
physical treatment, and spend some hours in the occupa- 
tional therapy department. The van runs a shuttle 
service, delivering three groups of patients daily, and 
taking them home again ; and the members of each group 
naturally soon form a friendly and emulous club. Exer- 
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Control of intention tremor in disseminated 
sclerosis. 


cises are given early to hemiplegics, to strengthen backs, 


arms, and legs, and prevent contractures ; and many of 
the patients have rheumatic and arthritic troubles which 
respond to treatment. A large ward has been equipped 
as a gymnasium, and contains, besides, six cubicles with 
couches, where radiant heat and other forms of physical 
treatment can be given. The occupational section contains 
benches for carpentry, and large looms, as well as rug- 
weaving looms which demand much use of the fingers, 
and small box-looms which can be used in the wards. 


THE USE OF SPRINGS 


At Orsett, bed-patients are helped to exercise their 
muscles by some ingenious devices. The paretic and 
rheumatic limb have this in common with a prosthesis : 
the patient is aware of their weight. If some of the 
weight is lifted, movement can be much more easily 
effected and controlled; that is why exercises in the 
warm pool are so successful with young patients. Old 
people, however, can hardly be subjected to such measures, 
and Dr. Cosin therefore uses helical springs of varying 
tensions to help movement of the limb by reducing its 
effective weight. Springs of appropriate tension are 
attached to a balkan beam above the bed ; linen slings, 
fastened to the free ends of the springs, carry the weight 
of the patient’s arms or legs. If the patient needs to 
make an upward movement he has some slight support 
which encourages him to attempt it; if he needs to 
‘bring a hand or foot down to the bed he must overcome 
the slight resistance of the spring, which exercises the 
muscles used. Since gravity acts in the opposite direction 
to the spring this slight resistance is never too much to 


be overcome. This constant gentle exercise is applied 
to rheumatic arms and legs, to limbs recovering from 
paralysis due to a stroke, to limbs crippled by rheumatoid 
arthritis, to legs recovering after fracture of the femur, 
and to the incodrdinate arms and legs of patients with 
disseminated sclerosis. Backs which need support are 
exercised on the same principle: a loosely padded linen 
back-sling, with a groove down the middle to allow room 
for the spinous processes of the vertebra, is attached to 
two springs fastened to the foot of the bed. The sitting 
patient receives, from this sling, constant gentle lumbar 
support which reinforces his efforts if he wants to lean 
forward, and must be overcome if he wants to lean back 
on his pillows. The lumbar muscles are thus constantly 
mildly exercised, and respond by gaining strength. 

Cases of hemiplegia, if straightforward and mild, are 
provided with springs and slings within a few days of the 
stroke. Light plaster splints may also be used to prevent 
contractures of the paretic limbs—for example, to 
maintain dorsiflexion at the wrist. Contracture of the 
pectoralis major can be prevented by an appropriately 
designed spring apparatus. Exercises are given, and in 
uncomplicated cases the patient is approaching reable- 
ment in six weeks. Incidentally, exercises can improve 
many other conditions. The intention tremor which 
gives ŝo much trouble to the disseminated sclerosis 
patient can be largely overcome by the use of appro- 
priate exercises; and even in such a hopeless and 
progressive condition as Friedreich’s ataxia, severe dis- 
ability can be long postponed. These conditions are not 
found in old people, of course, but patients afflicted with 
them are likely to be found in hospitals for the chronically 
ailing and the old. 


THE FRACTURED FEMUR 


The common accident to the elderly, fracture of the 
neck of the femur, is actively treated. His aim being 
to get early active movement without weight-bearing, 
Dr. Cosin prefers to pin intracapsular fractures of the 
femur rather than to treat them by extension. The 
shock of moving a patient in an extension apparatus on 
and off the bed-pan several times a day is greater than 
that of operation with a skilfully administered anzs- 
thetic ; and the care of the back is made much simpler 
if the patient is able to move about in bed. The Roger- 
Anderson apparatus, which applies well-leg traction, 
has proved suitable though not ideal in the treatment of 
the pertrochanteric fracture, because though the patient’s 
legs are immobilised he can exercise his back muscles 
freely. In this method of treatment the weight of the 
plaster is partly carried by a spring and sling. Skeletal 
or skin traction is not often used because, by tending 
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Pertrochanterlc fracture of femur treated by well-leg traction 
and springs. 
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to immobilise the patient on his back, it not only 
encourages pneumonia but adds greatly to nursing 
difficulties. At 70 or 80 a perfect anatomical result is 
less important to the patient than an early escape from 
. bed, with bony union even if there is some shortening. 
At Orsett the scarcity of good trained staff has made 
it difficult to foster the same enthusiasm for this kind of 
work which has grown up at the West Middlesex ; and 


this is reflected in a slightly different spirit among the. 


patients. Certainly the women are on the whole brisk 
and interested, but the senile old. men are torpid 
and sluggish with little taste for any sort of activity. 
Whether a good part-time nursing scheme, in ‘the 


Gloucestershire tradition, might alter this is something 


. which the Essex County Council is taking steps to find out. 
Where such good work is already being done it seems a 
_ pity not to ensure that it is done under the best possible 
conditions. | | 
Gloucestershire Hospitals 


In Gloucestershire a soundly planned part-time 


nursing scheme ! has benefited the old people in hospital. 
These nurses—who are not mere supernumeraries but 
form the actual staff of the hospitals—are drawn from 
every quarter of the county, and are picked up every 
_ day at approved collecting centres and carried to and 
from work, at the authority’s expense, by taxi. Some 
are State-registered nurses, some assistant nurses ; 
some when engaged have had a little previous nursing 
experience, some have had none. All are accepted, 
given responsibility appropriate to their standing, and 
trained to take more. They are asked to give just what 
time they can afford from other duties ; and in practice 
the four-hour unit of service has proved acceptable, 
many nurses working this span on six days a week, others 
on two or three days. Their uniform is provided. and 
laundered, and they are given a meal on duty. 


One result of this modern scheme has been that the. 


old people in infirmaries are now well cared for in 
fully staffed wards. A second, even more important, 
result is that the programme of medical and surgical 
treatment can now be greatly expanded. In the days 
of the shortage, treatment had to be reduced to its 
simplest terms because the nurses were too hard-pressed 
to attend to detail. No physiotherapist was attached 
to the hospitals at the time,. which meant that the 
-measures used successfully at Orsett could not be 
developed ; but the county is now advertising for two 
physiotherapists and an occupational therapist. Already 
much is being done. Old.people who had been kept 
unnecessarily in bed, simply because there were not 
enough nurses to get them up and dress them, are now 
getting about; and others will be able to join them 
when they have been given a few simple exercises and 
possibly some massage. Dr. T. B.. H. Haslett, the 
consulting physician, would like to see a comfortable old 
people’s home associated with the hospitals, to which 
those who have no homes of their own could be sent 
when they are fit. Gloucestershire had a good home of 
the kind, but has been obliged,’ owing to shortage of 
beds, to use it as a maternity hospital for the past five 
years ; which means that many reabled old people have 
had to remain in the infirmaries. 


SOME PROSPECTS’ 


Those capable of such recovery include hemiplegics 
who have never been allowed to grow contracted and 
bedridden; patients with heart-failure who have 
profited by small doses of digitalis, mercury diuretics, 
and breathing exercises ; patients with chronic bronchitis, 
who also benefit from breathing exercises, coupled in their 
case with small doses of ephedrine and perhaps inhala- 
tion of penicillin spray ; and diabetics whose disease has 
been stabilised. With the help of a physiotherapist it 


1. Lancet, March 8, pp. 294 and 300. 


will be possible to get many old people crippled witk 
arthritis on to their feet. Attention to salt and water. 
metabolism, blood-transfusion, and penicillin have alf 
helped to make surgery safer for old people. Active 
treatment of all kinds in the infirmaries will in time- 
encourage doctors to send in their old patients early | 
instead of as a last resort ; and the rise in standards of 
nursing is already changing the attitude of prospective- 
patients: they no longer dread admission to hospital. . 
Even old and forbidding buildings have changed their 
character with the help of light paint and the birth of.an 
eager spirit in the staff. l “2 
Orsett and Gloucestershire, both doing good work 
for the old, present an interesting contrast in methods: 
one being founded on advanced physiotherapy with a 
minimum of ordinary nursing, the other on an able and 
numerically adequate nursing staff. While it is probable 
that a combination of both these services will give even 
better results, it is also clear that good schemes can be- 
developed even in the presence of great handicaps. 


Special Articles. 


GENERAL MEDICAL COUNCIL. 

At the 171st session of the council, after the President’s. 
address, reported last week, 28 penal cases were con- 
sidered. 

Penal Cases 


The name of Herbert Stanley Arnell was restored to 
the Dentists Register after penal erasure. | 


ALLEGED NEGLIGENCE AND COVERING - 


Chandra Shekhar Jagannath Dan De Kar, registered 
as of 24, Marden Road South, Whitley Bay, Northumber- 
land, L.M.S.8.A. (1935), appeared in answer to five sets of 
charges : : l i 

(1) A conviction before magistrates in December, 1946,- 
of failing to register dangerous drugs on 5 occasions and’ 
irregularly procuring them on 2 occasions; (2) in October, 
1944, operating on a patient for scrotal hernia in his surgery 
without another registered medical practitioner being present ; 
negligence in allowing the patient’s face to be burnt and one 
of his arms to become paralysed, in sending him home in.a. 
few hours, in not visiting him that day, and in failing after- 
wards to treat or advise him properly for his injuries; negli- 
gence in operating on the hernia, so that a furthér operation. 
was necessary ; (3) in December, 1944, performing subtotal | 
hysterectomy in his surgery without ‘another registered: 
medical practitioner being present ; sending the patient in an- 
ambulance after 31/, hours, unaccompanied by a registered 
medical practitioner or a State-registered nurse, to her home, 
where she died two days later; negligence in and after the 
operation ; (4) in April, 1945, removing tonsils and adenoids. 
from a boy of 16 at his surgery, immediately after his first 


examination, without another registered medical practitioner 


being present ; the respondent (the charge alleged) gave the 
anesthetic, an unregistered person continued it, and the 
patient died without regaining consciousness; the perform- 


‘ance of the operation was in all the circumstances an act of 
negligence ; (5) signing blank prescription forms to be filled 


up by his nurse, thereby knowingly enabling her to treat 
insured persons and engage in professional practice as if she 
were qualified and registered. 


Dr. Dan De Kar was accompanied by Mr. C. Paley 
Scott, K.c., and Mr. Norman Black, counsel, instructed 
by Messrs. Bentleys, Stokes, and Lowles. Mr. Gerald 
Howard, counsel, instructed by Messrs. Waterhouse, 
presenting the case for the G.M.C., said that the respondent. 
had prescribed morphine sulphate for two of his insured 
patients who did not need it, and had received the drug 
himself. The doctor, after operating on the patient for 
scrotal hernia, had sent him home in an ambulance 
while still unconscious, and in spite of repeated telephone 
calls had not visited him till the next evening, and had 
not prescribed either for the burn or for the paralysis. 
He had charged a fee of 12 guineas. The operation for 
subtotal hysterectomy had been performed on a' married 
woman of 31. The post-mortem examination, performed 
by the police surgeon, had not stated the exact cause of - 
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death, nor confirmed the doctor’s diagnosis of cancer. 
The youth upon whom the doctor had operated for 
tonsillectomy had died on the operating-table. The only 
persons present at these operations beside the doctor had 
been a State-registered nurse, Miss Evelyn Adamson, 
and an unregistered woman assistant. 

The signing by the doctor of blank prescription forms 
had been disclosed in the evidence of the doctor and 
Miss Adamson in proceedings taken against them at 
Newcastle assizes for conspiring to obtain payment from 
the local authority by false pretences, of which charges 
they had been acquitted. Dr. Dan De Kar had there 
admitted, and Miss Adamson had confirmed, that he 
habitually left half a dozen signed forms with her when 
he went on his rounds. Forms had been produced bearing 
his signature and made out in Miss Adamson’s hand- 
writing for iodoform gauze, white wool, aspirin, and 
Dover’s powder. Mr. Howard called evidence in support 
of the charges. 


The patient with scrotal hernia said in evidence that he 
had been unable to have the operation performed in hospital 
without a long delay. On entering the operating-room he had 
seen only the doctor, Miss Adamson, and a girl smoking a 
cigarette and arranging instruments. He had been given a 
general anesthetic, he did not know by whom. The doctor 
was in his .shirt-sleeves and a rubber apron; the women 
` were not wearing gowns. His arm had remained paralysed 
for about 8 months. The doctor had visited him to take out 
stitehes, and had made him a belt, which he had not worn, 
but had not treated or prescribed for his face or arm injuries. 

The husband of the deceased woman patient said in evidence 
that he had been serving overseas at the time of the operation 
and had authorised it in writing. He had complete confidence 
in the docter, who still attended him and his children. The 
father of the deceased boy said that the boy had suffered from 
infected tonsils and adenoids all his life. He had had an 
anesthetic’ before. The father had complete confidence in 
the doctor and had signed a letter sent to the council by the 
branch committee of his trade-union asking that the doctor’s 
name might be kept on the register. 


Dr. Dan De Kar, giving evidence on his own behalf, 
said he had obtained the licence of the Bombay College 
of Physicians and Surgeons at the age of 20, and had 
qualified in England in 1935. He had studied for some 
time under Prof. G. Grey Turner. He had devoted 
himself exclusively to hard work, playing no games and 
taking no holidays. He had always been keen on surgery 
and had assisted Professor Turner and other eminent 
surgeons. He had equipped his own theatre when 
building the house in 1938. He had a waiting-room, a 
consulting-room with three cubicles, an ante-room, and 
the theatre. He had performed nearly 2200 operations 
there, mostly for the removal of tonsils, and apart from 
the two deaths mentioned in the charge had had only 
one other fatality. No medical help had been available 
in war-time, but Miss Adamson was highly qualified and 
- competent. He had himself given the anzsthetics 
—A.C.E. mixture—and both he and his assistants had 
worn proper clothing. The deceased woman patient’s 
uterus had been septic and invaded by a large malignant 
growth ; her general condition had been poor. He had 
himself accompanied her home in the ambulance and 
had seen to her disposal in bed, and he had sent home 
for sheets of his own to put on the bed. He had visited 
her at frequent intervals until her death. Dr. Dan De Kar 
had no idea of the cause of the paralysis of the arm of the 
patient with scrotal hernia; at operation the arms had 
certainly not been overhanging the table. The burn was 
. probably due to chloroform. No complaint had been 
made to him at the time. He admitted signing blank 
- prescription forms to enable Miss Adamson to fill in details 
of routine medicines and appliances. She had never 
prescribed a dangerous drug nor any medicine that had 
not already been ordered by the doctor. This practice 
had been necessary to enable the great volume of work 
to be handled, but he had discontinued it. He undertook 
to perform no more operations at his own premises. 

_ The council found the convictions for offences against 
the Dangerous Drugs Acts proved, and on this charge 
suspended judgment for two years, subject to the doctor’s 
good conduct in the interval and his production of testi- 
monialis at the adjourned hearing. They found the 
charge respecting the operation for. scrotal hernia not 
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proved to their satisfaction. They found that the doctor 
had performed the operation for subtotal hysterectomy 
without another qualified or registered person being — 
present, and had caused the patient to be taken home in 
an ambulance about 3!/, hours afterwards, but not that 
she had been unaccompanied by a doctor or nurse, nor 
that he had been guilty of negligence in this case, nor 
that the facts disclosed infamous conduct in a professional 
respect. They found that the performance of the 
tonsillectomy operation was an act of negligence not 
amounting to infamous conduct. They found the facts 
concerning the signing of blank prescription forms proved, 
but these also did not in their judgment amount to infamous 
conduct. The president admonished Dr. Dan De Kar to 
reconsider his position in regard to these operations, 
and said that the council took a grave view of laxity in 
certification. 


MOTORING AND DRINK 


Patrick O’ Neill, registered as of Drombanna, Limerick, | 
M.B. N.U.I. (1939), appeared in consequence of convictions 
before magistrates in 1943 for driving a motor-car while 
drunk and for improper use of fuel, and a conviction at 
assizes in 1946 for dangerous driving, for which he was 
imprisoned for three months. The council found the 
convictions proved but dismissed the case. 

William Belton, registered as of 39, Blakehall Road, 
Wanstead, London, E.11, M.B..N.U.I. (1921), appeared in 
consequence of a conviction at Bow Street in 1938 for 
being drunk and disorderly and another at Stratford 
Court House last January for being drunk in charge of a 
car and for careless driving; he had asked the council 
also to take account of his dismissal from the Army in 
1942 by court-martial for drunkenness and insulting 
behaviour. Mr. Oswald Hempson, who accompanied him 
on behalf of the Medical Defence Union, said he had a 
large practice and was strictly abstemious at home and 
in working hours. He was easily affected by drink and 
recognised that he should never touch it. He gave an 
unconditional undertaking to abstain in future. The 
council suspended judgment for one year. 

James Anderson Edward, registered as of 179, Elm 
Grove, Southsea, Hants, M.R.c.8. (1929), had been 
convicted twice last year of drunkenness in charge of a 
car. He had been summoned to the November session, 
1946, but had been at sea. Mr. H. D. Peacock, counsel,. 
instructed for the London and Counties Medical Protec- 
tion Society by Messrs. Le Brasseur and Oakley, solicitors, 
said that the doctor was still at sea, working as a ship’s 
surgeon. He intended never to do general practice again, 
had sold his car, and expressed his apologies and regrets. - 
His fault had been due to grave domestic and financial 
trouble. -The president emphasised the necessity for his. 
appearance before the council in May, 1948, until which. 
session judgment was postponed. 


The British Pharmacopeia 


Prof. J. A. GUNN presented the report of the Pharma-. 
copæœia Committee. This stated that the appendices on 
tests, assays, and analytical methods had been completed. 
Comments from the Dominions had been carefully con- 
sidered in the final revision of the Pharmacopceia. 
monographs. The sections relating to penicillin had been. 
reviewed in consultation with the Ministries of Health 
and Supply and the makers. The committee recognised 
that the descriptions of penicillin and its preparations. 
were likely to need revision and extension in the near 
future in accordance with the rapid advance of knowledge- 


in this field, also that other antibiotics might call for- 


description in the Pharmacopceia. | 

The new United States Pharmacopoeia was published: 
on April 1. In revising the B.P. the Pharmacopeia 
Commission had had the page proofs of the U.S.P. at its: 
disposal and had made every effort to bring the two into. 
agreement. It acknowledged with gratitude the long- 
standing coöperation of the Committee of Revision of the 
U.S.P. The whole B.P. was now available in galley proof,. | 
but delays in printing and binding made it impossible 
yet to give a date for publication. : 


Tho Medico-Legal and Criminological Review is changing its 
title to the Medico-Legal Journal to make it clear that it is. 
mainly concerned with the publication of original material. 
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Medicine and the Law 


The Uncounted Swab 


A RECENT inquest at Scunthorpe indicated that death 
was caused by a swab remaining in the patient’s body 
after an operation. As reported in the Yorkshire 
Post of May 17, the deceased woman had been admitted 
to a maternity home last February for a cesarean 
operation. She was discharged on April 19, but was 
readmitted 21/, hours later and died early next morning 
from acute peritonitis. A swab was found in the peri- 
toneal cavity. The coroner accepted the evidence of 
the county pathologist that, when the patient was 
discharged, there was no reason to anticipate the sudden 
relapse which followed; peritonitis would be swift in 
its onset and severe. The coroner considered that the 
post-mortem evidence showed that no fault could be 
found with the operation itself or with the care taken 
of the patient. A verdict of ‘death by misadventure ” 
was recorded. In the course of his summing-up the 
coroner commented that there had been an oversight 
on the part of the sister. He added that the surgeon who 
performed the operation must bear some part of the 
responsibility for the sisters lack of precaution, because 
the counting of dressings was an essential feature of an 
operation. This last statement is open to challenge. 

Nurses are nowadays accepted, as . Lord Greene 
suggested in 1942 in Gold v. Essex County Council, as 
skilled members of a hospital’s staff, along with medical 
practitioners. Nurses are not mere automatons who 
carry out blindly the directions of a surgeon or doctor. 
From what Lord Justice Goddard (now Lord Goddard, 
L.C.J.) remarked in the Gold case, it may be inferred 
to be possible that a nurse could be regarded as negligent 
even though she were carrying out the orders of a surgeon. 
“ If a doctor in a moment of-carelessness, perhaps by 
the use of a wrong symbol in a prescription, orders a 
dose which to an experienced ward sister was obviously 
incorrect and dangerous, I think it might well be held 
to be negligence if she administered it without obtaining 
confirmation from the doctor or higher authority.” 
Lord Goddard conceded that, in the stress of an opera- 
tion, the first thing required of a nurse would be an 
unhesitating obedience to the orders of the surgeon. 

A study of these and other judicial dicta may lead to 
some confusion. Lord Justice Kennedy’s judgment in 
the famous case of Hillyer v. Governors of St. Bartholo- 
mew’s Hospital (in 1909) has lost much of its former 
importance. The courts no longer suggest that in the 


operating-theatre the nurse is the servant of the surgeon. — 


If she does exactly what he tells her, she will not be found 
guilty of negligence ; if she does something else, it may 
be otherwise. 

To return to the responsibility for counting swabs, is 
it not the accepted and proper modern practice for the 
surgeon to leave this to a sister known to be competent ? 
Is he not entitled to rely, in matters within their com- 
petence, upon his trained technical assistants? Is. not 
a theatre sister perfectly capable of counting swabs, 
and is it not clearly regarded today as her duty? If 
these questions can be answered in the affirmative, does 
not the comment of the coroner at the Scunthorpe 
inquest need qualification ? 

When the Departmental Committee on Coroners (over 
which Lord Wright presided) reported in 1936, it made 
some reference to the occasional practice: of praise or 
blame being awarded at inquests in matters of pro- 
fessional treatment. Mr. (now Sir Herbert) Eason, 
with representatives of the British Medical Association, 
had drawn the committee’s attention to cases where 
coroners had sometimes censured or criticised hospital 
staffs and practitioners. Persons so attacked had no 
redress or remedy; the comments, being made in a 


judicial proceeding, were privileged and protected, and 
there was no form of appeal. The committee thought 
it undesirable that an individual should find himself 
thus exposed to public censure without the chance. of 
reply. ‘The Wright report, however, made an exception 
in favour of riders or recommendations of a general 
character, designed to prevent further fatalities. The 
lesson of the Scunthorpe inquest, where the conduct 
of the proceedings was otherwise unexceptionable, may 
be accepted in that spirit. 


Public Health 


Smallpox 


CONTACTS are still under surveillance in connexion with 
the outbreaks at Barnsley, Yorks, and Bilston and 
Coseley, Staffs. A case, the first in the town, was detected 
at Wakefield on June 4. 

Barnsley.—The total of cases is now 15 (with 3 deaths in 
persons aged 75, 72, and 70). Of these, 9 were in the second 
generation, and 1l is probably in the third generation. The 
common lodging-house where the disease first appeared, 
and its occupants, have been disinfected terminally, but remain 
under surveillance ; the last case, removed on June 4, was 
in a man who had refused vaccination until June 3. St. Helen’s 
Hospital, from which the last. case was removed on May. 29, | 
is now empty. Patients and staff from the affected ward have 
been transferred to the infectious diseases hospital. Other 
patients have been discharged home under surveillance. _ 

Bilston.—Recently 2 further cases have been reported. The 
4th member of the family mentioned last week was removed 
on June 2. She is 12 years of age, vaccinated in infancy and 
revaccinated unsuccessfully on May 17, the day after her sister 
died. Further revaccination on May 23 gave a good take, but 
she developed modified smallpox rash on June 2 and was 
removed to hospital immediately. Her mother—another case 
in the same generation, with onset on May 29—died on 


_ June 5. The 2nd patient is a teacher at Villior School, aged 


39, vaccinated in infancy and removed on June 4 (onset 
June 1, rash June 4). 

Coseley.— There have been no further cases in this district. 
Contacts in two households remain under surveillance, and 
further cases, if any, should crop during the present week. 

Wakefield.—This is the only new focus of the disease during 
the past week. Here a man, aged 71, vaccinated in infancy, 
became ill on May 31 and was removed on June 4. The date 
of rash is uncertain, but the clinical state suggests that it 
appeared about June 2. The man, one of forty-five permanent 
residents in the Model Lodging House, 62, George Street, 
Wakefield, was employed as night watchman at the corpora- 
tion’s electricity works. There is evidence that no casual 
vagrants stayed at the lodging-house; but passers-by 
frequently sat with the patient at work during the night. 

Sheffield.—The last of 3 cases (in two generations) was 
removed on May 21. Surveillance of contacts has now pias 
and the patients are awaiting discharge. 


Infectious Disease in England and Wales 
WEEK ENDED MAY 31 


Notifications.—Smallpox, 14; ‘scarlet fever, 886; 
whooping-cough, 1657; diphtheria, 194; paratyphoid, 
7; typhoid, 1; measles (excluding rubella), 12,314; 
pneumonia (primary or influenzal), 512; cerebrospinal 
fever, 73; poliomyelitis, 18; polioencephalitis, 3; 
encephalitis lethargica, 3; dysentery, 46; puerperal 
pyrexia, 116; ophthalmia neonatorum, 56. No case of 
cholera, plague, or typhus was notified during the week. 

Of the smallpox cases, 11 were notified at Barnsley, 2 at Coseley, 
Staifs, and 1 at Sheffield. 

Correction : For the weck ended May 24, the number of scarlet- 
fever cases notified was 982. 

Deaths.—In 126 great towns there were no deaths from. 
enteric fever, 1 (0) from scarlet fever, 1 (0) from diph- 
theria, 10 (2) from measles, 13 (4) from whooping-cough, 
64 (3) from diarrhoea and enteritis under two years, an 
7 (1) from influenza. The figures in parentheses are 
those for London itself. 

The number of stillbirths notified during the week 
was 273 (corresponding to a rate of 31 per thousand 
total births), including 32 in London. 


THE LANCET] 


IN ENGLAND NOW 


[JUNE 14, 1947 845 


In England Now 


A Running Commentary by Peripatetic Correspondents 


GETTING a driving licence in Switzerland is by no means 
a simple matter. First you have to apply for a provisional 
permit which requires a photograph, and because this 
showed your peripatetic correspondent wearing glasses 
I was told that I had to submit a certificate that my 
sight, with glasses, was normal. Two opticians assured 
me they could not give such a certificate ; it had to be 
signed by an‘ophthalmologist. Through the good offices 
of a colleague I eventually made an appointment to 
visit the ophthalmological clinic of the general hospital, 
where a charming woman ophthalmological surgeon 
“gave me the works” on slit-lamp, ophthalmoscope, 
dark vision, &c. This produced a lengthy letter certify- 
ing that my sight was normal with glasses, but that. by 
law, I must always carry a spare pair in the car. Now 
I have to pass a driving examination, and, much worse, 
the poor old 1937 Hillman has to survive a stiff test for 
road-worthiness, after the expenditure of vast sums for 
new headlights to conform with the Swiss ‘ dipping ”’ 
regulations and for insurance with a Swiss company. 
And with all this, Im told that the comparable 
accident-rates are far higher in Switzerland than 
England. 

To those who complain of bureaucracy and form- 
filing in Socialist England, I suggest they will find this 
free-enterprise country far worse. And what a sweet 
racket has been missed by ophthalmologists in Britain ! 


x + * 


The association meeting finished early, leaving me 
in a strange town with a couple of hours before my train 
went. It was a nice afternoon, but of course early closing 
day, so looking into the shop windows was a sterile 
pleasure. However, I knew that the town had a pleasant 
river and I walked towards it. anticipating its coolness 
that hot summer’s day. To my surprise the bridge had 
a toll-gate: ‘‘ Passengers are liable to pay ld. for the 
use of the bridge or road.’’ Very well, I paid my penny 
and walked on to the centre of the bridge, looking down 
at the river, the greenery, the red buildings of the school 
in the background. In a moment a tub pair came 
along with two boys and a coach. It is more than 
20 years since I did any rowing, but the sight of those 
two boys, doing everything wrong, made me feel like a 
cat looking through the window at birds on the lawn: 
I longed to get at them—arms wrong, hands wrong ; 
oh, if I had a megaphone! But they passed underneath 
the bridge and floated away, happy in their ignorance. 
I returned the way I had come, to be greeted with ‘‘ One 
penny, please.” ‘‘ But I just paid a penny; why 
should I pay another?” “ The rule says you must pay 
a penny every time you use the bridge.” “ But I only 
used the bridge once!” ‘‘ Well, that’s the rule; a 
penny please.” And alas I had to pay, with the poor 
consolation that next time I could walk on to the 
bridge, watch tub pairs all the afternoon ,and walk off 
again, without paying a penny, as long as I did not pass 
through the toll-gate. This in 1947! 


* * * 


More Hints for Doctors’ Brides.—If you and the 
doctor make any rules about messages they will be broken 
in the first 24 hours. Rules are made for the panel patient 
but they are not often observed, though things are a lot 
better than they were before the war. Face the fact that 
there is no escape—it is useless trying to isolate yourself 
in the kitchen. Besides the adjustment you are forced 
to make to marriage you will have to adjust your 
marriage to the practice. You will have no devastating 
shock-absorbing receptionist to tell the doctor that two 
of the patients he most dislikes desire his early attendance. 
If you are out for half an hour taking the kids to school 
it will be then that the phone will ring its head off, and 
you will be greeted on return by an irritated type 
champing on the doorstep who will be quite unmoved by 
your information that you have done the shopping in 
record time. 

When the doctor returns for lunch and you have a 
bagful of fresh messages for him you must be on your 


best form. You are the nearest object and whatever your 
form you will catch the blast. Avoid saying anything 
as if you were anxious about the fate of the messages 
you give. Bite down the desire to slip in that delightful 
sentence by C. S. Lewis to the effect that the future is 
something which everyone reaches at the rate of sixty 
minutes an hour, whatever he does, whoever he is. Bite 
off every witty retort you can think of—and you will 
think of many. Your sense of humour, though it is 
coupon-free, will be a utility garment oft-repaired and 
much treasured by the time your marriage is a year old. 
If there is much sunshine on one of those days when 
too much is demanded of your husband your reaction 
will be to cram your hat on your head and rush out into 
the countryside leaving the whole shooting-match to 
go to blazes. Rest assured, it will certainly do so. As- 
you reach the end of the drive (garden path, front 
passage) you will be met by a scared child who says, 
‘“ Please tell the doctor to come quick! Me mum’s 
bin took bad (fallen down stairs, started ’er pains, cut 
as ’and opening the rations, put ’er ’ead in the gas-oven, 
‘a oa aa 

Never mind, you will find that things are seldom so. 
urgent as they seem. Always leave the doctor to decide. 
Never commit yourself. If after a year in the place he 
seems not to know what is urgent and what can wait a 
few minutes .. . well, girlie, you’ve had a tough break. 
Your most subtle question to the message-bringer is, 
‘“ How long has he been ill?” (A gentle, innocent tone 
should be used.) Your careful reportage of the answer 
will bring you laurels and—who knows—may eventually ° 
lead the way to that little shop off Bond Street. Always 
assist your husband in his dash to the bedside of a 
perforated company-director (pro- 
moter, accountant, foreman, plumber, 
grocer, wine-merchant, Xc.). 

You must be on really palsy-walsy 
terms with the district nurses. If one 
rings up briskly, stating that she has 
a placenta previa, do not ask, ‘‘ What 
is that ? ’’? Say, just as briskly, ‘‘ Harry 
is not due back until tonight. You 
had better ring up the hospital straight 
away. Tell Sister Blank he asked you 
to. Tl fix it with Harry when he comes 
in.” Nurse will bless you, for you have 
made up her mind for her. Your 
husband is far too young to deal with 
things like that. . 

Here is a useful tip. When a caller 
asks for your husband to go to an 
unknown destination, and the caller is practically a 
moron, get him or her outside the post office facing 
uphill (as it were) and then lead them, in imagination, 
back to their homes, noting prominent places en route 
(just to check up on them). Remember, of course, that 
they will not have noticed places like the museum or 
Lloyds Bank; the public lavatories, the bus park, 
the Food Office, the Statchew, and the traffic lights will 
be more useful. l 


Snippels: Be sweet to the H.P. at the hospital ; he has > 
probably rung up to apologise to your husband for 
erroneously correcting Harry’s diagnosis, and he is 
lonely at night anyway. 

Go on and on at Harry to make sure he has not forgotten 
the message you gave him while he was shaving; his 
toilet demands immense concentration. 

Never expect any thanks for anything from anybody ; 
occasionally someone with a more than average imagina- ` 
tion will send you a bunch of flowers; put these in the 
consulting-room. ` 

‘In struggling towards a sense of proportion remember . 
that your’ efforts are worth £90 per annum for income- 
tax purposes. What more could one desire in this life ? 


x * xk 


Perforated 
company-director 


He was found dead in the kitchen with the gas turned 
on. He was a single man who had worked hard and had 
lately been a little worried about making do with his 
rations. Autopsy revealed a cerebral hæmorrhage, but 
his old aunt, who was his nearest relative, said she was 
quite satisfied with the coroner’s verdict: ‘‘ death from 
national causes.” 
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Letters to the Editor 


BACKACHE 


_ Smr,—I wish to congratulate Burns and Young on their 
magnificent article of May 10. They have done pioneer 
work in England on this difficult subject, and have also 
shown great courtesy in explaining and demonstrating 
their technique to other orthopædic surgeons. A visit 
to their department at St. George’s Hospital on a 
Thursday morning is most stimulating. 

From their article and subsequent letters it appears 
that, although removal of a damaged disk may become 
necessary, non-operative measures often give relief—at 
least for a time. The forms of non-operative treatment 
recommended are : 

(1) Rest in bed for three Je, followed by the wearing of 


a corset (Burns and Young). In their hands neither 
physiotherapy nor epidural injections give lasting benefit, 


(2) The wearing of a well-moulded plaster jacket for 2-3 


months (Crisp). 
(3) Osteopathic manipulations (MacDonald). 


‘At a meeting of the British Orthopedic Association | 


last year Cyriax demonstrated the effect of epidural 
` injections on a recent case of lumbago, and his method 
of gentle manipulations. Kenneth Stone suggests the 
possibility of the presence of a rheumatic state either 
preceding or coincident with a disk injury. _ 

The changes occurring in a torn or prolapsed inter- 
_ vertebral disk are in some respects similar to those seen 
in a torn internal semilunar cartilage. In the latter the 


flexors of the knee—the semimembranosus, semitendin-* 


osus, sartorius and gracilis—go into spasm. Full exten- 
sion of the knee is impossible, partly through this spasm 
and partly through mechanical locking of the joint by 
the displaced torn piece of meniscus. When a tear is on 
the periphery, healing may take place if the knee is 
supported in plaster-of-paris and the muscles are moved 
isometrically (in contradistinction to isotonic contrac- 
tion). If the knee is manipulated forcibly under an 
anesthetic replacement may take place; but often 


the damaged cartilage is further contused and little. 


improvement i is obtained. 

‘It can be seen that the contusion or tear causes (1) an 
inflammatory state of the joint, with (2) spasm of the 
surrounding muscles, which leads to (3) muscle imbalance 
between the flexor and extensor groups and muscle 
wasting. Each one of these factors must be treated 
separately, the first by rest and heat, the second by 
massage and gentle manipulation, and the third by 
graduated exercises and faradism. 

During the past fifteen years I have had to treat several 
thousands of cases of low back pain, with or without 
sciatica. ` It is my impression that : os 


(1) In some cases there is a state of tissue cedema, due to 
transudation of fluid, before the true attack.’ Copeman and 
Ackerman * suggest that cedema of the tissues, especially the 
fatty tissues, may occur in fibrositis. 


(2) If the disk is torn or if the pulp protrudes, there is 


inflammation not only round the disk but in the surrounding 
vertebral articulations. This is one of the causes of limitation 
of. movement. 

(3) The muscles of one side go into protective spasm, and 


the spasm accounts for the posture and for sciatic scoliosis,- 


‘either homolateral, heterolateral, or alternating. The result 
in course of time is contracture of one group of muscles (with 
loss of extensibility), overstretching of the opposite group, 
- muscle wasting, and all that goes to make for muscle imbalance. 
It was in such cases perhaps that successes were obtained in 
the past with forcible manipulation in the later stages, when 
the disk may have slipped back. 

(4) With faulty posture—e.g., in a person with a marked 
lordosis and a pendulous abdomen, or in a man sitting in a 
cramped position in a tank—there is loss of synergic action 
between the spinal extensors and flexors; the front of the 
vertebral bodies are subjected to undue pressure and there is 
a tendency for the intervertebral disk to be squeezed back- 
wards. Balanced synergic action between these groups must 
be restored by appropriate pelvic tilting exercises, so that the 
spine is straightened and the abdominal muscles are con- 


1. Copenian, W. S. C., Ackerman, W. L. Quart. J. Med. 1944, 
9 e 


' ON THE RECORD 


possible) prolapse. 
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tracted and elevated and the buttock muscles tightened— 
i.e., stand as if sitting on a shooting-stick. i 
(5) Tender points occur in relation to the sacro-iliac joint, 

either at the origin of the glutei or in the insertion of the 
erector spine. Sacro-iliac tests are usually found to be 
negative. It is suggested that these tender areas are the 
result of primary muscle strain of the glutei or erector spine 
or the result of muscle spasm in cases of lumbago or sciatica 
(cf. tennis elbow). 


Young ? describes two types of disks. In cases of 
prolapsed disk, giving rise to the compression syndrome, 


_ Side bending towards the lesion is painful.. In cases of 


tear of the annulus fibrosus, giving rise to a stretch 
syndrome, side bending away from the lesion is painful. 
This does not tally with Burns and Young, who state that 
sideways bending is free. I have found cases vary with © 
regard to side bending; but where there is pain away 
from the lesion (stretch type, annulus tear) the condition 
might heal completely if the back was rested in a plaster 
jacket for three months. 

_I suggest that cases should be placed in the following 
groups : | 
l. First attack, or patients refusing operation. ` Treatment 
is directed to reducing inflammation, muscle spasm, and (if 
The patient lies prone on two pillows 
supporting the abdomen, his legs being supported by further 
pillows to flex the knees slightly. Each day he is given infra-red 
heat for ten minutes, friction massage for ten minutes, gentle 
faradism to the erector spine and glutei for ten minutes, and 
anodal galvanism for ten minutes. We have had patients in 
severe pain coming in with a pronounced sciatic. scoliosis, 
verified by X rays, and after the first treatment this has 
disappeared clinically and radiologically, The treatment 
must never be Stimulating. If more than a subthermal dose 
of diathermy is given the symptoms are often made worse, 
and for this reason diathermy ïs not advised, especially in the - 
early stages. If there is improvement gentle manipulation is 

added. 

The patient is told to rest as much as possible, but his 
back is supported by a felt pad and elastic webbing (a simple 
and practical method of giving support quickly, for often 
a corset, made to measure, takes weeks to obtain). In many 
cases he is almost symptom-free within a few days, and a great 
deal of time has thus been’saved. Some patients experience 
a feeling as if something has slipped back into position. A 
few have shown no improvement, and at the end of a week’s 
treatment have either been given three weeks’ rest in bed, 
using bedpans, or, when this was impossible, have been given 
a plaster jacket. 

2. Annulus fibrosus tears.—A plaster jacket for three 
months, with, operation if there is aggravation at first or 
recurrence later. Recently we have had to operate on a patient, 
who had complete freedom from pain for eight months after 
wearing a plaster jacket for four months. At operation a 


~ large prolapsed disk was removed. 


3. Patients over 45 showing spinal arthritis with disk 
prolapse.—Treatment should be as in group 1 and must be 
given a long and thorough trial before deciding on operation, 
since this type of case may require spinal grafting as well. R; 


All patients have pelvic tilting exercises, and many 
have told me that if they have felt pain in their backs and 


carried out these exercises at once the pain has dis- 


appeared in a short time. 


London, W.1. W. E. TUCKER. 


ON THE RECORD 


SR, —Readers of your leader of May 24 may also like 
to hear that during the past year discussions have taken 
place among a group of provincial hospital records 


Officers as to how the many problems of their departments 


could be eased immediately and solved eventually. 
It is recognised that the standard of clinical records is 
primarily a medical responsibility, but this responsi- 
bility could be lightened, and time and expense saved, 
by the provision of trained lay assistants. America 
and Canada long ago recognised that this section of 
hospital administration was a specialty, and organised 
training in these two countries has achieved its objects. 
The standard of records is said to, be good, and experienced 
staff are available for the work. ia 


2. Young, J. H. Med. J. Aust. 1945, ii, 234. 
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Records officers are attempting to improve standards 
both of the records and of the organisation of these 


departments, but their efforts are hampered by transient 


and often unsuitable staff, combined with lack of apprecia- 
tion of the importance of their work in service to the 
sick. Meetings have been held at the Christie Hospital, 
Manchester, to ascertain the possibilities of following 
America’s example. It is thought that the best first 
steps would be the inauguration of: 


1. Schools in university teaching hospitals for lectures and 
practical training. 

2. A two years’ course, with issue of diploma or certificate 
to studente passing the examination. 

3. An examining board with medical, administrative, and 
records-officer representation. 

4. An association of qualified records officers. 


Several of the provincial university hospitals house- 
governors and superintendents have approved the 
scheme in principle. The support of other official 
bodies concerned with medical records is being sought, 
and I will gladly give further information to anyone 


interested. . 
ELsIE ROYLE 
Christie Hospital, Withington, Manchester. Records Officer. 


MULTIPLE-PRESSURE VACCINATION 


SIıR,—I should like to express my agreement with the 
letter by Dr. Vaughan in your issue of May 24. Ina 
fairly extensive experience of the multiple-pressure 
method of vaccination I found it to be much more 
reliable than the scratch method. I first used this 
method in 1943 when I was responsible for the health 
of large- numbers of recruits to the Nigerian Forces. 
I was dealing with an intake of 600-800 men a month. 
About two-thirds of these men had been vaccinated by 
civilian African medical orderlies, using the scratch 
method, one to three weeks before they reached me, 
but in a large proportion—certainly over 50°—this 
vaccination had been unsuccessful. Revaccination of 
these men, and -vaccination of recruits not previously 
vaccinated, using the scratch method, gave little better 


‘results. After changing over to the multiple-pressure 


method, however, failures became relatively very few. 
In all cases lanolated sheep lymph was used. 

A further test of the method was given when a small 
outbreak of smallpox occurred in the camp. All ranks 
who could not show a very recently healed vaccination 
scar were revaccinated, this being the only effective way 
to ensure that none was missed. About 1000 men were 
vaccinated or revaccinated and less than 100 of these 
failed to develop a reaction. At a second attempt almost 
all the failures were successfully vaccinated. 

Like Dr. Vaughan, I have in several cases obtained 
well-marked reactions in Europeans who have been 
repeatedly vaccinated in the past, including one N.C.O. 
who had been unsuccessfully vaccinated by the scratch 
method 6 or 7 times in the previous three years. He 
had not been successfully vaccinated since childhood. 
Vaccination by the {multiple-pressure method was almost 
embarrassingly successful in this case, resulting in a 
very severe reaction of primary type necessitating 
some days in hospital. In the minimal reactions, as 
Dr. Vaughan has stated, itching was a most characteristic 
symptom. l 

The multiple-pressure method had the further advan- 
tage that I was easily able to teach my Nigerian orderlies 
to perform it correctly, which I had completely failed 
to do for the scratch method—probably explaining the 
bad results. As Dr. Vaughan remarks, the skin in the 
Tropics is hyperæmic, and in many Africans it seemed 
to be very easily pierced, so that the “scratch ”? pro- 


. duced by an orderly nearly always drew blood. Indeed 


some recruits, . vaccinated elsewhere, reached my M.I. 
room with what were to all intents and purposes septic 


_gashbes. | 


The multiple-pressure technique is very easily acquired, 
needing only a few minutes’ practice, and it is as quick 
as, or quicker than, the scratch method, done properly, 
because there is not the same'need for carefully testing 
and varying pressure, according to the thickness of the 
individual skin; it soon becomes a purely automatic 


action. 
Caerleon. W. C. D. LOVETT. 


HÆMOLYTIC DISEASE OF THE NEWBORN 
SIR, —In answer to Dr. Henry Third’s question (May 31) 


, as to whether I would suggest that the ‘logical treat- 


ment of a severe case of icterus gravis, where... there 
is no anæmia, is to -transfuse with Rh-negative blood 
‘to correct the anzemia,’’’ I would reply that if there 
were no anæmia to correct there would be no need for a 
transfusion. 

If the title of ‘‘ hemolytic disease of the newborn ” 
is to be changed at all, it should not be changed, as 
Dr. Third suggests, to ‘‘ rhesus disease of the newborn,” 
but to the more correct title of, ‘‘ iso-immunisation 
disease of the foetus and the newborn’’—if for no 
other reason than that ‘‘rhesus’’ is the name of a 
species of monkey ! ; 

Birmingham. LEONARD G. PARSONS. 


ESTIMATION OF VITAMIN C IN LEUCOCYTES 
Sir,—The hydrazine method for the estimation of 


in your issue of May 31 (p. 750), purports to be a modifica- 


tion and an adaptation to a micro procedure of Roe’s ` 
method. Unfortunately the author has not referred to the - 


relevant work on the subject of his paper, apart from that 
of Butler and Cushman.! ` D | . 
To our knowledge, Roe’s method has been used on 


. leucocytes in various parts of the world by a variety of 


workers over several years. One of us (B. B. L.) 
started using it thus in 19438, shortly after the 
publication by Roe and Kuether?; our method, which 
has been published in Recent Advances in Clinical Patho- 
logy (p. 187), and Dr. Constantinides’s method are 
almost identical. We use 3-20 ml. of blood, yield- 
ing 10-200 mg. of leucocyte-platelet layer. Dr. 
Constantinides uses 15 ml. and calls his method a micro 
procedure. It is quite unnecessary to use such large 
amounts of blood: Lowry et al.* have reported results 
for the leucocytes and platelets in 0:1 ml.—i.e., 1/150 
of the amount that Dr. Constantinides uses in his ‘‘ micro 
procedure.” There is no published evidence for Dr. 
Constantinides’s statement that ‘the interference of 
-SH groups such as glutathione ” occurs in the estima- 


tion of ascorbic acid in leucocytes by the indophenol | 


method (cf. Butler and Cushman 1). Dr. Constantinides 
states that the hydrazine method is ‘‘ extremely sensitive 
and specific.” But there is published evidence? $ 
that some reducing substances which interfere in the 
indophenol method also interfere in the hydrazine 
method. Having examined possible interference by 
substances other than ascorbic acid present in blood, 
Roe recommended the use of a filter with maximal trans- 
mission at 5400 A, knowing that the absorption maximum 
of the pure ascorbic-acid derivative was at 5200 A. 
Until it has been shown that the increased absorption 
at 5200 A is wholly attributable to ascorbic acid it seems 
desirable to follow Roe’s recommendation, as we have 
done. Apart from this, and the introduction by Dr. 
Constantinides of an error of the order of 5% by ignoring 


the volume of the leucocyte-platelet layer in his calcula- | 


tion, his method is practically the same as the method 
we have been using. 

Dr. Constantinides says that 
content of leucocytes estimated by the hydrazine method 
agrees with the values given by the indophenol method.” 
He quotes no evidence in support of this, and as he 
gives results for estimations by’ one method on only 8 
samples it is reasonable to doubt if he has obtained 
such evidence; the fact that his range for 7 healthy 
persons overlaps the range obtained by Butler and 
Cushman by the other method is not evidence. How- 
ever, we published two years ago é some remarks about 
the estimation of ascorbic acid in the leucocyte-platelet 
layer by the hydrazine method, and included a correla- 
tion between results obtained by the hydrazine and 
indophenol methods on 89 human samples. 

Finally, Dr. Constantinides suggests that the lower 
mean value (29 mg.) which he ‘gets on 7 healthy subjects, 
when compared with the mean value of 34 mg. which 


: Butler, A. M., Cushman, M. J. clin. Invest. 1940, 19, 459. 


Roe, J. H., Kuether, C. A. J. biol. Chem. 1943, 147, 399. 

Lowry, O. H., Bessey, O. A., Brock, M. J., Lopez, J. A. 

. 1946, 166, 111. 

. Roe, J. H., Oesterling, M. J. Ibid, 1944, 152, 511. | | 
Biochem. J. 1945, 


; Lioyd, B. B., Sinclair, H. M., Webster, G. R. 


Ibid, 


, vitamin C in leucocytes, described by Dr. Constantinides — 


b 
«The ascorbic-acid - 
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Butler and Cushman obtained by a different method, 
may ‘“‘ reflect the difference in nutritional level between 


the post-war British and the pre-war American popula- 


tions.” This is quite unwarranted. It would be much 
less unsound to compare Dr. Constantinides’s mean 
of 29 mg. (on only 7 subjects) with the means of 
24:2 +06 mg. (n=27) or 2377+06 mg. (n=27) which 
Lowry et al.? obtained by the same method’ on two 
groups of R.C.A.F. personnel who daily received respec- 
tively 70 mg. of synthetic ascorbic acid and ån average 
of 78 mg. from their rations ; if this comparison is made 
would one not conclude that thè post-war British diet 
contains more than 78 mg. daily—which would satisfy 
even the most vigorous ascorbic-acid gluttons? Our 
mean for ascorbic acid in the leucocyte-platelet layer of 
1351 samples from British subjects examined by the hydra- 
zine method during the war was 14:0 mg. per 100g. . | 
H. M. SINCLAIR 
B. B. LLOYD. 


Oxford. 
CLICKING PNEUMOTHORAX 


Sir,—Dr. Thomson describes in his paper of May 10 


curious sounds synchronous with the heart-beat audible 
at some distance from the patient. He thinks the 
sounds are probably due to a small (spontaneous) left- 
sided pneumothorax in contact with a pleural adhesion, 
and he notes that they disappear when the pneumo- 
thorax enlarges. In two patients of mine a left artificial 


pneumothorax had been successfully induced for pul- - 


monary tuberculosis. ` Refills regularly given formed a 
good pneumothorax as shown radiologically. Some 
adhesions were present in the upper zone. It was not 
until after about six months’ treatment that the patients 
reported ‘‘funny noises” of the type described by 
Dr. Thomson. The noises were not permanent, but I 
and some other doctors heard them at a distance of about 
two feet. The patients felt absolutely well and were 
only somewhat annoyed that the noises sometimes 
prevented them from falling asleep. _ | 
Dr. Thomson’s explanation may be correct, though 
an alternative one is possible. It seems unlikely that 
the cause of the manifestations is situated in the pneumo- 
thorax. If it were they should be more common, 
whereas in fact not many physicians have met with an 
example. The sounds may arise in the pericardial sac, 
if some air from the pneumothorax enters it through a 
gap formed when adhesions between the pericardium 
and pleura are torn. In the pericardial sac some fluid 
is produced-in the same way as in pneumothorax. At 
- every beat the heart then hits the fiuid in the hydro- 
pneumopericardium and produces the sounds. The 
condition might to some extent be compared with 
hippocratic succussion. It is interesting that Dr. 
Thomson: mentions (case 3) “a sound suggesting 
pericardial friction.” 


Hull. L. DUNNER. 


MODERN CARE OF OLD PEOPLE 


_Sm,—While welcoming your series of articles, as 
showing what should be done, I feel that there is a need 
to mention some of those things which should not be 
done when catering for the elderly. 

The most frequent of these sins against the aged is to 
imagine that ‘‘ they have had their day, poor dears.” 
I know a number of old folk, some over 80, who are 
reasonably active, intelligent, and mentally alert. The 
common practice of putting such patients to bed and 
keeping them quiet, with sedatives if necessary, cannot 
be condemned too strongly. As Dr. Marjory Warren 
has shown, elderly patients are best kept out of bed 
as much as possible and encouraged to develop interests 
of their own. The usual excuse of shortage of staff is 
sheer nonsense. Old people who get up and about need 
fewer nurses or attendants than those who remain in bed. 

The second heresy is the view that there is little 
response to medical treatment in old age, so that any sort 
of doctor is good enough. My own experience with 
Chelsea pensioners suggested that while diagnosis was 
more difficult than in eartier life, prognosis among aged 
patients depended to a great degree on starting treatment 
quickly. Pneumonia, for instance, is no longer ‘“‘ the 


old man’s last friend ” in the original sense of the phrase. 


6. peri A., Lowry, O. H., Brock, M. J. J. biol. Chem 1947, 


Taking a different example, it is surprising: how an 
elderly arthritic patient can be rendered mobile with a 


little care and persistence. Similarly, many hemi- 
plegics can be rehabilitated if proper remedial exercises 
are carried out from the start. Part-time general 
practitioners or newly qualified medical men are not the 
proper doctors for the aged. Old folk need more time, 
greater skill, and more intense interest than young ones. 
Their tendency to multiple disorders underlines the fact 
that nobody can know too much to treat these patients. 
Extensive clinical and pathological investigation may be 
necessary, considerable therapeutic judgment-is often 
required. But when these are available a surprising 
dividend will be paid. Tough old folk are not a bad 


medical investment. o> | 
Finally, I would suggest that drab surroundings, 


_ limited visiting hours, uncomfortable furniture, and 


rigid institutional atmosphere are too common in hos- 
pitals and homes for the aged. Old men, and still more 
old women, are made miserable by being cooped in dull 
barracks. More colour, more comfort, and more freedom 
and elasticity are overdue. An Austrian physician, 
Lorand, once recommended life in an English workhouse 
as a means of attaining longevity. Today, our object 


_ should be “‘ to add life to the years, not years to the life.” 


; Purley, Surrey. TREVOR H. HOowELL. 


W.H.O. AND GREECE 


Sm,—Dr. Judith Waterlow, in her letter on ‘public- | 


health work in Greece published in your issue of May 31, 
makes certain strictures on the administration, which, 
in particular cases, may have some foundation. 

I must, however, most emphatically deny her very 
sweeping allegation that ‘‘ the Greek government will 
not employ even the humblest clerk if he helped to 
resist the German occupation.” This, of course, is 
untrue. I myself was in Greece throughout the occypation 
and can vouch for the fact that a very high percentage 
of the population, whatever their political affiliations, 
were engaged in some form of underground resistance 
against the Italian and German invaders. 

It is true that, under present conditions, 
government is chary of employing Communists in the 
public services, even if they took part in the resistance, 
because so many of them have engaged in disloyal 
activities against the State since the liberation. But the 
majority of Greeks are not Communists but just ordinary 
patriotic citizens—we may call them Nationalists—who 
played their part in the resistance ; and it is as ridiculous 
as it is unjust to pretend that they are excluded from 
the public services just because they helped to resist 
the German occupation. A. A. PALLIS, 


Greek Government Department of Information, ._ 
4, Hyde Park Square, London, W.2 | 


Sm,—Dr. Waterlow maintains that, because of the 
Greek government’s interference with health work, 
the money of United Nations taxpayers will be wasted 
if applied to Greek health reconstruction. She believes 
that it might more profitably be spent in aiding countries 
such as Poland and Yugoslavia. : 3 

Her reference to Greece as one of “ two countries 
chosen for special missions on the spot,’’ ignores the 
fact that the World Health Organisation Interim 
Commission (WHOIC) has missions not only in Greece 
but also in China, Ethiopia, Italy, and Hungary, while 
others are planned for Yugoslavia (for plastic surgery), 
Poland, and Austria. ; 

Further, the choice of countries in which field work 
should be carried out does not rest solely, or even mainly, 
with the Interim Commission. The agreement with 
UNRRA under which WHoIc undertook to continue 


UNRRA'’s work during 1947, to the extent that the $17/, | 


million generously provided by UNRRA would allow, 
specifically mentioned the missions in’ China, Greece, 
and Ethiopia as worthy of continuation. Much more 
important, however, was the very natural condition 
that programmes must be planned in agreement with the 
governments concerned. Except that WHoiIc is unable 
to provide medical supplies, no restrictions whatever 
were placed on the form of assistance that governments 
might request. That there are no missions in, say, 
Czechoslovakia or the Ukraine is simply because the 


the Greek. 
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governments of those countries have asked for fellow- 
ships, medical literature, &c., and not for missions. 

That there has been unwarranted political interference 
with UNRR«’s health work in Greece, as elsewhere, no- 
one can deny. But in most of the cases representations 
have succeeded in putting matters right—admittedly 
after exasperating delays. As so often—and again this 


is not confined to Greece—the original ‘‘ scandal ’’ has 

become widely known but the subsequent correction 

is not ‘‘ news ` and is consequently not disseminated. 
Dr. Waterlow states that ‘‘ the Greek government 


will not employ even the humblest clerk if he helped 
to resist the German occupation’’; but surely his risk 
of unemployment does not depend on his resistance to 
German occupation so much as on his past or present 


connexion with Left Wing groups—however deplorable | 


such discrimination may be. 

That Dr. Waterlow’s views on the _ undesirability 
of assisting Greek health work are not shared by the 
majority of her former colleagues in Greece is shown 
by the many applications from UNRRA and voluntary- 
society workers there to continue their work under 
WHOIC auspices—applications which have nearly all 
had to be refused, as the WHOoIC mission in Greece 
is limited to eight imported staff. Some of these workers, 
indeed, are continuing there without salary. Finally, 
a striking testimony to the value which the Greeks 
attach to outside expert advice is shown by the agree- 
ment recently concluded with WHoic under which the 
Greek government agree to pay more than half of the 
costs of the WHOIC mission—no inconsiderable sum. 

However, we can all agree that Dr. Waterlow’s letter 
will have served a useful purpose if it has contributed 
in any way to preventing political interference with health 
work in any country. NEVILLE M. GOODMAN 

Director, field services, WHOIC, and late 
director of health, UNRRA, European 
Regional Ottice. 

Palais des Nations, Geneva. 

* * UNRRa’s health campaign, in Greece was described 
in these columns a year ago (1946, i, 789) by Dr. J. Miller 
Vine, who said that despite ‘* multitudinous difficulties ” 
the medical rehabilitation of the country was in full 
swing. In a paper read at the Royal Society of Medicine 
on March 28 he further described the success of the 
campaign against malaria, ‘the age-old scourge of Greece.” 
Spraying of the marshes by UNRRA aircraft using D.D.T. 
has given brilliant results.—Eb. L. 


INFECTION BY INJECTION 


Srmr,— May I ask: (1) Why it is assumed that water is the 
only liquid that can be boiled? (2) Cannot bacterio- 
logists tell us the temperature at which spore-bearing 
organisms will be destroyed ? (3) Cannot chemists or 
physicists tell us of a substance or solution which boils 
at this temperature ? Syringes could then be sterilised 
by boiling them in this substance or solution. 

London, W.1. A. S. BLUNDELL BANKART. 


THE OUTLOOK FOR PHYSIOLOGY 


Sır, —We have observed that some writers on scientific 
topics use metaphors to give point, interest, or liveliness 
to arguments already expressed clearly in technical 
language; with others, however, the appearance of 
metaphors in their writings is a sign that principles of 
doubtful validity are about to be foisted on the reader. 

Professor Lovatt Evans’s lecture in. your issue of 
Jan. 18 contains at least one metaphor of the second kind. 
Under the heading ‘‘ Teaching of Physiology ”’ he says: 
“« It may be that in the very distant future some broad 
generalisations will emerge, as a result of which all 
physiological phenomena will be capable of expression 
in a few mathematical formulz and chemical equations ; 
but such a final crystallisation could only emerge from 
a mother-liquor supersaturated with exceedingly abun- 
dant and intricate detail.” This passage implies that 
the generalisations of physiology are formed as the 
final result of reflection upon immense collections of 
fact, accumulated over long periods and including as 
much intricate detail, relevant and irrelevant, as the 
accumulators can discover. If this is so, physiological 
method differs from that used in other sciences. Almost 
without exception, the work of the great investigators 
in other branches of science has not been based upon 
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this principle. Galileo, Newton, Harvey, Dalton, and 
Pasteur based hypotheses on comparatively few and 
simple facts, and while validating the hypotheses widened 
the factual knowledge relevant to the hypotheses, which 
altered shape as relevant information came forward. 
It would be extraordinary if, in order to grow, it were 
necessary for physiology to reject the methods customary 
in other sciences. a 

Professor Lovatt Evans’s metaphor would apply more 
easily to a process of intellectual concretion than to 
intellectual calculus or crystal formation. 

C. E. PALMER 
Lecturer in Scientific Method. 
Department of Physiology, R. DouGLas WRIGHT 
University of Melbourne. Professor of Physiology. 


ACTION OF CURARE ON THE FETUS 


Sm,—I have recently had the opportunity of observing 
the effect of curare on the human fcetus. During an 
operation for the removal of a large fibromyomatous 
uterus with a fetus of 19 weeks, at the suggestion 
of the anssthetist, Dr. Lawrence Morris, I injected the 
umbilical vein with 2:5 mg. of tubocurarine (B.w. Co.). 
To our surprise the fœtus immediately entered into a 
tetanic spasm involving the flexor muscles of the Jimbs, 
which lasted until its death a few minutes later. 

This observation may be of interest to pharmaco- 
logists. i 

London, W.1. - . ALECK BOURNE. 


SOCIAL ASPECTS OF EPILEPSY 


Srr,—May I make a few observations from the point 
of view of a medical ‘‘ sufferer ” ? In my own case the 
episodes have been of sufficient severity to produce 
incontinence and even quite severe physical injury on 
occasion, and yet I have been able to hide the fact of 
their occurrence from most of my acquaintance. The 
main difficulty in social adaptation is that of finding 
employment, especially as it is surprising with what 
prejudice one meets even in most enlightened quarters 
and when man-power is at its shortest. Fortunately, 
I have several other, more obvious, physical defects 
with which to explain my rejection from the Forces, but, 
of course, one cannot perjure oneself in connexion with 
life insurances or superannuation schemes, so the right 
job is often difficult to find even then. One has to be. 
able to take things easily when required and to save money, 
especially as overwork and worry are certainly to b 
avoided. ; 

A point which is not often realised is that many of us 
have what I call a remote, as distinct from an immediate, 
aura. Thus we can tell if an attack is impending and 
alter our habits and our drugs accordingly. Thus 
retention of fluids may be obvious for a few days preced- 
ing an attack and is easily noticed by the observant. 

However, even to the experienced, a major episode is 
a most terrifying experience, and I am convinced that 
this fact militates strongly against the use of the water- 
pitressin test. Although I am perfectly aware of what 
is happening to me, the sense of utter frustration and 
helplessness at the beginning of an episode has never 
had its terrors dimmed by repetition, and I would 
never submit voluntarily to any procedure which I 
knew would bring it on. ANON. 


RUBELLA AND CONGENITAL DEAFNESS 


Srir,—A. few months ago I was called to see a patient, 
aged 65 years, suffering from a right hemiplegia of: 
sudden onset. I had seen the man for trivial complaints 
before, and examination was complicated by his being a 
deaf-mute. His brother who was present told me that 
the patient had never been able to hear or speak properly 
—and added that their mother always insisted it was 
due to the fact that during the pregnancy she suffered 


from German measles. 


In this case an ‘‘ old wives’ tale ” has antedated Gregg’s 
discovery by about sixty years. It makes one wonder 
whether the unsolved mysteries of medicine could not 
be more easily solved by listening closely to what our 
patients and their relatives say, and by studying carefully 
their habits, histories, and modes of life, than by 
investigating their biochemistry or experimenting on 
animals. l 

London, E.2. | Hues L’ETANG 
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. “ON THE FLOOR OF THE HOUSE | 

THE outstanding political event of the week was the 
announcement by the Prime Minister of the early transfer 
of the politival control of India to the Indian people. 
This development in. the settlement of India’s relations 
with us may have a great infiuence on the moulding of 
the future constitution of the United Nations as a world 
authority. The history of the British Commonwealth 
shows that free agreement without constraint or force 


of any kind is stronger as a link between nations than | 


the most strictly drawn treaty of alliance. - ` 
The other work of the House has included the third 
reading of the Industrial Organisation Bill, the Agriculture 


Bill, and report and second reading of the Companies’ 


Bill, while the Lords have tackled Town and. Country 
P and the National Service Bill. The legislative 


drive is still on but the tension is less. ‘‘ Their Lordships ’’. 


are somewhat alarmed at the possibility of having to sit 
until 11 P.M. on Mondays to 
yet raised a protest at this direction of the labour of the 
Peers. 

Sir Stafford Cripps and Mr. Herbert. Morrison’s 
insistence on increased production has sounded the 
note to which national activity must attune itself, 
and the need to economise in dollars means that we must 
provide more variety in food from home resources. Can 

the British garden and allotment produce a still larger 
proportion of British food during the next year? We 
may have to organise a drive by the W.V.S. and women’s 
institutes to see that the best use is made of the thousands 
of tons of fruit that go to waste every year in small 
garden orchards. : 

MEDiCUS, M.P. 


FROM THE PRESS GALLERY - 
-Venereal Disease in the Army 


Speaking in the House of Lords on June 3 at the second 
reading of the National Service Bill, Lord MORAN said 


that the scientific way of life exaggerated the natural - 


disposition of the man of sense to speak only of what he 
-knows; but in the Bill before them it was difficult to see 
where the provinces of the soldier, the doctor, the 
politician, and the economist began and ended. The 
Government assumed that in order to give the country 
security they must provide a certain number of men 
for the Army and that this number could be raised only 
by conscription. 
himself support conscription if he were persuaded it 
was essential for security. But in fact he believed there 
was little risk of war in the next ten years. The Bill was 
designed not to give us security in time of war but to 
furnish us with overseas garrisons, and he was concerned 
‘about the medical reasons which made service overseas 
for conscripts so h 

Last September Lord Moran submitted to members 
of the Cabinet statistics concerning the incidence of 
venereal disease in the armies of occupation overseas. 
He hoped that, without the obvious disadvantage of 
publication, these statistics would be considered in any 
discussion of conscription. But they had not been 
considered, and he therefore felt obliged to put the 
figures before their Lordships’ house. He realised he 
‘might be criticised for doing so, but the figures were 
given to him, without any condition, as a member of a 
small committee which advised the Secretary of State 
for War on medical matters. He held that, as a member 
of this committee, he had two responsibilities—to advise 


the Secretary of State, and to reassure the public that 


all was well in medical matters in the Army. ‘ And if 
all is not well—and all is not well,” added Lord Moran, 
“ then I think it is time to speak u 

In the Army in Japan in September last 228 of every 
1000 men had venereal disease.* In Germany the figure 
was 185; in Austria and Italy 168; and in Burma and 
Malaya 141: In the Middle East where there was little 
mixing between the Army and civil population the figure 


* Later in the debate Lord Moran explained that his figures represent 
annual infection-rates. Thus Japan new cases of venereal 
disease numbered 228 per 1000 per annum. 


=- PARLIAMENT . 


every 6 will get venereal disease. 


Thursdays, but no-one has .care’’ framé of mind, 


‘Lord Moran admitted that he would | 
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was 81. In the Army at home it was 38—much. higher | 


than the usual rate of about’ 12. 


| Lord NATHAN, Minister of Civil Aviation, ‘interposed 
to ask Lord Moran from what sources his figures were ` 
obtained as they were irreconcilable with figures in his 
possession. Lord Moran replied that the figures were 
given to him in September. . They were in print and 
originated from the Army Medical Department.. ‘He had 
confirmed that recent figures were substantially the same: 
It was quite clear, in Lord Moran’s view, that absence. 
from home was the vital factor which led to this high 
incidence. It was also due to boredom. The men had no 
healthy means of distraction. Many led a mechanical life 
with not enough to do, waiting for the time to get: out. 
The figures lent no support to the Prime Minister’s attrac- | 


_tive idea that the Army was a university, teaching: men. 
citizenship. Noble Lords might ask whether these figures 


meant that the price of keeping an army abroad is that 1 in 
While it was true that 
the times were abnormal in the sense that many. men had: 
been in the Army for several years and were ina “ don’t 
Lord Moran thought that these 
figures supplied an indictment of the conditions . under 
which these men were living.: The most friendly critic 
of the. Army must feel that they meant that’ during 
the conscript’s time abroad his experience in the Army 


was demoralising. The segregation of young men, at 


the beginning of their life, under these conditions Was a 
poor preparation for the more serious view of life- which 
was so sadly needed at present. -` 

Replying to the debate, Lord NATHAN said he. had been 
startled by the figures given by Lord Moran of the incidence 
of venereal disease in the Army. Lord Moran had appar- 
ently been given.the figures in his capacity as a member 
of the medical advisory council to the War Office, but 
they were of a different order of magnitude from. those 
supplied by the War Office to: Lord Nathan for the 
iollows) January, 1946, to March, art which were as 
ollows: - 


U.K. . Forces: Highest * ‘quarter, 
quarter, 5:3 per 1000. 
©- Rhine Army: Highest, 44:6 ; lowest, 80. 
C.M.F.: Highest, 39-5; lowest, 22-8. / 
M.E.F.: Highest, 9-4; lowest, 4-1. _ 
S.E.A.L.F.: Highest, 37-1; lowest, 31-2. 


Lord MoRAN interposed to say he was quoting from. 
A.M.D.5 Statistics, September, 1946. He was giving 
the annual rate of cases. If Lord Nathan’s figures, which 
were quarterly, were multiplied by four the result would 
cite t very different from the figures Lord Moran had 
cite 

Lord NATHAN agreed that venereal disease wasa serious 
problem which had to be dealt’ with promptly, and 
properly, and he assured the House that great attention 
was being given to it by the Secretary of State for War, 
the Adjutant-General, and the Commander-in-Chief in 


Germany. 
QUESTION TIME 
The Appointed Day Postponed 


On June 9 Mr. Vianr asked the Prime Minister when it was 
intended to bring the rest of the National Insurance schemes 
and English and Scottish National Health Service schemes 
into operation.—Mr. ATTLEE replied: The preparatory work 
necessary to arrange the transition from existing schemes and 
agencies and to create the organisation to operate the new 
pov or effectively is very heavy. Considerable progress 

as been made with these preparations in spite of great 
difficulties of staff and premises. The various schemes are 
closely linked up with each other and with proposals ‘for 
completing the break-up of the poor-law and providing 
a comprehensive scheme of national assistance standing 
behind the insurance provisions. The Government consider 
that there are compelling reasons in favour of bringing all 
these schemes into operation on the same date. They have 
reached the conclusion that, by giving high priority to the 
legislation which it is hoped to introduce next session to 
complete the break-up of the poor-law, this will be possible. 
On a consideration of all the. factors involved they have 
decided that: the best date for this purpose is July 5, 1948, 
which coincides with the end of the next contribution year 
for health, pensions, and unemployment insurance. — 
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Obituary 


- NOAH MORRIS 
M.D., B.SC. GLASG., F.R.C.P., F.R.F.P.S. 


Dr. Noah Morris, regius professor of materia medica 
in the University of Glasgow, died in the Western 
Infirmary on June 1, at the age of 53. 
the High School and University of Glasgow he graduated 
in science with special distinction in 1913, and in medicine 
with commendation two years later. After serving with 
the R.A.M.C. in France and Italy he returned to Glasgow 
to act as assistant to the regius professor of physiology. 
In 1920 he became professor of physiology at the Anderson 
College, Glasgow, and the following year he was awarded 
the Bellahouston medal for his M.D. thesis. In 1928 he 
returned to the university itself to the newly created 
l post of lecturer in pathological 
. biochemistry, and he also 

became biochemist to the 
Royal Hospital for Sick 
Children. Nine years later 
he was appointed to the 
combined posts of regius 
professor of materia medica 
and visiting physician to the 
Stobhill Hospital. He was 
- elected F.R.C.P. in 1943. At 
the outbreak of the late war 
he was responsible for organ- 
ising the blood -transfusion 
service for the west of Scotland, 
and he continued his war work 
into the peace as director of 
postgraduate studies for ex- 
Service doctors in Glasgow. 

“ With the untimely death 
of Noah Morris,” writes S. A., 
“ the profession loses one of its intellectuals and Glasgow 
University a distinguished son and devoted servant. 

“ Providence had reserved no silver spoon for him, 

and he made his way by dint of sheer ability: and 
doggedness. His talents were many, but outstanding 
among them was his insight into human nature. Seldom 
did he fail. to assess accurately a man or a situation. 
What may have appeared to be a streak of intuitive 
genius was in reality the resultant of many influences 
which operated throughout his life. He had a nimble 
brain and he was a voracious reader. For power of 
concentration and the ability to separate the wheat 
from the chaff, few could compare with him. His 
enthusiasm, his sincerity, and withal an exceedingly 
sociable manner opened all doors to Noah Morris. He 
abhorred parochialism and was among the very elect 
whose survey of events, whether medical or political, 
is international. His thirst for knowledge of all kinds was 
insatiable and his capacity for work beyond belief: 
whatever his hand found to do he did it with all his 
might. Like so many other outstanding men he possessed 
the remarkable faculty of being constantly aware of 
new developments in fields beyond his own. No doubt 
this was largely traceable to his capacity for making the 
most of personal contacts at meetings and elsewhere; but 
it is also true that his sensitive intellect reacted swiftly 
to any .events which might have far-reaching conse- 
quences. Thus his room at the university became a kind 
of clearing-house for new ideas on medical research and 
topics of general interest. 
. “ Morris was indeed a man of many- parts, but his 
vivid personality was perhaps seen to best advantage 
in his teaching. 
drew liberally on resources built up by wide reading 
from early childhood ; and here his historical knowledge 
was an asset to him in providing the proper 
perspective for lectures on therapeutics. He threw 
himself into this task with such zeal that he rapidly 
acquired a reputation as one of the most lucid and 
arresting lecturers that the university has ever known. 
It was his firm conviction that the teacher had failed in 
his intentions if at the end of his discourse he was not 
mentally exhilarated and physically exhausted. | 

“ A prince among teachers, Morris also ranked high in 
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the world of research. He graduated to the academic | 
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life from strenuous years in general practice. The. 
influence of Noél Paton, Ralph Stockman, Leonard 


. Findlay, and Edward Cathcart made a deep impression 


on this brilliant young Jew; and it was apparent from 
the start that a man of his ability and astuteness would 
achieve eminence in his profession. The clinical labora- 
tory provided the ideal environment for the development 
of his talents as a physician with a well-defined 
scientific bias; and his easy familiarity with mathe- 
matical principles is seen in the book Acidosis and Alkalosis 
which he published jointly with Dr. Stanley Graham 
while he was biochemist at the Royal Hospital for Sick 
Children in Glasgow. He attained an international 
reputation as an authority on calcium and phosphorus 
metabolism, and in later years he applied his wide 
knowledge of biochemistry to clinical and therapeutical 
research at Stobhill Hospital. Few men enjoyed more 
than he did occasional excursions into the borderlands 
of medicine, where the art merges imperceptibly into 
general biology and the exact sciences. To hear Noah 
Morris -discussing such matters with characteristic 
animation and intensity of feeling was a memorable 
experience. Like so many great Jews he was an artist 
in the widest sense of the word, and in his demeanour 
bohemianism and erudition were attractively blended. 
Restless and eager, his imagination frequently outstripped 
his capacity to articulate his ideas, and his audience 
were apt to find themselves panting breathlessly after 
him. He found nothing so stimulating as the company 
of young men, and he had an aptitude for picking 
out promising youngsters. On a ward round ideas for 
future research showered forth like sparks from a black- 
smith’s anvil, and in the course of half an hour an 
assistant was apt to find that his work had been amplified 
to an extent that was almost alarming. It was impos- 
sible to associate with Morris without acquiring in some 
measure his zest for work and his intense interest in 
people. He conducted himself on the principle that 
Example is Everything, and he spared no pains to make 
an outstanding success of teaching and research. His - 
pioneer work at Stobhill Hospital, where he showed how 
the university and the public-health authority could 
work in double harness to the great benefit of all 
concerned, will perhaps prove the most enduring monu- 
ment to his achievements in Glasgow. Not only was his 
unit a vigorous one, it was also exceedingly happy ; 
and those who were privileged to be his assistants were 
constantly aware of his solicitude for their welfare. 
Morris’s young colleagues rejoiced in their chief’s domestic 
felicity, and in this respect as in many others the influence 


‘of his high example was incalculable. : 


“It is difficult to imagine the medical faculty at 
Glasgow without the dynamic personality of Noah 
Morris, and sad beyond words to reflect that we shall 
never again enjoy his vivacious talk nor hear his ringing 
eee which banished melancholy and spread good 
cheer.” 

A memorial service was held in the university chapel 
on June 6 when Sir Hector Hetherington, principal of 
the university, paid special tribute to Morris’s qualities 
as a teacher: “tthe inquiring mind which never lost 
the fresh delight of knowledge, the grasp of principle, 
so that his thought was luminous and articulate, a gift 
of speech clear, forcible, and humorous, and an interest 
in his students so constant and so inevitable that his 
natural habit was to lay his mind alongside theirs and, 
as it were, to teach them from within.” | 

Professor Morris married in 1921 Miss Hattie Michaelis, 
and they had a son and a daughter. 


HAMLET MARK WHELAN 
) 'M.R.C.S., K.H.S. 


Surgeon Rear-Admiral H. M. Whelan died on May 27 
at the Royal Naval Hospital at Plymouth, where he was 
the officer in charge. 
he was born in Cardiff in 1890, when his father was 
superintendent of H.M.S. Hamadryad, an old wooden 
wall which then: served as a seamen’s hospital and was 
moored in Tiger Bay, an inlet of the Bristol Channel at 
Cardiff. He entered the executive branch of the Navy 
as a cadet at Dartmouth, but before long he decided to 
take up medicine. On completing his preclinical work 
at Cardiff he went to the London Hospital and took the 


_ The son of a naval medical officer, ` 
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Conjoint qualification in 1912. He had only just had 


time to ‘‘ bed down ” in the medical branch of the Navy | 
when the 1914-18 war began, and it was not long before 


he was serving as P.M.O. of a light cruiser in the Grand 
Fleet. He was attracted to surgery and in time became 
a surgical specialist and the youngest surgeon captain in 
the Service. In 1937 he was appointed to the charge 


of the Naval hospital at the Cape of Good Hope till in `’ 


1943 he was moved to Plymouth. The following year, 
with his promotion to the rank of rear-admiral, he became 
P.M.O. Western Approaches, and in 1946 he was appointed 
honorary surgeon to the King. 

‘“ Mike Whelan knew the Service not only by family 
tradition but also from the executive and medical 
aspects,” writes L.°R., ‘‘and this may have been partly 
why ‘he was liked, admired, and respected by everyone 
in the Service. But the chief reason was his ebullient, 
cheerful personality ; no-one ever saw him downcast, 
and even when he had a grouse there was a smile on his 
lips. A fearless administrator, he said and did what he 
considered right whatever the consequences. A happy 
family man, Whelan was seen at his best in his own 
home. He married rather late and his children’ were 
young, but he could be young with them. Indeed his 
boyishness was always near the surface, wanting to break 
through even on the more solemn occasions—when you 
might imagine him reminding himself, come let us be 
grave, here comes a surgeon rear- -admiral! And though 
his career was so che and distinguished he was never, 
like lesser men, weig! ed down by weight of office or any 
sense of importance.” 


RICHARD CLITHEROW 
M.R.C.S., L.M.S.S.A., M.P.S., M.P. 


As we announced last week, Dr. 
died in London on June 3. 

Dick Clitherow (writes a colleague) packed a great 
deal of adventure into his 45 years. He was born and 
* brought up in Liverpool, and it was as m.P. for the Edge 
Hill Division of Liverpool that he ended his days. At 
the age of 17 he emigrated to Canada, and for three 
years he served in the Canadian Mounted. Police, rising 
to non-commissioned rank. In 1923 he returned to his 
native city, and for two years he was a member of the 
Liverpool city police force. On leaving the police force 
he qualified as a pharmacist, and for three years, from 
1927 to 1930, he worked as a chemist and druggist in the 
United States and Canada. Once more he returned to 
Liverpool, and he had soon successfully established 


himself in the retail pharmacy business, with several. 


chemist’s shops. But these failed to absorb his energies, 
and in 1937 he was elected to the Liverpool city council. 


About this time he decided to study medicine, less with: 


a view to practising than to fitting himself further for 
public life. As with many of those who undertake 
examinations later than usual, he found some difficulty 
in surmounting the hurdles; but he persevered and 
finally qualified after he had been elected to Parliament. 

In 1942 he became an associate member of the Liver- 
pool Fabian Society, and a year later he marked his full 
conversion to Socialism by crossing the floor of the city 
council chamber to join the Labour group._ Throughout 
the war he did fine work as deputy chief warden in 
Edge Hill, and the popularity which he gained then as 
-“ the man with the beard ” probably helped, with his 
subsequent election success. 

As a member of the Liverpool Hospital Committee 
he took a keen interest in the city’s hospital services, 
which at the time he was seeing from the inside as a 
medical student. 


Clitherow showed signs of developing into an inveterate - 


exam-taker. At the time of his death he was already 
reading for the Bar and talking of taking the D.P.H. 
His wife, whom he married in 1930, would sometimes 
jokingly, and perhaps rather wistfully, complain that 
there seemed to be no end to his studies. He would rise 
regularly at 6 for two hours with his textbooks before 
breakfast. And the long hours in the train between 
Liverpool and London were always spent in study. 
He was a passenger on the night trains two or three times 
a week, for he liked to keep an eye on his businesses 
even when the House was sitting. And it may have 
been that this hectic way of living contributed to his 
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early death. An attack of pneumonia during the cold 
spell failed to keep him away from the House for long. 

As a Parliamentary speaker he was effective, with an 
apt and dramatic turn of phrase. His usual subject 
was the health service of his native city. a man 
he was not easy to know. A restless streak marked his 
character ; he was seeking after something, he knew not 
quite what. He was shrewd rather than learned, and of 
great determination. 

His wife and two sons survive him. 


ARTHUR FREDERICK BERNARD SHAW 
B.A., M.D. DUBL., F.R.C.P.I., D.P.H. f 


WE have to record that Dr. A. F. Bernard Shaw, 
professor of pathology in the University of Durham 
and formerly in the Egyptian University of Cairo, died 
at Newcastle-on-Tyne on June 3. . 

The son of Arthur Wellington Bolton Shaw, he was 
in 1888 and 
educated at Christ’s College, Blackheath, and Trinity 
College, Dublin, where as a student he was twice awarded 
the medal of the University Biological Association. 
He qualified in 1911.and spent the ne xt year as demon- 
strator in pathology in the university. After taking his 
D.P.H. in 1912 he was appointed senior assistant M.O.H. 
for Cardiff. But the 1914-18 war deflected him from a 
possible career in public health, for after serving in 
Gallipoli, Sinai, and Palestine, he “finally became patho- 
logist to the 69th General Hospital of the Egyptian 
Expeditionary Force. On his return to civil life he 
returned also to pathology and became lecturer in 
the subject in the University of Durham. He held this 
appointment till he took up the Egyptian chair in 1933. 
For his work during the five years he spent in Cairo 
he was appointed commander of the Order of the Nile. 
He returned to Newcastle to his present chair in 1938. 
On the outbreak of war he was appointed regional 
adviser in pathology to the E.M.S. He was also a member 
of the senate of the University of Durham. 

J. C. S. writes: ‘‘ Shaw’s work in pathology covered 
three periods, with a Rockefeller fellowship year at 
Johns Hopkins in America interposed. The first was 
as a lecturer in Newcastle, where he came in 1919, from 
an early training in Trinity College, Dublin, and an 
His 


in the Egyptian University at Cairo; and the last was 
again at Newcastle, where he held the chair until his 
death. In his earlier period, at a time when he was 
impatiently busy with research, he worked under a. 
burden of routine and teaching, and in physical circum- 
stances so detrimental that they are horrid to look back 
upon. In spite of the interruptions of illness he com- 
pleted work, which was widely noticed, on the influence 
of the vasomotor action on the leucocytic count of 
peripheral blood, on the diurnal tides of the leucocytes 
in man, and on constitutional abnormalities of the 
leucocyte. In addition he added to our knowledge of 
the pathology of rheumatic fever, and of Riedl’s 
thyroiditis, in articles which are still standard references. 
In Cairo he had scope for the first time to create a depart- 
ment nearer to his desire. This he did in a way which was 
a testimony to his powers of organisation and his 
originality, and he left it a monument to his efficiency 
and sense of justice, for which the Egyptian government 
honoured him. In Egypt he made a notable contribu- 
tion to the pathogenesis of pulmonary schistosomiasis 
and to the pathology of the spleen, but he was quickly 
absorbed in reviving the study of paleopathology with 
new techniques. Here also he found an outlet for his life- 
long interest in anthropology and the history of civilisa- 
tions, and some of his most memorable lectures are those 
in which he used his study and experience of the Egyptian 
civilisation to illustrate his views on pathology: and the 
course of civilised life. 

‘‘ Shaw returned to Newcastle as professor of pathology 
in 1938. The war was quickly on us but in spite of 
difficulties he was able to infuse activity into builders and 
architects to commence a building which would become 
an institute of pathology within the grounds of the 
Royal Victoria Infirmary, where pathological anatomy. 
experimental pathology, biochemistry, and bacteriology 
would have their place. This was another fruitful period 


. 
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of his life in spite of the inclemencies of war and inter- 
ruptions of illness. His teaching and his influence then 
reached their full maturity. 

“ The nobility of his character and the depth of his 
mind will be known only to those whom he taught or 
with whom he was intimate, for he was a reserved man 
given much to quiet meditation. His was indeed the 
most cultured mind of any I have known. He had a 
stern but noble countenance covering a modesty which 
was at times embarrassing. Deeper still lay a generosity 
of heart and warmth of feeling which .were revealed in 
a smile of great charm and in acts of exquisite courtesy. 
He loathed self seeking and insincerity, and was 
suspicious of Anglo-Saxon compromise. In esthetics 
he was relatively insensitive to the visual arts, but 
vividly sensitive to the form and function of words. 
There is little wonder that his lectures were unforget- 
table. They were precise, sincere, and eloquent, with the 
right and unusual word always coming to his aid. He 
saw his pathology as part of man’s whole struggle with 
his environment, but would at times laughingly confess 
that many of its evidences came near to metaphysics. 
Devoted to the scientific method and poignantly con- 
cerned about the function of the university: in the 
modern world, he was intolerant of the compromises 
which would link commercial and professional interests 
to a university department, and was anxious to rid.the 
teaching hospital of those burdens and arrangements 
which prevented it from doing its proper work. It 
appeared to him logical that a teaching hospital, with 
the functions of conserving knowledge, of advancing 
knowledge, and of setting the highest standards of 
practice should be arranged, administered, and staffed 
entirely for those purposes, and he saw the solution of 
this only by making these institutions university depart- 
ments in the true sense of the word. He could argue 
these things with fervour, but would cease from arguing 
at the first sight of fixed prejudice or blind ignorance. 

‘*Uncompromising in his conception of good and 
evil, of truth and untruth, he may have appeared 
obstinate at times; but the tragedies of the modern world 
saddened him, and he saw no way out except by combin- 
ing reason with science and with that experience of things 
which we call culture. He lived as near to his own high 
conception of life as any man could. How strict and 
distinctive that conception was is known to his friends. 
By that he will be judged and remembered.”’ 

Professor Shaw married Miss Gertrude Frimston, 
of Liverpool, and they had two sons. 


Births, Marriages, and Deaths 


BIRTHS 


CHIPPINDALE.—On June 1, Dr. Ruth Chippindale (née Stevenson), 
wife of Mr. D. Keith Chippindale, of Tranmere Park, Guiseley 


—a son. 
JENKINS. aoe June 1, the wife of Dr. Rees Jenkins, of Twyford 
—a 8B 
the wife of Dr. 


KRAUSS. AOA May 28, at Newcastle-on-Tyne, 
Stephen Krauss—a son. 
Loa@an.—On une 2, at Wilmslow, Cheshire, the wife of Dr. R. F. L. 


Logan—a so 

RorH.—On May "25, in London, the wife of Dr. Martin Roth—a 
daughter. 

Smarons.—On May 28, at Oxford, the wife of Dr. C. A. Simmons 
—a daughter. 


MARRIAGES 


DENHAM—COLCHESTER.—On May 31, at Pyrford, Surrey, Robin 
Arthur Denhain, M.R.C.8., to Rosemary Henrietta Colchester. 
FaAWCETT—WHITING.—On June 2, in London, James Fawcett, 
M.B., to Barbara Whiting. 
HaDLEY—STEWART.—On June 7, at South Hinksey, Oxford, 
George Dickinson Hadley, M.D., to Jean Elinor Stewart. 
JOULE—MITTELL.—On June 2, at Sutton, John Wilfrid Joule, 
M.D., M.R.C.P., to va Louise Mittell, M.B., M.R.C.P. 
FITT. —Ọn June 4, in London, John Petro, M.B., to Mary 


Fitt. 
DEATHS 


ALDRIDGE. =, June 1, at Camberley, Arthur Russell Aldridge, 
eG oO. tee C. M. G., M.B. Edin., lieut.-colonel R.A.M.C. retd., 
nae 


Con June 3, at Roehampton, William Smith Allan, M.B. 


Glasg. 
CaTo.—On May 31, at Lowestoft, Charles Stanley Cato, M.R.C.8. 
n June 3, in Liverpool, Richard Clitherow, M.R.C.8., 
M.P., aged 4 
EWENS. —On Mey 29, at Lowestoft, Bernard Ewens, M.R.C.S. 
JaMES.—On June 6, in London, Coram J ames, M.R.C.S., aged 84. 
MorrRis.—On June 1, in Glasgow, Noah Morris, M.D. Glasg., F.R.C.P. 
SHaw.—On June 3, at Newcastle-on-Tyne, Arthur Frederick 
. Bernard Shaw, M.D. Dubl., F.R.C.P.1., aged 58. 
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Notes and News 


EVAPORATED MILK FOR INFANT FEEDING 


UNSWEETENED evaporated milk is now on points, but 
supplies for infant feeding can be obtained without surrender- 
ing points coupons on a doctor’s certificate. The doctor 
should give the mother a certificate stating that the infant 
is under the age of 12 months and urgently requires evaporated 
milk. The mother must then take this certificate to her food 
office, who will issue her with an authority to purchase a 
month’s supply of milk free of points. At the end of this 
initial month, continued supplies will be authorised by the 
food office when they receive a further medical certificate. 
This must give full details of the infant’s condition, age, an 
weight at birth and at application, and must state whether 
any other milk preparations have been tried and found 
unsuitable. The following amounts of milk will be authorised 
under this scheme : 


Age of Infant 
Under 5 months 


Tins of Evaporated Milk 
Up to 20 tins per 4 weeks 


5- 6 99 ee ee 29 99 24 a2 99 ad 
7- 9 99 ee ee 9 ” 26 9 99 99 ir) 
10-12 ” ee . ri 99 ” 28 99 99 oP 9 


University of Oxford 

The Nuffield Foundation has made a grant to the university 
of £50,000, over a period of ten years, to meet the capital 
and maintenance costs of a ‘hematological research unit. 
The new unit is to be set up in the medical school in con- 
junction with the Nuffield department of clinical medicine 
and the Radcliffe department of pathology. 


University of Cambridge 

Status of women.—The syndicate appointed last January 
to consider the status of women in the university has now 
reported. It recommends that women should be admitted 
to the university and to all degrees on the same terms as men, 
and that women should be eligible for all emoluments and all 
offices (except those of proctor and esquire bedell), and for 
membership of all bodies concerned with the government of 


- the university. Members of the syndicate. differ as to the 


maximum total number of womén students in statu pupillari 
which would be desirable, but they are agreed in considering 
that in normal times it should not exceed a fifth of the total 
number of men students, 


Royal College of Physicians of Ireland 
At a meeting of the college held on June 6, Dr. Eamonn 
de Valera and Dr. J. Browne Fleming were admitted to the 
fellowship. The following were also admitted to the 
membership : l 
Dr. P. M. Alston, Dr. Leslie Doyle, Dr. Leslie Fridjohn, Dr. A. P. 
Grant, Dr. Georgo Gregg, Dr. John Hayes, Dr. P. D. J. Holand, 


Dr. D. Hugbes, Dr. S. D. McGratb, Dr. Harry O'Flanagan, 
Dr. Bethel E. R. Solomons. 


Royal College of Obstetricians and Grecdiodieti 

On Friday, July 4, at 3 P.M., at the college, 58, Queen - 
Anne Street, London, W.1, Prof. F. J. Browne will deliver 
the William Meredith Fletcher Shaw memorial lecture on 
Hypertension in Pregnancy. At 5 P.M. on the same day 
Mr. J. A. Stallworthy will deliver the biennial scholarship 
lecture. He has chosen as his subject Fact and Fantasy in 
the Study of Female Sterility Admission is by ticket, which 
may be had from the secretary of the college. 


Faculty of Radiologists 

The annual meeting of the faculty is to be held in Birming- 
ham from Thursday, June 26, to Saturday, June 28. The 
speakers will include Prof. Robley Evans, of the Massa- 
chusetts Institute of Technology, and Dr. J. Hamilton, of 
the Radiation Laboratory, Berkeley, California, who- will 
discuss the Therapeutic Uses of Radioactive Isotopes. Dr. 
Brian Taylor, Dr. T. Lodge, Mr. A. L. d’Abreu, Mr. C. J. L. 
Thurgar, and Dr. Peter Kerley will open a discussion on 
Carcinoma of the Bronchus. At the therapy section Prof. 
B. W. Windeyer, Dr. P. B. Mumford, Dr. Bernard Tate, ‘and 
Dr. J. F. Bromley will speak on Organisation for Superficial 
X-ray Therapy, and at the diagnosis section Prof. J. M. 
Smellie, Dr. J. C. Bishop, and Mr. H. H. Sampson on 
Bronchiectasis in Children. - . , 


t 


the society. 
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DIARY OF THE WEEK—APPOINTMENTS 


Royal Society of Tropical Medicine and Hygiene 

At the annual general meeting of the society to be held at 26, 
Portland Place, London, W.1, on Thursday, June 19, at 8 P.M., 
the new president, Sir Philip Manson- Bahr, will be inducted. 


Pharmaceutical Society of Great Britain 


Mrs. Jean Kennedy Irvine has been elected president of 
Mrs. Irvine is superintendent of the Ministry of 
Health’s south-eastern pricing office. 


Manchester and- District Medical ` G olfers’ Assocation 


The silver challenge cup of the association was won on 
June 4 by Dr. J q McSorley. There were 92 competitors. 


Royal Institute of Public Health and Hygiene 


The Bengué lecture is to be deliveréd at the institute on 
Thursday, July 17, at 3 P.M., by Dr. I. W. Magill, who will 
give a Review of Modern Anesthesia. 


Congress on Mental Health 


The international congress which is being PETET. by the 
National Association of Mental Health will be held at the 
Central Hall, Westminster, from August 12 to 21, 1948 
(not this year, as announced in our ièsue of May 31). 


Brighton and Sussex Medico-Chirurgical Society 


Mr. H. J. McCurrich, the president, took the chair at the. 


centenary dinner of the society on June 5, when the guests 
included Lord Moran, Sir Alfred Webb-J ohnson, the Bishop 
of Lewes, and the Mayor of Brighton. - 
Fees Payable by Local Authorities 

As an interim measure and without prejudice to subsequent 


‘negotiations, the Minister of Education has accepted the 


scale of fees for sessional or occasional work by doctors 


approved last February by the associations of local authorities . 


and the British Medical Association anes, March 29, P- 432). 


Surgical Rubber Gloves 


Doctors who need surgical rubber gloves for professional 
use are reminded that they should apply to the secretary of 
the Central Medical War.Committee, B.M.A. House, Tavistock 
Square, London, W.C.1, marking the envelope “ Gloves ” i 
the top left-hand corner, and enclosing a stamped addressed 


envelope for reply. They will then receive a booklet of | 


six certificates. a3 


Records for the New Service 
The Minister of Health has been advised that the executive 


councils which, under the National Health Service Act, will 


organise the local family-doctor services will need two registers 
—a nominal register, in alphabetical order, of persons who have 
been accepted by doctors, and a medical register. The existing 
records of the insurance committees, reorganised in alphabeti- 
cal order, will form the nucleus of these new registers, and 
Mr. Bevan has accordingly asked the committees to help in 
the preparatory work by checking and bringing up to date 
their records of insured persons. 


Maternity and Child Welfare Conference 


The National Association of Maternity and Child Welfare 
Centres is holding an international conference at Friends 
House, Euston Road, London, N.W.1, from June 25 to 27, 
on the Present and Future of Maternity and Child Welfare 
in Europe. The speakers will include Dr. J. Greenwood 
Wilson, Dr. Fraser Brockington, Sir Allen Daley, Sir Andrew 
Davidson, Dr. H. E. Magee, Mr. Ian Sutherland,’ and Dr. 
Frederick Heaf. Mr. Aneurin Bevan, the Minister of Health, 


‘will open the conference with his presidential address at 


10.15 a.m. on Wednesday, 25th. 


Montreal General Hospital 

Mr. J. H. Quastel, p.sc., F.R.S., has been appointed director 
of the enzyme research division of the Institute of Special 
Research and Cell Metabolism lately set up at Montreal 
General Hospital. McGill University has simultaneously 
appointed him to a professorship in the department of bio- 
chemistry, whose chairman is Prof. D. L. Thomson. 

Before taking up his present appointment as director of the 


Agricultural Research ‘Council’s unit of soil metabolism, Dr. Quastel _ 


was director of research at Cardiff City Mental Hospital, and he 
has published many papers on bacterial biochemistry. on the 
metabolism of the fatty acids, and especially on the biochemistry 

and pharmacology of the central nervous system. He expects to 
sail for Canada in August. 


In. 


TOOLEY, P. C., M.D. Lond., D.P.M. 
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Diary of the Week. 


JUNE 15 TO 21- 


Sunday, 15th ; 
EMPIRE RHEUMATISM COUO l 
410 aa A.M. (Apothecaries’ H Blackfriars Lene, B.O.4. . BF. = 
Cooksey : Ph Pical i Yreatment in the: Rheumatic isensen, 
11.15 a.M. Mr. Coltart : Orthop ædic: Aspects of- 
Rheumatic Diks 5 i 


Monday, 16th 


ROYAL COLLEGE of: SURGEONS, Lincoln’s Inn Fields, W.0.2 
5 P.M. Mr. Brodie Hughes: Interpretation’ of Visual- Field 


Defects. p ME a 
Tuesday, 17th a a 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr Geoffrey Knight: N eurosurgery in relation to Ophthal- 


ology. 
ROYAL SOOIETY OF MEDICINE, 1, Wimpole Street, 


W.1 

2.30 P.M. Pathology. (Wellcome Physiological Research Labori 
tories, Beckenham, Kent.) Demonstrations:on Immunology 
and Experimental Chemotherapy. 

5 P.M. pee nor ee film on Chemotherapy of Experimental 

osis 
LONDON SCHOOL OF DERMATOLOGY, 5, ‘Lisle Street, W.C0.2 
5 P.M. Dr. W. N. Goldsmith: Pigmentation of the Skin. . 


Wednesday, 18th 


ROYAL COLLEGE OF SURGEONS - 
-6 P.M. Mr. Geoffre y Knight : Neurosurgery in relation to Ophthal- 


mology. l 
ROYAL SOCIETY OF MEDICIN i 
4:30 P.M. Physical Medicine and British Association of Physical 
. Medicine. Dr. P. Bauwens : Complex Behaviour of High- 
frequency Ourrents in in Simple Circuits, z 


Thursday, 19th n i 


ROYAL COLLEGE OF SURGEONS 
5 P.M. Mr. F. G. St. Clair Strange : Plastic Procedures in the 
Preparation of Amputation Stumps for Limb- fitting. 
(Hunterian lecture.) 
ROYAL SOCIETY OF TROPICAL MEDICINE, 26, Portland. Place, W.l 
8 P.M. Brigadier Sydney Smith : Prisoner-of-war ‘Camps in the 
Middle East. 
CHADWICK LECTURE 
4 P.M. (Chelsea Physic Garden, Swai Walk, S. W. 3. ) Prot. W. H. 
Ke » D.SC., F.R.S. Water-supply and Freshwater 
E ology. 


Friday, 20th 
ROYAL COLLEGE OF SURGEONS 
3 P.M. Dr. AE ongel Brain : Exophthalmos apart froin Endocrine 


Dis 
4.30 'P.M. Dr. ‘Brain : Exophthalmos of Endocrine Origin.. 
BOVAL SOCIETY OF MEDICINE 


P.M. Obstetrics and Gynecology. Dr. Engel, Mr. S. K. 
Kon. ee sc., Mr. S. J. Folley, D.SC. : Physiology of the 
reast. T ; 


Saturday, 2ist 


` ROYAL SOCIETY OF MEDIC 


2.30 P.M. Orthopedics. “Dora Mayor Treloar Hos pital, Alton, 
Hants.) Sir Thomas Fairbank : Contributions of the late 
Sir Henry Gauvain to Orthopeedic Surgery. Prof. T. Pomfret 
Kilner: Orthopeedic and Plastic Surgical Team-work. 
Mr. E. S. Evans: Mechanical Treatment of Tuberculosis 


of the pe and Hip in Childhood. Mr. H. H. Langston: 

Eou of Brittain’s Arthrodesis for Tuberculosis is of tho 
p: 

` Appointments 


ASPIN, JOHN, M.D. Camb., D.M.R.D.: deputy clinical-T.o., Leeds. 

GOLIGHER, J. C., M.B. Edin., ERGS. : asst. surgeon, St. Mary’s 
Hospital, London. 

* HEWITT, SELWYN, M.B., B.HY. Durb., D.P.H. 
M.O.H.. Herefordshire. - 

LIEBERT, KATHARINE , M.B. Manc., F.R.C.S., M.R.C.0.G. : gynæcologist, 
Ancoats Hospital, Manchester. 

MAacDONALD, N. M., M.B. Glasg., D.P.H.: M.O. H., Redcar, Saltburn, 
and Marske, and asst. school M. o. a N orth Riding education 


comnie. 
clinical] - pathologist, Royal 


NELSON G., M.D. Belf., M.R.C.P. 
st ha Hospital, Belfast. 
chief psychiatric asst., depart- 
ment of heurology and ev obiatey: London Ee 
* Amended notice 
Queen Mary’ 8 Hospital for the East End, London: 
: Asst. obstetric surgeons: — 
~ Barns, H. H. FOURACRE, M.B. Lond., F.R.C. i ML.R.C.0.G. | 
SPIERS, B. G., M.B. N.Z., F.R.C.S.E., M. R.C.O G 


St. Mark’s Hospital, London : 
Asst. surgeons ; 


deputy county 


GOLIGHER, J. C., M.B. Edin., F.R.C.S8. 

THOMPSON, H. R., M.B. Camb., F.R.O.S. i . 
Surrey County Council : i 

Asst. M.O.s in the medical and maternity and child welfare 

Services : i 
BRODIGAN, MARGARET, M.B. Lond., D.P.H. 
CROWLEY, MATTHEW, M.B. N.U.I. 
FERGUSON, WILLIAM, M.B. 
GREENWOOD, W. E., M.B. Lond. 
HoEY, R. A., M.R.O.8. 
WINTER, CORNELIA J. J., M.B. Edin. 
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INFECTION OF WOUNDS WITH 
GRAM-NEGATIVE ORGANISMS 
CLINICAL MANIFESTATIONS AND TREATMENT 


M. E. FLOREY 
M.B. Adelaide 
RESEARCH CLINICAL ASSISTANT 


R. W. N. L. Ross E. C. TURTON 
M.R.C.S. M.B. Lond., M.R.C.P. 
ASSISTANT BACTERIOLOGIST, LECTURER IN PHYSIOLOGY, 
EMERGENCY PUBLIC HEALTH ST. BARTHOLOMEW’S HOSPITAL 
LABORATORY, CARDIFF MEDICAL COLLEGE 


From the Radcliffe Penicillin Unit of the Medical Research 
Council 


THE findings described here have been made on 53 
air-borne battle casualties with 63 lacerated wounds, 
mainly involving compound comminuted fractures of 
the tibia, and on a further 10 superficial wounds caused 
by pressure sores and plastic operations. 

As only 7 of the lacerated wounds could be completely 
closed by secondary suture or early plastic repair, the 
remaining 56 provided an opportunity of following their 
progress clinically and bacteriologically from first removal 
of dressings in this unit—generally within the first week 
after wounding—till they were fully healed from 6 weeks 
to 18 months later and at every subsequent operation for 
plastic or orthopedic repair. Since all the patients had 
received prophylactic injections of penicillin for various 
periods up to 3 weeks after wounding, and continued 
to receive prophylactic local applications or intramuscular 
injections throughout their treatment, the gram-positive 
organisms commonly considered responsible for major 

‘sepsis were of minor significance ; and clostridia, though 
more difficult to eradicate, were not a problem for more 
than 3 weeks in most wounds. In 1164 swabs hemolytic 


streptococci were present 50 times, and Staph. aureus, 


though it appeared in 174 (table 1), was readily controlled 
by local applications of penicillin during the first 6 months 
of the investigation. 

The clinical findings attributed here to infection by 
gram-negative organisms are those which have been found 
in wounds which harboured no hemolytic streptococci 
or clostridia for 9-48 weeks and in which Staph. aureus 
—i.e., coagulase-positive staphylococci—appeared on 
‘isolated occasions only or not at all. Non-hzemolytic 
streptococci, clostridia, and coagulase-negative staphylo- 
cocci appeared so erratically that it was impossible to 
associate any particular condition with their presence ; 
so they are excluded from consideration here. 

It had been hoped to compare the state and progress 
of wounds containing gram-negative bacteria with those 
of wounds in which these organisms were not present ; 
but 51 of the 56 which could not be closed by secondary 
suture harboured one‘or more species of gram-negative 
bacteria from the second week after wounding onwards. 
It was therefore impossible to assess effects against a 
comparable number of controls. The 5 exceptions 
undoubtedly made steady progress towards healing and 
bony union, without the interruptions caused by sinuses 
or sequestra, and the time at which union was consolidated 
compared favourably with that in wounds completely 
closed by secondary suture. 


` CLINICAL MANIFESTATIONS 


Acute Manifestations.—In the first 3 weeks after 
wounding it was difficult to attribute acute manifesta- 
tions to these organisms, because other factors also 
were often present, such as foreign bodies, pieces of loose 


bone, and small necrotic pieces of soft tissue, even after. 


careful excision. Clostridia were often found ; nor had 
chemotherapy eradicated every Staph. aureus at this stage. 
6460 
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One purulent arthritis persisted even after Staph. aureus, 
hemolytic clostridia, and streptococci had been eliminated, 
and gram-negative bacteria were the only organisms remaining 
other than non-hemolytic clostridia. 

In another case extensive cavitation of the head of the 
tibia, with some involvement of the knee-joint, had a clean, 
bleeding, and sterile surface when first examined 4 days after 
wounding. There were then no signs of inflammation and 
little constitutional disturbance. 

At each extensive change of dressing and plaster during 
the next 8 weeks the patient acquired a new infection with 
a different species of gram-negative organism. He had a 
swinging pyrexia for about the same time and developed 
slimy putrefactive-smelling pus in his wound, with minimal 
formation of granulation tissue. 

Clostridia also were cultured on 4 of the 7 occasions on which 
wound swabs were taken during this time; hence the gram- 
negative organisms may not have been solely responsible 
for his condition. 


Long-term Manifestations.—Eighteen wounds have 
given us an opportunity of studying the effects of these 
organisms alone for fairly long periods. In 8 no Staph. 
aureus or Strep. hemolyticus appeared at any time, and 
gram-negative organisms alone were present from within 
4-10 days of wounding till healing had taken place 
from 3!/, weeks to 12 months later. Of these wounds 
6 were compound comminuted fractures of the tibia; in 
the upper, middle, or lower third, where the wound 
could not be completely closed: by early repair, and 2 
were large soft-tissue wounds of back and thigh which 
were sutured but required a drainage-tube for several 
days, and in consequence a sinus persisted for 31/,-4 
weeks. In the remaining 10 wounds gram- -negative 
infection persisted alone for'periods.of 9—24 weeks. 

All these wounds had undergone early débridement 
and, in contradistinction to those containing clostridia, 
had contractile bleeding muscles, no redness of skin 
edges, and a minimum of slough. After the first defini- 
tive operation all these wounds suppurated a little, the 
pus being mucopurulent and stained lightly .with old 
blood. Growth of granulations was minimal, and there 
was no breakdown of suture lines or delay in ingrowth 
of epithelium. There was little constitutional, distur- 
bance, pyrexia not being more than 100°F at any time 
and subsiding below 99°F in 3 weeks in all but one 
patient, who later developed jaundice. There was no 
sign of the chronic anæmia associated with sepsis, for 


‘the number of red cells rose steadily from 3,500,000 to 


nearly 5,000,000 per c.mm., and hemoglobin’ from about 
70% to about 90-100% in the 6 weeks after wounding. 
Moreover the men’s health remained excellent throughout 


- their long convalescence. 


The 2 flesh wounds made uninterripted progress 
towards healing, and 2 of the compound fractures 


= healed within 7 weeks without any subsequent formation 


of a sequestrum. Bony union in these was achieved in ` 
a time comparable with that in similar fractures whose 
wounds could be completely closed by secondary ‘suture 


‘and so protected from infection at an early stage. 


Thus, in the early stages the consequences of this 
type of infection did not appear to be severe, but its 
persistence had some serious consequences, for the 4 
remaining compound fractures do not present so uncom- 
plicated a picture. Sinuses persisted for various times. 
In the 2 less severe, 4 months elapsed before the sinus 
healed, and both later broke down again before final 
healing took place, 40 weeks after wounding. Seques- 
trectomy was neceasary on several occasions in one, 
and cultures from the sequestra invariably yielded 
Proteus. In the remaining 2, where bony destruction 
was greater, sinuses remained not completely. healed 
9 months and a year, in spite of sequestrectomies and 
curettings. The bony cavities, which in other cases 
filled in .as the tibia thickened at the site of fracture, 
remained, and the blood-clot which filled them at each 

Z 
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TABLE I—BACTERIAL FLORA IN DEEP AND SUPERFICIAL WOUNDS THROUGHOUT PROGRESS TÒ. HEALING 


No. of No. of 


Percentage of swabs in which organisms were present ` 


Type of — a tes 
wound wounds swabs ' sterile 
. ; B. coli Prot. Ps. pyo. | S. aur. | Strep. ‘h.* | Clos. | S. alb. | N.H.S.T an. 

- Deep.. .. |. 63 1164 35-4 36-1 39-2 14-9 4-3 11-3 7-2 ` 5-2 11-7 
Superficial .. 10 174 11-5 17-2 17-2 44-8 |. 06 : 0-0 | 213 “0.6 17-8 


* Strep. h., ial vile streptococci, some not Lancefeld groups and avirulent to mice. 
t N.H.S., non-hemolytic streptococci. 


operation disintegrated and escaped. as thin brown 
purulent discharge, some poorly developed -granulations 
~ and a little slimy pus appearing in its place. ' More 
- than 6 months after the fractures there was no develop- 
ment of firm fibrous tissue and no callus formation. 

The remaining 10 wounds presented a similar clinical 
' picture as regards the persistence of sinuses. - After 

` clostridia had been eliminated, the thick purulent dis- 
charge became thin, sometimes with a putrefactive 
odour, and eventually brown and slimy, making it 
easily distinguishable from the thick creamy pus seen 
` in infections with Staph. aureus and Strep. hæmolyticus. 
The distinction was so clear that, on several occasions, 


on the appearance of the latter type of pus a diagnosis’ 


of secondary invasion by gram-positive organisms was 
' correctly made before the bacteriological report was 
available. 
came under control and cultures were eventually sterile, 


TABLE II— BACTERIAL FLORA IN 63 SEQUESTRA 


No. of sequestra 


- Organism : Saree 

ie: | Total cultures 
Bact. coli 29 “12 
Proteus : Ran a Ra me 20 6 
Ps. pyocyanea .. ee se 18 '. 2 
ODA: Klee — és sie 3 3 
Tep. cemo. vticus ` ee oe i oe 

Clostridia . ‘ ev oe : 3 i ee l 

Staph. albus a 3 ae 
N lie streptococe! si 4 ea 
Sterile af 6 6 


the exudate became serosanguineous or serous, - and 
again the result of the swabs could be fairly prognosticated 
by its appearance. 

There was no indication that discharge produced by 
gram-negative organisms had any irritant action on the 
skin, provided it: was cleared away daily. In fact, 
epithelial growth proceeded remarkably rapidly till the 
wounds were no more than sinuses. If, however, the 
wounds were enclosed in plaster or in an occlusive 


dressing for several weeks, the surrounding skin was . 


invariably excoriated. More disconcerting than the 
persistence of sinuses was the ability of epithelium to 
grow over their mouths, giving the appearance of a 
completely quiet fracture site without pain, tenderness, 
or redness. 
persisted consisted only in the lack of callus formation 
visible on radiography or in the development of sinuses 
after the patient’s leg had begun to bear weight. 
Sequestra were on several occasions removed from 
these sinuses. When the cavities in which they lay 
were opened up they presented the same appearance 
as those already described. Bacteriological examination 
of the material removed revealed no other organisms 
than Bact. coli, Proteus, or Ps. pyocyanea. Among the 
53 cases, many sequestra were removed from 21 wounds, 
and 53 were examined bacteriologically. Only 3 were 


infected with Staph. aureus, 6 were sterile, and cultures . 


of the remaining 44 yielded Bact. coli} in 29 instances, 
Proteus in 20, and Ps. pyocyanea in 18 (table 11). 


1. At least one found to be hemolytic. 


As the infection with gram-negative organisms 


_ Evidence that a pathological state still 


The blood- clot which filled the bony cavities “after: 
sequestrectomies, if sterile, remained intact and formed | 
a basis for the ingrowth of organising tissues and for 
but, if ‘infected with gram- | 


an epithelial covering ; 
negative organisms, it steadily disintegrated; leaving no 
foundation for repair. (Though Bact. coli does not, like 
Proteus and Ps. pyocyanea, liquefy proteins in vitro; it 
appears to have interfered at some stage in the process 


of organisation, as shown by the number of sequestra - 
Such infection of the clot appeared — 


infected by it alone.) 
to be the reason for lack of union and the development 
of sequestra, and it would have been legitimate to 


ascribe to it the failure of bone grafts, had these been 


undertaken, while the organisms were well established. 
When it was possible to close the wound early or to 
prevent infection with, gram-negative organisms, some 


‘limbs which were seen on radiography to have many 


small fragments of bone and shell distributed among the 


muscles or between the ends of bone did not deyelop 


sinuses. In other words, the fragments which might. 
have become sequestra were incorporated in the callus. 

The 10 surface lesions gave no evidence that gram- 
negative bacteria had any clinical significance. These 
organisms were much more tardy in making their first 


appearance and were often overshadowed by the presence - 
of Staph. aureus (table 1). 


There were no blood-clots and 
seldom any dead tissue in these wounds, which therefore 
offered a very different type of pabulum for organisms. 


COMBATING INFECTION WITH GRAM-NEGATIVE ORGANISMS 


It therefore seemed advisable that every effort should 
be made to combat gram-negative organisms and to 
compare the effects of the different agents already at 
our disposal in eliminating them. Even if those. tried 
were not very effective, the serial examination might 


' at least provide a standard against which to judge the 
effects of new and more powerful agents as they appeared.. 


The effects of local application of different drugs were’ 
therefore observed besides those of other- agencies 


: expected to influence wound infection. 


Agents used were as follows: 
(1) Streptomycin?: . 
(a) a powder containing 235 units per mg.; . . 
(b) mixed with Suiphamezatnme 10,000 units per g. 
(1 wound); 
(c) an aqueous solution, 12, 500 units per c.cm. ; 
(d) a cream, 12,500 units per g. 
(2) Kojic acid 3: | 
(a) the oryatalling substance nixed with an equal 
part of magnesium carbonate to form a fine 
powder for insufflation ; 
(6) neutralised aqueous solution, | 200.. 
(3) Sulphathiazole : 


(a) in microcrystalline form as an insufflation, with 


penicillin, 2000-5000 units per g. ; 
(6) an aqueous solution of the sodium salt (‘ Ciba- 
zol’) 1 g. per 5:5 c.cm. for irrigation of sinuses, 
(4) Sulphamezathine : 
(a) and (b) as described for sulphathiazole, the 
solution containing 1 g. per 3 c.cm. 


2. Concentrations used were worked out on a basis of 50. units 
being equivalent to 1 unit of penici 

3. Kojic acid is an antibiotic which is stated to ae bts Bact. coli 
and Proteus at 1 in 400, and Ps. pyocyanea at 1 in 16,000 or 
1 in 32,000, and to be non-toxic to human leucocytes in vitro 
at 1 in 400 ‘(Jennings and Willians 1945). 


a 
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(5) Proflavine : of observation, the only exceptions being those cases in 
(a) Sadie thee amide” (I woun a Aone bei ee cheek of complete enclosure in plaster was. 

> being tes 
(b) Ba OH of oe seoney -ks 1000; buffered Fivet Appearance.—Bact. coli was the earliest invader. 
(6) ‘ Phenoxetol’: an aqueous luriri 1:45. In 50% of all wounds examined in their first week this 
(i) Aminophenol: van aqueous solution: 1+ 1000: organism had already appeared. Proteus appeared most 
often in the second week, and Ps. pyocyanea in the third. 


o a Miton” : an aqueous solution, half strength. Fresh infection- still continued after this; hence by the 
illin : 
(a) a powder containing at least 100,000 units perg.; TABLE 1II—FIRST APPEARANCE OF GRAM-NEGATIVE BACTEBIA 
(6) an aqueous solution, 500 units per c.cm. ; IN 63 DEEP WOUNDS . 
(c) a cream, 250 units per g. 


Five was considered the least number of wounds % Wounds in which organisms 


à ; : No. of .had appeared 
from which any conclusions could be drawn about the ToT wounds a oe fees 
g : 
Bact. coli | Ps. pyocy. 


er en | NTS 


amides were used as a diluent for penicillin powder in 


efficacy of any agent; but, inasmuch as the sulphon- . rere a 
the routine prophylactic insufflation, after dressings, BY end of: : 


e A ; F ae : . lst week 5 50 11 11 
against infection with gram-positive organisms, they had 2nd ,, 61° 66'5 , 20 30 
many more unintentional trials than the other agents. E, 58° 14 40 4l 

: À 4 6th » 38 95 | 84 66 
Besides the changes of flora following the daily use ss” | — € ! D 
of chemical agents, those following enclosure in plaster- ° Remainder healed. 


of-paris alone were recorded. Operation, when it 

involved excision, removal of sequestra, and curetting, end of 6 weeks, and in spite of a no-touch technique 
was also regarded as a possible cause of elimination of during ward dressings, all but 1 of those still unhealed 
infection. Finally, the presence of other organisms in had been infected with Bact. coli, and all but 6 with 
the wound was thought to be a possible factor in the Ps. pyocyanea. Proteus, which at this time had not yet 
control of infection with gram-negative organisms. been found in 14, first appeared in a further 8 wounds 
There was no doubt that such infection flourished during the following 21. weeks. Bact. coli and Ps. 

Irrespective of the presence of non-hemolytic strepto- pyocyanea first appeared after operation as often as 
cocci and of clostridia. Hzemolytic streptococci appeared after ward dressings in spite of the many more oppor- 
so infrequently as to make it useless to draw any deduc- tunities the dressings provided. Proteus first appeared 
tions from their presence, but Staph. aureus persisted more often in the ward. Table mi shows the order 
several months in 2 wounds and long enough in others of appearance of these organisms, and table r indicates 
to make it worth while to record its association with the their persistence in spite of measures taken to eradicate 
gram-negative organisms. them. 

As a control against which to measure the effect of Methods of Recording Results of Treatment.—The results 
the other agents, the results of swabs taken during of the bacteriological examinations were charted con- 
penicillin applications without sulphonamides are currently with the type of local treatment applied and - 
recorded, for the three gram-negative bacteria in question during a period of follow-up after treatment had been 
all flourished on this treatment. discontinued. These records were then compared with 

| . | the incidence of any particular type of infection before 
PACITEROLOGICAL INVESTIGATIONS" . ‘treatment began. Since operations and replastering 

All the 73 wounds were examined by serial swabbings were necessarily performed irrespective of courses of 
taken from the time when the first dressings were local treatment, it was impossible to give every agent 
removed till the wounds were healed. Windows were the same length of trial and the same period of follow-up 
cut in plasters for this purpose and later to allow the after the cessation of treatment. Results are not 
daily dressing and application of local agents. Examina- recorded unless daily applications were used for 5 days 
tions were made weekly or twice a week during periods or more—most trials lasted between 10 days and. a 


TABLE IV—DISAPPEARANCE OF Bact. coli 


During treatment | First and second - 


| Before treatment — _———_—- Ji t 
Factor | - -First week . Second week Third week Meeks ATLAR GROALAENT 
infiuencing | SS Se ee T a E 
growth of % of % of % of % of % of - 
Bact. coli Be of |No. of! swabs | No. of | No.of} swabs | No. of | No.of! swabs | No. of} No. of] swabs | No. of | No. of| swabs | 
wounds | swabs jwithout| wounds | swabs | without) wounds | swabs | wlthout|/wounds | swabs | without/wounds | swabs waoni. 
| | B. coli B. colt B. coli B. colt | . coli: 
| Penicillin (as | 49 | 518 | 33 36 35 40 | 33 40 | 48 11 13 38 24 38 | 37 
control) i 
Streptomycin. . 5 134 59 4 4 76 4 6 83 s3 ek Se © § 10 90 T 
Kojic acid ee 19 310 41 15 19 47 16 24 58 11 
Sulphathiazole* 28 411 36 16 19 47 20 24 64 10 
Sulphameza- 27 563 34 - 21 24 | 46 19 23 61 7. 
thine* 
Proflavine . |} 8 133 45 6 6 83 4 | 4 100 2 
. Aminophenol.. | 2 26 35 1 1 2 3 66 ae 
Eusol or milton | 4 | 71 | 24 2 2 4 4 | 25 i 
Plaster-of-paris 51 715 42 23 23 43 16 
Operation ais 84 919 34 66 68 35 15 15 33 3 
44 23 28 43 14. 21 67 14° 
l 


Staph. aureus? i 36 655 


4 


* Usually with penicillin. 
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TABLE V—DISAPPEARANCE OF Ps. pyocyanea 


During treatment First and second 


Before treatment 


eee weeks after treatment 

- Factor ; First week Second week Third week | 
' influen SSS SSS 3 : 
growth o | % of: % of % of % of | % of 
Ps. pyocyanea No. of | No. of | swabs | No. of | No. of| swabs | No. of | No. of! swabs | No. of | No. of! swabs | No. of | No. of| swabs 


wounds | swabs | without|wounds | swabs |without} wounds} swabs |withont/wounds | swabs | without wounds | swabs | without. 


Ps. pyo. Ps. pyo. Ps. pyo. Ps. pyo. Ps. pyo. 
Penicillin (as | 47 | 691 | 35 | 37 | 44 | a | 32 | 39 | 3 | 11 43 | 25 | 48 | 25 
streptomycin.. |. 6 | 219 | 42 6 7 | 71 6 9 | 89 a et ee 
Kojic acid: .. 19 | 296 26 16 17 36 15 22 23 .| 10 31 15 27 15 
Sulphathiazole* 30 -| 531 31 20 21 83 22 | 24 33. 10 60 18 33 39 
 Sulphameza- | 30 | 575 |. 33 22 | 27 | s6 | 18 | 22 |. 64 7 s6 | 22 | 37 | óe 
Proflavine .. 8 225 34 7 11 64 5 7 14 0 8 9 33 
Phenoxetol .. | 8 31 | 23 8 9 | 22 7 29 2 0 12 | 17 
Aminophenol.. | 2 12 8 2 2 | 50 2- 0 5 20 
Eusol or milton 6 75 | 32 4 5 80 6 67 1 50 7 72 
Plaster-of-paris 33 488 32 a 15 15 33 10 40 17 23 43 
Operation, .. 62 975 38 |. 44 44 39 9 9 44 | 43 61 49 
‘Staph, aureus | 28 | 472 | 32 | 20 | 26 | 62 | 15 | 20 | s | 47 71 | a1 | 44 |. 55 

S Usually with penicilin, . 
fortnight. The variation in length of treatment, and swabbings from the time a particular organism first 


consequently in the number of swabs taken, might have 
led to erroneous comparisons ; for this reason the number 
of wounds examined in each week, besides the percentage 
of swabs from which organisms had disappeared, have 
been recorded for the assessment of results. 

A follow-up of a fortnight was attempted; but, if 
cultures became positive again after the disappearance 
of the test organisms, the possibility of the introduction 
of extraneous infection had to be considered, and so 


the time for follow-up was limited by procedures which | 


enhanced this risk. Records also had to be excluded 
where another agent had to be used, or Staph. aureus 
appeared during what should have been the follow-up 
period. The number of wounds examined during the 
follow-up period is thus less than those examined during 
treatment. 

As swabbings could not be done on wounds enclosed 
in plaster, those taken immediately after its removal 


are recorded in the treatment columns, the follow-up 


being regarded as a more useful criterion, for the first 
swab alone might have given an erroneous impression 
owing to the presence of bacteria in the accumulated 
secretion. The same procedure was adopted for recording 
the effect of operations. 

A further difficulty in interpretation arose from the 
fact that, while the wounds were large and comparatively 


fresh, serial sampling did not consistently yield the same. 


gram-negative flora, in spite of the care taken to swab 
all parts of the wound. For instance, if Bact. coli 
disappeared after 3 consecutive positive swabbings, this 
was no criterion of its complete disappearance from 
the wound. A ratio of the order of 1 
positive cultures was usual; even in the absence of 
specific treatment. On the other hand, when wounds 
_were reduced to chronic sinuses, one type of flora was 
much more persistent, and one culture free of them 
had correspondingly greater significance and was often 
followed by healing. From these considerations it was 
realised that a series of swabs was needed before one 
could conclude that any particular organism persisted 
in a wound, or that any particular agent had had an 
effect. 

It was clearly useless to regard the single swab imme- 
diately preceding treatment as the criterion of the 
presence or absence of a specific infection. Instead, a 


standard for each wound was made, based on all the | 


: surrounding tissues. 
` the agents would be based on the degree in which they - 


negative to 5 


appeared. The effect of an agent was assessed -by 
comparing the percentage of swabs from which the 
bacteria were absent after treatment had begun with 
the percentage during the preceding time. Tables IV, 
v, and vI show these percentages before and -after 
beginning treatment with the various agents. In an 
ideal result the percentage would be well below 50 for 
the whole time before treatment began, rising steadily 
during each week of treatment, and. maintaining a high 
figure after treatment had ceased, thus indicating that 
the agent had not only disinfected the wound secretions 
while present but also eliminated organisms from the 
The best order of precedence for 


reduced the bacterial population during the follow-up. 
As, however, all wounds could not be observed in this 
period, and all agents were not applied for the same 
length of time, it was thought fairer to use an earlier 
criterion also. For practical purposes any treatment 
should produce an effect within a fortnight, and so the 
improvement obtained at this time is also recorded.: 
These criteria of improvement are placed in the last 
two columns of the tables and are computed from the 
difference. between the original. percentage. preceding 
treatment and that found at these times. The 
improvement in the follow-up provides a check on 
the earlier figure and occasionally demonstrates the 
inability for improvement ‘to be maintained after 
treatment was discontinued—e.g., kojic acid’s action 
against Bact. coli., 


Results.—A comparison of the results in ee table 
shows that whereas some agents have some effect on 
Bact. coli, streptomycin is the only one for which the 
differences remain high for all three organisms. (Though 
only 2 wounds infected with Proteus were treated, they 
both had long-standing and persistent infections.) 
Sulphathiazole ranks next to it in its ability to eliminate 
Bact. coli and Proteus, and sulphamezathine in its almost 
equally good effect on Bact. coli and Ps. pyocyanea. — 
Proflavine had the best effect on Bact. coli during applica- 
tion, but it did not maintain so great an improvement 
once treatment was discontinued. Eusol and milton 
were used on superficial wounds only, but their effect 
on Ps. pyocyanea on these easily accessible lesions was 


i 
4. For easier comparison table vi isolates the positive findings 
_ from those where there was no improvement. | 
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very good. The presence of Staph. aureus produced 
results of the same order as did the two sulphonamides. 
The remaining agents did not produce consistent 
endtgh results for them to be classed in the same category 
&3 those already discussed. Aminophenol, though it 
appeared to have a very good effect on Bact. coli, cannot 
be assessed on the results obtained from 2 wounds only. 
Pursuit of further trials was not encouraged by finding 
that, on incubation with Bact. coli in slide cells and in 
the presence of whole blood, it did not inhibit the 
organism when diluted more than 1 : 4000, whereas 
proflavine inhibited up to 1 : 32,000 when similarly 
tested. With Ps. pyocyanea neither proflavine nor amino- 
phenol produced inhibition at a dilution of 1 : 4000. 


CLINICAL APPLICATION OF FINDINGS 


. The differential action of most agents, whereby they 

inhibited one species of bacterium more than another, 
was not appreciated till more than 6 months had elapsed 
from the beginning of the trials; hence, before the 
knowledge described here was obtained, no rational 
simultaneous or consecutive treatment of wounds with 
these agents was adopted. When one organism had 
disappeared under one treatment, another often remained 
to confuse the issue; hence treatment was abandoned 
without its being realised that some good had been 
done. By the time the results of the investigation 
became clear, not many persistent sinuses remained to 
be treated. Three which were infected with Proteus, 
having persisted unhealed 6 and 8 months, were rendered 
sterile and healed in 1-3 weeks following daily irrigations 
with sodium sulphathiazole (cibazol 1 g. per 5-5 c.cm.) 
for a fortnight. A fourth was cleared of Staph. aureus 
and Ps. pyocyanea by irrigations with penicillin and 
sulphamezathine, drying and healing within a week of 
cessation of treatment. The 6 sinuses which were treated 
with streptomycin were all more than 8 months old. 
With ore exception they became sterile during treatment 
and made steady progress towards healing, which was 
complete within 3 weeks of the end of treatment. The 
exception contained Staph. aureus and Strep. hamolyticus, 
and these did not disappear, nor did the lesion show 
progress towards healing, till penicillin paste was substi- 
tuted for the streptomycin. After eventual subsidence 
of infection, as a prophylactic measure at operation 


for bone grafting, a combination of sulphathiazole, ` 


sulphamezathine, and 100,000 units of penicillin (for 
dose see Florey et al. 1946) in a powder form was sprinkled 


TABLE VII—IMPROVEMENT IN RELATION TO TREATMENT 


Increase in % of swabs free from organisms 
over % before treatment 


EA A | Bact. coli Ps. pyocyanea | Proteus 
growth of e I IUII 
orga s In 2nd | After |In 2nd | After |In 2nd | After 
wk. of | end of | wk. of | end of | wk. of | end of 
t- | treat- | treat- | treat- | treat- | treat- 
' ment | ment | ment | ment | ment | ment 
Penicillin | 15 4 3 0 0 | 0 
Streptomycin . | 24 31 47 9 75 | 75 
Kojic aci ! 17 0 0 0. 10 
Sulphathiazole. | 19 42 2 8 18 | 39 
Sulphameza- 
thine | 27 18 31 2 |12 15 
Proflavine .. 55 26 10 0 0 0 
Phenoxetol .. 1 5 6 0 0 0 
Aminopbenol .. 31 ee 0 12 0 0 
Eusol or milton 1 41 35 39 2 | 2 
*Plaster-of-paris | 1 0 1 11 0 5 
Operation ; 0 13 2 11 0 4 
Staph. aureus .. 23 25 | 24 24 19 ; 28 


into the wounds. Inlay and chip grafts were subsequently 
laid in these, care being taken to secure hæmostasis 
with adrenaline 1 : 1000 before inserting the powder. 
These cases , have all progressed uninterruptedly to 
consolidation without persistence of sinuses or the 
necessity for removing their vitallium screws. Such 
uniformly successful results cannot be claimed for 3 
other grafts where local prophylactic chemotherapy was 
not used. 

It should be emphasised that this reduction of infection 
has only been obtained by cleansing of the wound in 
addition to the daily applications, and by constant 
attention to the guiding principle that, to produce the 
desired effect, full access to the infected part must be 
obtained. For this reason forced irrigations were used 
for sinuses, insufflations being reserved for surface 
infections and for the treatment of wounds at operation, 
after haemostasis had been secured and when a good 
access could be obtained to all possibly infected parts. 

Only 2 minute and occasional sinuses now remain 
of the 63 originally severe wounds 20 months after they 
were first inflicted, and there has not been any sign of | 
breakdown since healing took place in the remainder 
4 to 18 months ago. . 

DISCUSSION 


The effectiveness of penicillin in eliminating gram- 
positive organisms has brought to the fore the problem 


TABLE VI—DISAPPEARANCE OF Proteus 


Before treatment 


First and second 
weeks after treatment 


During treatment 


Factor First week Second week Third week 
infuacing | m 1a] a MMM 
growth of % of % of % of % of . % of 
Proteus | No. of | No. of| swabs | No. of | No. of| swabs | No. of | No. of| swabs | No. of | No. of| swabs | No. of | No. of) swabs 
waunds | swabs | without wounds | swabs | without] wounds | swabs | withoutiwounds | swabs | without|wounds | swabs | without 
Pro. Pro. Pro. Pro. | » Pro. 
Penicillin (as 38 488 30 | 27 32 38 20 22 27 8 9 33 26 47 30 
control) ‘ 
Streptomycin.. 2 88| 24 2 2 100 2 3 100 1 100 2 2 | 100 
Kojic acid .. | 15 | 180 | 28 13 | 17 | 35 12 | 17 | 24 9 | 11 j 27 13 | 21 38 
Sulphathiazole* 27 419 25 15 ° 16 19 21 25 44 12 13 b4 19 | 33 67. 
Sulphameza- 24 404 33 16 18 °| 83. 15 20 45 6 8 50 18 29 48 
ne 
Profluvine .. 4 105 16 4 6 0 2 2 0 me 3 3 0 
Phenoxetol .. 7 39 33 3 3 33 6 7 29 4 4 0 "9 12 25 
Aminophenol .. 2 27 15 2 2 50 2 2 G ).7*- 23 os T 2 6 0 
Easol .. as 3 14 65 Si su gs 3 3 -67 2 2 100 2 3. 67 ` 
` Plaster-of-paris 28 ee | 34 Ni a .. | 10 13 15 .$ 8 63 15 23 39 
Operation .. | 62 | 752 | 31 43 | 43 ) 30 9 9 | 22 1 1 | 100 49 | 68 | -35 
Staph. aureus’ 21 403 | 25 12 15 | 67 12 16 44 9 12 75 12 19 63 
eee en ea ee 


* Usually with Penicillin. 


I 
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of dealing with the gram-negative invaders (Miles 1944, 
McKissock et al. 1944). These were at first considered 
of little importance in wounds (Lockwood et al. 1944, 
Jeffrey 1944, Bentley et al. 1945); but, as cases were 
kept under observation longer, gram-negative organisms 
were found to exert certain deleterious effects. 
pleural cavity they have been associated with continued 
pyrexia -and production of pus (d’Abreu et al. 1944) ; 
Burns et al. 
responsible for the persistence of sinuses and subacute 
arthritis following penetrating injuries of the knee- 
joint ; and: Lyons (1946) has inferred their proteolytic 
action in wounds. Their serious or fatal: effects when 
introduced into cerebrospinal fluid or blood-stream have 
been reported by Morgan et al. (1944), Botterell and 
Magner (1945), and Ecker (1945). Though the ability 


of these organisms to overgrow staphylococci and strepto- | 
cocci in culture media may mask the basic cause of the. 


clinical effects in certain instances, yet, even if their 


toxsemic effect is minimal when not introduced into 


danger areas, the findings reported here indicate that 
their nuisance valve in impeding repair is high. 

The ideal agent for the local’ treatment of ‘these 
infections would be one which was not only effective 
in vitro against’ the three common varieties of gram- 
negative rods but also non-toxic to tissues, stable, and 
readily soluble in tissue exudates, so that it might 
diffuse into surrounding infected tissues. Finally, it is 
important at present that it should be miscible with 
penicillin without causing it to deteriorate. , 


Urea was recommended by W. J. ‘Wilson'in 1906 as _ 


a bacteriostatic agent against Bact. coli, and by Symmers 
and Kirk (1915) as a bactericide against Ps. pyocyanea ; 
and Tsuchiya et al. (1942) have shown its ability to 
increase in vitro the activity of sulphadiazine. against 
Bact. coli. Clinical. trials of a urea compound—urea 
formic iodide—have been reported on favourably by 
Wakeley and Blum (1945), but unequivocal evidence of 
the power of this preparation to eliminate gram-negative 
bacteria in wounds has not been forthcoming. 

_ Acridine derivatives in conjunction with sulphathiazole 
(‘ Flavazole °) have been recommended for mixed’ infec- 
tions by McIntosh et al (1944, . 1945). Though in 


solution acridine derivatives rank high as antagonists 
to Bact. coli, there do not appear to be many grounds . 


for preferring the combination in the ‘dry form to the 
suphathiazole alone for the gram-negative organisms, 
for’ Russell and Beck (1944) and Selbie and McIntosh 
(1943) have demonstrated that there is evidence of 
some tissue destruction by acridines, Whenever a dry 
powder is the most practicable form of an agent to use, 
it is essential that its toxic effects should be minimal, 
for the risk of tissue damage is enhanced by the high 
concentrations produced as the powder dissolves in the 


= tissue exudate. 


Sulphanilamide in combination with enclosure in 
plaster-of-paris for periods up to a fortnight produced 


no reduction in gram-negative flora according to Orr- 


Ewing et al. (1944); nor did Ackman and Smith (1946) 
have any greater success with sulphathiazole and enclosure. 

Agents such as para-chlorophenol, recommended by 
Meleney et al. (1946), appear to have the disadvantage 
of poor solubility ; nor have the clinical trials reported 
‘been extensive enough to give a proper indication of 
their effectiveness. 

Finally, Howes (1946) has recommended a mixture of 
streptomycin and ‘Sulfamylon’ (‘ Marfanil’) as the least 
toxic and most effective combination in vitro against mixed 
infections. Again the clinical trials reported have not 
demonstrated its superiority to any other agent used alone. 

In assessing the results reported here it must be 
remembered that a severe test was made of the agents 
by applying them to wounds where there were many 
ramifications and much destruction of tissue. Further, 


In the - 


(1945) considered that they might be’ 


in comparing results the variations in the number of 
wounds on which the- different agents were. tested must 


be taken- into account. 


‘Though used on so “few wounds: its: consistent: results 
appear to make streptomycin the ‘best hope for. the 
present. Its ability to remove gram-negative bacteria 


from sputa when inhaled has already been reported 


(Olsen 1946), and from urine when given parenterally 
and excreted in sufficiently high concentrations (Reimann - 
et al. 1945, Petroff and Lucas 1946). Its ready solubility 
and diffusion are obvious when the plain powder is 
placed in a wound ; nor were any macroscopic ill effects 
noted on the wound surface. It is regrettable that, 
as so little was available and only late in the investiga- 
tion, it did not have nearly so extensive a trial as the — 
sulphonamides, but it is at least indicated that, in 
spite of its better action at a pH of 8-0 (Abraham and 
Duthie 1946), the concentrations applied permitted 
adequate action in wounds whose secretions had a pH 
of about 6-0. The two great advantages of the sulphon- 
amides are (1) their ability to be used in conjunction 
with penicillin in powder or solution, if the penicillin. 
is mixed immediately before use, and (2) in comparison ` 
with solutions of other agents, their greater ‘activity at 
the concentrations obtainable. An umbrella is. thus 
already to hand for dealing with mixed’ infections which | 
should not be lightly disregarded in the interim period 
till more streptomycin is available. Their disadvantage 
is the tendency occasionally to produce a dermatitis 
when the powder is used. 

The most interesting results are those observed during 
the presence of Staph. aureus. The steady disappearance 
of gram-negative organisms after the staphylococcus 
appeared in a wound may throw light on the increase 
of gram-negative organisms in wounds from which 
Staph. aureus is eliminated by penicillin. In support 
of this is the fact that there was no appreciable increase 
in the population of any of the three species under the 
influence of penicillin alone. 

Neither operations—the great majority of which v were 
incisions, sequestrectomies, and cyrettings—nor enclosure 
in plaster-of-paris had any pronounced effect on the 
elimination. of flora. Enclosure for 2 weeks showed no 
greater improvement than did daily dressings with 
penicillin, though organisms tended to die out where 
wounds were enclosed longer, especially in the case ‘of 
Ps. pyocyanea,. 

The results with kojic acid do not recommend it t for l 
further trials; nor does its poor solubility offer promise- 
of better results with higher concentrations. Phenoxetol 
or glycol, another poorly soluble agent, does not bear 


| out the early satisfactory reports of its action (Gough 
et al. 1944). 
carried out with aminophenol (see Barber and Haslewood 


It is regrettable that further trials were not’ 


1944), but again the reasons already given and its poor 
solubility appear to contra-indicate its value in infected 
wounds. The wounds observed under eusol or milton 
were all superficial and easy of access. Though the 
trial consequently was not severe, the effect on Pe. 
pyocyanea in such wounds appears to lend support to 
Keir’s (1946),conclusion that, once the staphylococci 
were eliminated, eusol could eliminate Ps. pyocyanea in 
a few weeks. 

One final comment must be made. These investiga- 
tions were all carried out in one unit where many of the 
invading organisms were introduced and were_ pre- 
sumably closely related. It is possible that results 
might be different where other strains were being treated. 


SUMMARY - 


The effect of gram- -negative infection has been observed 
in 63 lacerated wounds, mainly involving bone, and in 


5. A 45% solution of ‘ Soluthiazole > with a pH “of 7-0 is now 
obtainable. 
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10 superficial wounds. Lysis of surrounding clot, 
persistence of discharge, and consequent interference 


with the processes of bony and soft tissue repair seem. 


to be their main effect. 


No unequivocal evidence was obtained that when ‘ 


alone they produced toxmmic effects. 

Bacteriological and clinical effects were observed of 
the daily local application of different agents in reducing 
the infection. 

Streptomycin was the most effective in removing 
Bact. coli, Ps. pyocyanea, and Proteus both rapidly and 
permanently in a few wounds. 

Sulphathiazole was effective in eliminating Bact. coli 
and Proteus to a lesser decree. 

Sulphamezathine had a similar effect on Bact. coli and 
Ps. pyocyanea. 

Eusol and milton appeared to have 
Ps. pyocyanea. 

The presence of Staph. aureus in the wound was almost 
as effective as the two sulphonamides in reducing the 
gram-negative population; nor was there any evi- 
dence that daily applications of penicillin increased 
their number when they were the only organisms 
present. l 

Neither operation nor enclosure in plaster-of-paris 
had ‘any pronounced influence on the infection. | 

Clinical application of these findings showed that 
deliberate use of the sulphonamides, with penicillin 
when necessary, or the use of streptomycin, could 
sterilise persistent sinuses so that they healed rapidly. 


We wish to thank the Sir William Dunn School of Pathology 
and Prof. A. D. Gardner for providing us with facilities for 
doing the bacteriological work; Dr. R. L. Volluin and his 
staff, who carried on these examinations after one of us 
(R. W.N. L. R.) had left the unit; Dr. Audrey Smith, for the 
earliest bacteriological investigations; Colonel J. S. Jeftrey, 
for allowing the work to be carried out on what were originally 
his cases; Messrs. H. Truelove and R. H. Snow, for. their 
assistance in keeping records; the nurses, for their patience 
during the prolongation of dressings that so many observations 
necessitated; Dr. E. S. Duthie and Sir Hugh Cairns, for 
sparing us a portion of their exiguous supplies of streptomycin ; 
and Dr. Mary Barber, Dr. J. Gough, Dr. M. A. Jennings, 
and Mr. T. I. Williams for supplies of aminophenol, phenoxetol, 
and kojic acid. 
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DIETETIC DEFICIENCY SYNDROMES: 
_ IN INDIAN SOLDIERS 


J. H. WALTERS 
M.B. Camb., M.R.C.P. 
LIEUT.-COLONEL I.M.S. 


Many members of an Indian infantry battalion 
developed, while on active service, a syndrome charac- 
terised by severe wasting, chronic steatorrhœa, and 
macrocytic anæmia, accompanied by evidence of specific 
deficiencies of the vitamin-B complex. Three-quarters 
of this battalion were Jats and a quarter Rajputana 
Mussulmans, the former habitual vegetarians, the latter. 
meat-eaters. The Mussulmans, recruited from unfertile - 
arcas of Rajputana, tend to be smaller and more lightly 


built than the Jats. 


The unit was ordered from Madras to Calcutta in November, 
1943, to take part in famine relief measures. It remained in 
the Calcutta area until April, 1944. During this period the 


_ men were exposed to no hardships but were fed on the active- 


service scale of rations, in which the only source of animal 
protein acceptable to the vegetarians’ was condensed milk, 

of which each man received 2 oz. daily with which to make 
his tea. The Mussulmans ate a 6-0z. meat ration twice or 
three times a week, but in other respects their diet was at 
all times identical with that of the Jats. 

The men were engaged on guard, loading, and food: -escort 
duties, and any groups sent on convoy duty, when feeding 
difficulty might have arisen, were changed in rotation. l 

The battalion left Calcutta to share in the relief of Kohima - 
and was stationed on the recaptured Treasury Hill from — 
May 17 to May 27, 1944. After this it occupied a Naga village 
on the farther side of the valley and remained there until 
August 23, 1944. Both these areas had been the scene of much. 
bitter fighting, and there were swarms of flies attracted by 
the dead. Consequently most of the men developed diarrhea 
or frank dysentery, and, those who escaped had little relish 
for their food. 


From Burma the battalion was withdrawn to India, 
reaching its camp on Sept. 1, 1944. Next day many men 
reported sick ; and, of astrength of 815, 126 were admitted 
to hospital with nutritional defects, while 349 others were 
excused all duties and given a special supplemented diet. 

This paper describes the 42 worst cases, which were 
transferred to an Indian base general hospital for further 
investigation and treatment. Of these patients 3 were 
Mussulmans and the other 39 Jats: (all previously 
vegetarians). Each patient said his illness had begun 
about two months before the withdrawal of the battalion 
from the fighting area. The initial symptom was loss of 
appetite, followed by increasing distension after food, 
and diarrhea, with large pale pultaceous frothy stools. 
The tongue then became sore, and wasting and extreme - 
weakness rapidly developed. These symptoms seemed 
to have been precipitated by diarrhea in 6 cases, clinical 
bacillary : dysentery in 16 cases, amoebic dysentery in 
5 cases, and malaria in 10 cases. 

The folowing broad clinical syndromes were encoun- 
tered: (1) gross alimentary dysfunction, with steator- 
rhea; (2) macrocytic anemia; and. (3) alimentary 
dysfunction combined with macrocytic anemia. 


‘ALIMENTARY DYSFUNCTION 


Changes in Tongue and Mouth. | 
Two distinct changes were noted in the epithelium. | 
of the tongue: 


(1) A smooth glazed mauve surface beneath which no 
papillze could be recognised. These atrophic changes were 
either generalised or localised to strips on either side of the 
median fissure, and caused soreness and burning. The tongue 
was small and pointed. 

(2) A bright magenta inflamed: surface without atrophy, — 
rarely generalised, usually confined to the margins and tip. 
In the affected areas each fungiform papilla appeared swollen, 
with its summit eroded and conspicuous as a red dot. These 
changes were associated with aphthous ulcers on the tongue 
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and buccal surface of the lip ‘and cheeks, with indurated 
plaques on the hard palate, and with the lip lesions known as 
perléche and cheilosis. The tongue was characteristically 
swollen and indented by the teeth. This condition often 
developed when an atrophic epithelium was regenerating and 
the general condition was improving on nicotinic-acid therapy. 
‘It invariably responded to a course of riboflavine, 9 mg. daily 
by mouth for 4 days, but might relapse later. The incidence was 
69%, and relapses, up to 5 in number, occurred in 11 cases. 
Dysphagia 

„Dysphagia of the Plummer-Vinson type was met waei 
initially i in 1 case. 


Ohanges in Gastric Function 

Gastric analysis was done in 29 cases, with the gruel 
meal. 
(17%), all of whom regained the power of secreting free 
acid during recovery; 8 cases (26%) showed initial 
hypochlorhydria. 
Changes in the Stool 

Abnormally high total tæcal fats ora 250 by dried 
weight) were found initially in 28 out of 41 cases (68%) 
(fig. 1). The 
62% (split 94%), and 61% (split 98%). In 9 cases there 
was still moderate steatorrhaa, up to 44%, on discharge, 
but in these the total bulk of stool passed in twenty-four 
hours was normal. In the untreated case the stools thus 
appeared extremely large, pale, bubbly, and pultaceous. 


`. Diarrhea, with a watery fæcal stool, was found - 


initially in 7 cases (17%). Relapses of watery diarrhea, 
with indefinite exudate, occurred in’! the course of their 
treatment in 17 cases (40%); these were usually accom- 
panied by fever and had the features of a low-grade intes- 
tinal infection, though no specific agent could be isolated. 
Such diarrhceal relapses cleared quickly on sulphaguanidine. 
In 5 cases there were more than one such attack. These 
relapses were seen in the worst cases and may have been 
due to lack of an efficient acid barrier in the stomach. 


Changes in Rectum and Sigmoid Oolon 

Sigmoidoscopy was done early'in 14 cases, and in 6 of 
these the mucosa appeared much’ thinned, dryisb, lacking 
lustre, and sometimes with a strikingly granular surface. 
These changes were considered to be characteristic and 
to reflect the condition of the intestine generally. 


“WASTING AND BLOOD CHANGES 
Marasmus 


Considerable wasting was present on admission in 33 
cases (78%); but, as soon as their diarrhea was con- 
trolled, their weight rapidly increased. Examples are : 


46 lb. gain in 6 weeks = 7°/3 Ib. per week 
40 lb. > =o »» = 6?/3 Ib ” 99 

40 Ib. » 7 ,» = 5'/s Ib 9 ry) 

41 Ib. 99 9 » = 4*/s lb 9 9 


Anemia 
` Red-cell counts and hematocrit readings were per- 
formed on oxalated blood shortly after admission and 
before discharge. Macrocytic anemia was found initially 
in 37 cases (90%). The initial counts were as follows : 
1:0-1°5 million in 1 case 3:0-3-5 million in 7-cases 
. _5 cases 3:5-40 5, ne Tos 
20-25 4, »1€ 4, 40-45 4, ng Bog 
2-5-3-0 ry 99 3 ” 4:5-5-0 ” 99 1 

The highest mean corpuscular volume was 161 c.u. 
Morphological changes included obvious macrocytosis 
with anisocytosis, poikilocytosis, and polychromasia, 
but nucleated erythrocytes were only rarely seen in the 
peripheral blood. 

Microcytic anæmia was present in l case only ; 
anemia was severe and refractory. 

Normocytic orthochromic anæmia was found in 3 
cases, being severe in 2, who had initial red-cell counts of 
1,920,000 and 2,200,000. The first was a case of relapsing 
benign tertian malaria, and the second a case of chronic 
non-specific infective diarrhoea. 

Serum-protein estimations were not made in all cases. 
In most of those examined total proteins were about 
7 g. per 100 c.cm., with a low albumin/globulin ratio. 


the 


Initial achlorhydria was found in 5 patients | 


highest figures were 71% (split 63%), ` 


SKIN 
‘Changes of two types were observed in many eases : 
` 1. Parakeratosis or “ crazy-paving eruption,” a 


atrophic condition in which irregular shiny plaques of cuticle 


‘covered the anterior surface of the legs, thighs, and forearms 


and tended to desquamate (52% of cases). 

2. Hyperkeratosis follicularis, most marked on the thighs, 
buttocks, forearms, and extensor surface of the elbows. (51% 
of cases). 


In the severely marasmic cases the hair also. was remark- 
ably. thin, dry, and lustreless, and grew extremely alowiy: 


NERVOUS SYSTEM 
Peripheral neuritis of mild degree was found in 649%, 
It was usually manifest in the lower limbs only, and was 
principally sensory, causing tingling, burning, and 
numbness. Objective changes were often limited to the 


” distribution of the common peroneal nerve, over which 


area there was impaired appreciation of all forms of 
stimulus. Tendon reflexes in the legs were very sluggish 
in 68% of cases, but always returned on recovery. 


Yd 
TABLE I—FULL DAILY DIET FOR VEGETARIANS 


Vitamins 

ae ae 

| 5 |2| clei 8 3 |3 
Food © (= g | BS 2 a Be 
g 3 g |s 3 Galle 

o | & fx R g 
E18 EREE] 

2 a |S 

Z 
Milk .. .. |800z.|1520| 72 |112 |88 3-40| 0 
Butter a 2 Oz. - 0 6 0 0 
Cream 2oz.| 200) 1-5 5| 12 0:06; 0 

Ghee (clarified 

putter) A 20z.| 510| 0 0 56 0 0 
Egg Two | 100) 8 0 8 600 0-10 0-26 0 
Matton ; 5 0z.| 220| 21 0 15 | 100 0-19/0-25| 10 
Bread ; 20z.| 150| 5 31 0 0/0-04/0-02| 0 
Rice . 20 oz. |1960| 36 j448 2 01-20 0-46| 22 
Dhal (lentils) 20z.| 210| 10 35 3 | 100/0-24'0-:18) 1 
Potatoes . 4 0z 60| 2 14 0 0 0-10 0-06 | 1 
Sugar.. 20z.| 220) 0 56 0 0/0 0 | 0 
Fruit.. 8oz.| 100} 1 25 0 | 800 |0-06 0-06 | 1 
Total |5670 156-5 |723-5 |230 | 8600 2:97 4:75 | 35 


Transient acute psychoses developed in 2 patients during 
relapses of diarrhea ; ney appeared. to be a pellagrinous 
manifestation. 


Case. 1.—A severe case was making progress eens owing 
to an intercurrent attack of acute infective diarrhoea, the 
patient became gravely ill with circulatory asthenia and 
cedema. At the same time he developed manic periods of 
increasing duration, concerning which he had considerable 
insight during his lucid intervals. These symptoms were 
relieved permanently after fourteen days’ treatment with 
parenteral nicotinic acid 200 mg. daily in addition to 500 mg. 
orally which he had been taking but apparently not absorbing 
for ten days before the onset of mental symptoms. 

Case 2.—Another patient, after the accidental withdrawal 
of nicotinic-acid therapy during ten days’ treatment in a 
surgical ward, had a relapse of acute diarrhea, during which 
he developed much cedema and grave circulatory weakness. 
He became emotional, depressed, and disoriented, but returned 
to normal after a week’s treatment with parenteral nicotinic 
acid 150 mg. daily. 


Both of these patients received a course of sulpha- 
guanidine at the same time. | 

Night-blindness developed in 1 case and was severe 
and persistent. Another severe case showed transient 
xerophthalmia but the patient made no complaint of 
hemeralopia. 

Evidence of degeneration of the long tracts of the spinal 


- cord was never found. 


TREATMENT 
Diet 


Treatment was based on the assumption that these 
syndromes resulted from a primary nutritional deficiency 
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Fig. 1—Analyses of fæcal fat. 


of the vitamin-B, complex. Since it was impossible to 
persuade habitual vegetarians to take a flesh diet, a high- 
calorie diet, with milk as the main source of animal 
protein, was prescribed for them, no attempt being 
made to limit fats and carbohydrates (table 1). 

Liver soup prepared from 8 oz. of fresh sheep’s liver was 
given to each man daily: at first some difficulty was 
experienced in persuading the vegetarians to take this, 
but all soon agreed to do so. 


Vitamins and Drugs 
Intensive vitamin therapy was used in most cases. 


Crude vitamin-B group was supplied in the form of a liquid 
culture of baker’s yeast ; an empirical dose of 3 oz. daily was 
given. 

Nicotinic-acid tablets were used in 28 cases, the oral dosage 
being as follows : 


300 mg. daily ae ee Si i Si 9 cases 
» » » Tisingto 500 mg. daily ... .. 16 ,, 
>. a» s9 9 9” 6 9 ss en oe 1 case 
99 99 90 99 99 7 9 » ee ee 1 99 
” ” 7) FY 99 1000 7) os ee ee 1 99 


Parenteral nicotinic acid 100-200 mg. daily was given over 
short periods to 6 patients, in whom an absence of sensations 
of flushing and burning following ingestion of the tablets 
suggested that the alimentary canal was not absorbing it. 

Riboflavine was given in short courses of 9 mg. daily for 
four days to 16 patients, 11 of whom required repeated courses, 
up to six in number. 

Liver extract (Teddington. Chemical’ Factory, Bombay), 
4 c.cm. every second or fourth day, was given parenterally 

‘to cases of severe macrocytic anzmia and proved effective. 


‘Sulphaguanidine in standard doses was given to 16 
patients who developed diarrhea with cellular exudate ; 
9 required repeated courses up to three in number. Iron, 
as ferrous sulphate, was given in doses of gr. 32 daily 
whenever hypochromia was encountered. 


Blood-transfusion 

Since it has been my experience that cases of nutritional 
macrocytic anæmia whose initial red-cell counts are 
below 2,000,000 prove unresponsive even to ‘massive 
parenteral liver therapy until blood-transfusion also 
has been given, transfusions were given as a routine to 
all such patients. Stored blood 36-48 hours old was 
obtained from a base transfusion unit. The following 
blood-transfusions were given: « 

Blood-transfusion total 2 pints given to 6 patients 

ps ” 9 ry) ” s9 1 patient 


99 9 99 29 s> 9 1 Bd 
os ? ?? 0 9? s9 Lae 1 a? 


The last patient, who was very anemic and had severe 
watery diarrhea on admission, bled heavily from internal 


piles and became dangerously exsanguinated before 
this source of blood-loss was stopped by local injections 
of sclerosing fluid. 

Plasma transfusions were given to 5 patients with 
peripheral œdema and hypotonia, suggesting hypo- 
proteinemia. ‘ Lyovac’ dried plasma, reconstituted to 
double strength, was used; 4 bottles, equivalent to the 
plasma from 1000 c.cm. of blood, was the usual dose. 
Two patients received 1 such transfusion, two others 
received 2, and one received 3. 


RESULTS 
Two patients died. Their histories were as follows : 


Case 3.—A Jat vegetarian, aged 22, showed on admission 
extreme cachexia, considerable hypotonia, and macrocytic 
anemia (red cells 2,160,000 per c.mm., Hb 7 g. per 100 c.cm., 
colour-index 1:13). The plasma-protein level was low, total 
4:25 g. per 100 c.cm. (albumin 2-48 g., globulin 1:65 g. per 
100 c.cm.), and there was much steatorrheea (total fat 47:8% : 
split 56°,, unsplit 44°% ). He received transfusions of 500 c.cm. 
of twice-concentrated plasma on two occasions, but two days 
after the second transfusion he developed a heavy subtertian 
malarial relapse and died of peripheral circulatory failure. 


Case 4.—A vegetarian Jat, aged 25, was received in an 
emaciated condition (red cells 1,680,000 per c.mm., Hb 7 g. 
per 100 c.cm., colour-index 1-54, mean corpuscular volume 
139 c.u, mean corpuscular hemoglobin 45°6 uug. The stools 
were loose but showed only slight excess of fat. (Total fecal 
fat 28°, ; split 79°, unsplit 21°,.) He was transfused with 
2 pints of whole blood and showed improvement on oral 
nicotinic acid. He then had a subtertian malarial relapse, 
with acute diarrhea. He was again transfused with 2 pints 
of blood with benefit. Shortly after this he developed clinical 
dysentery, causing circulatory collapse, for which a transfusion 
of 11/, pints of twice-concentrated plasma was given by slow 
drip over six hours. This caused great improvement in the 
pulse-rate and blood-pressure, which was unfortunately only 
transient, for he developed acute pulmonary cdema two 


NICOTINIC ACID PER DAY 
ORAL (no absorption) 
300mg, 500mg. 


PARENTERAL 
150 mg. 


750mg. 


PLASMA-PROTEIN 
(g. per 100 c.cm.) 
~ 
© 


Do 
Qo 


u 
n 
4 
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we 
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Fig. 2—Beneficial effect of parenteral nicotinic acid. Hb 100% = l4 g. per 
100 c.cm. Stools: L, ilcose; LF, loose and fatty ; LW, loose and 
watery ; SF, semi-formed 3 F, formed. 
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hours. after. the completion of the transfusion and quickly 
died.. 


Necropsy showed old bacillary ulceration of the colon, and 
pulmonary cedema due to left-sided cardiac failure. 

Three patients were invalided out of the Army. 
of these had developed intercurrént pleurisy with 
effusion, but both were in a state of excellent nutrition 
before their discharge from hospital; the third patient, 


when in a very good general condition, had to bè 7 


invalided because of a progressive osteoarthritis of the 
hip due to trauma. The remaining 37 patients were 
retained in hospital until their general nutrition was 


good, their alimentary function appeared normal, and 


their blood picture was either normal or rapidly recover- 
ing. Of these 37 patients, 11 on discharge had red-cell 


counts of between 3, 200,000 and 4, 000, 000 per c.cm., 


TABLE II—-ATTA AND RICE’ IN ACTIVE-SERVICE DIETS OF 
: ` INDIAN TROOPS 


F : Nico- 
- Pro- | Carbo- Ribo- | 4: 
Type of diet Calo-| tein |nydrates| Fat lfavine| tnie 
z a ries | (oO) =] (8) y | acid 
Non-vegetarian-; a , 7 2 
Atta 20 oz... - -| 3832 |118-2 548-8 129-2) 1-52 43-4 
Atta 10 oz., rice 10 oz. | 3832 1104-0] 568-0 | 134-0] 1:33 | 34-4 
Vegetarian: +i ` 
20 oz. .. -- | 3568; 93-0) 568-0 110-6 1-22 | 32-4 
_ Atta 10 oz., rice 10 oz. | 3568} 79-0] 568-0 | 110-0] 1-03 | 23-0 


with slight macrocytosis (mean corpuscular volume up 
to 105 c.u).. Parenteral liver therapy had only been given 
to 2 of these. ` | 
- In addition, 9 cases showed some residual ateatorrhea, 
with total fecal fats up to 37%, but were passing only 
one formed stool of normal bulk daily, were well covered 
and free from tympanites, and had good appetites. 
The results may be summarised as follows : 


Recovered on diet and liquid yeast alone .. 13 out of 37=35% 
overed on diet and yeast and oral > 
nicotinic acid . 9 outof 37 =244% 
vered on diet and yeast and oral. 
nicotinic acid and parenteral liver therapy 9 out of 37 =24:-4% 
Recovered on diet and oral and parenteral 
nicotinic acid and parenteral liver therapy © 6 out of 37 = 16-2 5 


37 

Died we ee ee oe ee ee 2 
Invalided 12122) NOO No3. 

| Total ^. . 42 


DISCUSSION 


The cases described represent the results of a parallel 
experiment in two groups of men—one vegetarian, the 
other taking the same diet with. the addition of a meat 
ration—who had been exposed to the same privations 
and suffered equally from enteritis, dysentery, and 
malaria. There were 13 times as many cases of grave 
malnutrition and anemia among the vegetarian Jats 
as among the meat-eating 
though a quarter of the battalion were Mussulmans. 

Malaria, to judge by the relapse-rate, since it occurred 
in only 25% of the cases, was an unimportant -etiological 
factor. On leaving the forward area the unit ceased to 
take “ suppressive. mepacrine.”’ 

Bowel infections seem to have been an important 
precipitating factor, having developed in 67% of patients, 
most of whom dated their presenting symptoms from 
such an attack. However, had such bowel infections 
been the main cause, a disproportionately high incidence 
among the vegetarians should not have been found. 

That at the height of the illness a general absorptive 


defect was present is suggested by the fact that in 6- 


severe cases no symptoms of vasodilatation followed the 


ingestion of very large doses of nicotinic acid, ranging, 
from 500 mg. daily in 4 cases to 700 mg. daily in 1 case, 


and even to 1000 mg. daily in 1 case. With the general 


Two. 


with erosion of their apices. 


Rajputana Mussulmans, 


service are described. 


{ 


and digestive improvement: consequent on parenteral 
nicotinic-acid therapy (150 mg. daily for 10-14 days) 
all these cases regained the power to absorb oral nicotinic | 


when given only half the original dose. 3 
The beneficial effect of parenteral hieotinic-acid therapy 
is shown in fig. 2. 


The occurrence of clinical hyporiboflavinosis, . wiih 


might relapse, during the recovery phase is of interest, 
since it conforms with reports of the sudden appearance 
of specific hypovitaminotic syndromes in civilian internees” 
in Germany recovering, from long-continued starvation. 

The syndrome shown by, most of these cases was that 
of sprue and seemed similar to that observed among - 
British personnel from Burma, except that the incidence 
of grave macrocytic anemia was higher in this series 
than in reported series drawn from British troops. 

The disproportionately high incidence among the — 
vegetarian group conforms with the report of Taylor and 
Chhutani (1945), who noted an incidence of anemia, 
mainly macrocytic, 22 times,greater in vegetarian than 
in meat-eating troops in Iraq. Table ix sets out the 


_important constituents of various Indian diets, according 


to the active-service scale. | 
‘These .diets are adequate in all essentials provided 


‘they are taken in full, but they are bulky and time- 


consuming both to prepare and to eat. There is some 
evidence (Major H. Lehmann, R.A.M:C., personal com- 
munication) that, under peace conditions, the Indian 
soldier taking two meals a day may eat no more than 
60% of his total atta (whole-meal flour) ration, and 
probably this also obtains under campaign conditions. 
If so, the vegetarians’ intake of nicotinic acid and 
riboflavine, which depends chiefly on his atta consump- 
tion, can easily fall below the safe levels of 15 mg. and 
1-4 mg. daily. An alimentary infection, by reducing intake 
and interfering with absorption, may precipitate a state 
of. deficiency in men who for several months have been 


taking barely adequate amounts of these two essential 


vitamins. 

Deficiencies of riboflavine and of nicotinic acid lead 
to distinct changes in the epithelium of the tongue. 
Whereas nicotinic-acid lack is characterised by atrophy 
of the papillz, associated with gross failure of absorption 
from the alimentary tract, riboflavine deficiency causes 
swelling of individual papillæ (especially the fungiform), 
This appearance is often 
associated with well-recognised lip lesions, but riboflavine 
deficiency by itself does not appear to cause any other 
disturbance of alimentary function. z 

The changes described here resemble those' reported 
by Everley Jones ‘et al. (1944), who suggest that even 
extreme atrophy may respond to riboflavine therapy. 
Sutéh a response was not found in the present series, 
among whom such cases improved and showed regenera- 
tion of the papilla only when large amounts of nicotinic 
acid were given, usually by injection. 


SUMMARY 


Deficiency syndromes among Indian troops on active 
The high incidence of these 
syndromes among vegetarians, as ‘opposed to meat-eaters 
suggests that, the deficient factors are derived from 
animal protein; but intestinal infections play’ an 
important precipitating rôle. | 

_A syndrome superficially acabi sprue commonly 
results. This responds specifically to. nicotinic-acid 


‘therapy, though parenteral administration may -be 


necessary. 
Distinction is made between the tongue changes 


‘associated with deficiencies, ot riboflavine and of nicotinic 


acid. 


* I wish to thank Major-General T. O. Thompson, D.M.S. 
in India, for permission to publish this paper ; Captain R. R. 


„acid and complained of flushing and burning of the skin ~ . 


_Dhurjaty, 1...0., for much clinical assistance ; 


1943, Longcope 1940, 


- shown in table I. 


` l : 16 and over 


1: 128 and over 
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Major 
D’Monte; 1.M.s., 1.a.mM.c., and Dr. V. Korke for laboratory 
investigations ; and Brigadier H. K. Goadby for his advice 
and criticism in the preparation of this article. 
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ATYPICAL PNEUMONIA 
SIGNIFICANCE OF COLD AGGLUTININS 
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THE condition at present known as “atypical 
pneumonia” or ‘virus pneumonia”? may be a group 
of diseases similar in clinical manifestations but of 
different etiology. -This view has been stated by 
Drew et al. (1943) and supported by many others. There 
is little doubt that most, if not all, of these cases are 
of virus origin (Longcope 1942, Weir and Horsfall 


"1940, Eaton et al. 1941, 1944, Francis and Magill 1938, 


Commission on Acute Respiratory Diseases 19435). 

In an attempt to discover some variations in the 
clinical picture which might be attributable to differences 
in etiology, the records of 56 patients admitted to a 
R.A.F. hospital in twenty-one months were examined. 
Clinical, pathological, and radiological findings were 


reviewed; and particular attention was paid to the tests 


for cold agglutinins which had been performed in most 
instances. 

The standards by which atypical pneumonia was 
diagnosed have been described elsewhere (Drew et al. 
1942, 
1940, Ramsay and Scadding 1939). The present series 
corresponded closely to those of other workers in the 
incidence and duration of individual signs and symptoms, 
in values obtained for sedimentation-rates and leucocyte 
counts, and in radiological findings. 


COLD AGGLUTININS 


The primary object of this investigation was to assess 
the significance, if any, of the cold-agglutinin titre in 
these cases. .Out of 5l cases in which this test was 
performed, 26 had titres of 1 : 64 or higher. The incidence 
of cold agglutinins at various stages of the disease is 
Maximal titres developed during the 
second and third weeks. This is consistent with the 
findings of other workers (Commission on Acute Respira- 
tory Diseases 1945, Turner et al. 1943, Humphrey 1945). 


To enable the cold-agglutinin titres to be correlated - 


with other features of the disease the series was arbitrarily 
divided into “ cold-agglutinin positives,” comprising 
the 26 with titres of 1 : 64 or more, and “ cold-agglutinin 
negatives,” which had titres below this figure. To 
exclude errors arising from tests taken at irrelevant 
periods in the course of the illness, only cases in which 


TABLE I—INCIDENCE OF COLD-AGGLUTININ TITRES AT VARIOUS 
STAGES OF ATYPICAL PNEUMONIA 


| . Week of illness 


Titres 


Total cases 
tested 


ee 


1 : 64 and over 


Kneeland and Smetana ' 


cold agglutinins were tested during the second, third, 
or fourth week were included.: The series was next 
divided into groups according to differences in certain 
individual features, and the incidence of positives similarly 
calculated in each group. The’ significance of the 
differences between the incidence of cold agglutinins in 
these subgroups was then assessed. by the usual statistical 
method. 

There was no significant correlation ‘between the 
incidence of cold agglutinins and duration of the disease, 
duration of pyrexia, duration of radiological abnormalities, 
or incidence of pleural involvement. 

Comparison of the incidence of cold-agglutinin positives 
with the various types of radiographic appearances, 
however, produced some interesting findings. The radio- 
grams were not available, but the radiologists’ reports 
showed three main types of radiological abnormalities. 
These are analysed in table 1 and related to the incidence 
of cold-agglutinin positives. 

The standard error of the difference between the pro- 
portion of positives in groups A (28°6%) and ¢ (75%) being 
14-6, this difference appears to be statistically significant. 

Another clinical feature in 20 of the present cases of 
atypical pneumonia was “‘ migration ’’ of the pneumonic 
process from one lobe to another. Of these migratory 
cases 18 were detected clinically and 15 presented radio- 
logical signs. Since this phenomenon was not especially 
sought for, some cases of migration may have been 
missed. The number of cold- agglutinin positives among 
the migratory cases, however, was 15, compared with 
7 in a group of 20 cases not showing migration. Tho 


TABLE II—ANALYSIS OF RADIOLOGICAL FINDINGS IN ATYPICAL 
PNEUMONIA IN RELATION TO THE “INCIDENCE OF COLD 


AGGLUTININS 
! No. of 
“ cold- 
Radiological findings 7 | noe sept 
| posi- 
| tives” 
(A) Partial or complete consolidation of f | | 
“ lobar ’’ distribution confined to one lobe | 14 | 4 
(B) Striation or ‘ increased roar | | 
markings” .. a ne : 6 | 0 
(c) Localised mottling and/or Paves arcas of |. | 
consolidation $285 28 21 
‘Totals oe 48 | 25 


difference between these two proportions being greater 
than double the standard error (14 4), this also appears 
to be significant. ‘ ~ 

The 15 cases of migratory atypical pneumonia which 
gave cold agglutinins are summarised in table 111, with 
the maximal titre of cold agglutinins and the radiological 
findings. Of these 15 “ migrators,” 14 showed mottled 
lung: shadows. The radiological reports of the 15th 
case suggested that it might also have been included 
in this category, but the information given was not 
sufficiently conclusive. 

The close association of cold agglutinins, migration, 
and the mottled type of lung shadows suggests that these 


cases may have a common origin, and table Iv, showing 


the parallel seasonal incidence of cold-agglutinin positives 
and A eal lends further support to this po 
DISCUSSION | 


Opinions on the significance of cold arole in 
atypical pneumonia vary considerably. Peterson et al. 


_. (1943) found them to be rare, and Stats and Wassermann 


(1943) consider the test to be “ no more than a laboratory 


curiosity”. apart. from a few cases of hismolytic anwmia 
and Raynaud’s syndrome. ` 


Turner (1943) found them 
in 10 out of 22 cases of atypical pneumonia, Turner et al. 


_ (1948) in 28% pf 132 cases, and Turner (1945),in only 
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1 out of 39 tests. Viswanathan and Natarajan (1945), 
however, found titres of over 1 : 256 in 3 out of 5 cases, 
the Commission on Acute Respiratory Diseases (1944) 
found cold agglutinins in 31% of cases, and McNeil (1945) 
found that the incidence of cold agglutinins differed in 
different outbreaks. = 

This wide variation can be explained by one of three 


possibilities : (1) the test may be entirely irrelevant and 


the positives due entirely to chance (the difference 
between their incidence in cases of atypical pneumonia 
compared with controls, coupled with the demonstrable 
rise and fall in titre during the course of the illness, 
render this supposition unlikely); (2) the discrepancies 
might have been due to errors or differences of technique 
or to some of the tests having been performed at the 
wrong stage in’the illness ; and (3), as McNeil (1945) 
suggested, cold agglutinins may be present in’ significant 
titres in only certain outbreaks of the disease. If the 
third explanation is correct, the cases with cold agglu- 
tinins would be expected to have a common and 
‘distinctive xtiology. . 


TABLE IV—SEASONAL INCIDENCE OF (a) TOTAL CASES, (b) 
MIGRATING CASES, AND (c) COLD-AGGLUTININ POSITIVES, IN 
` (HREE-MONTHLY PERIODS 


|Sept.-| Jan.- | Apr.- | July- | Oct.—| Jan.- | Apr.- 


Type of case Dec., | Mar., | June, | Sept., Dec., | Mar., | June, 
1943 1944 1944 1944 1944 1945 1945 
. Total cases ..| 11 | 11 5 1 3 a ie 
Migrating ..| 5 8 3 | 1 1 a | 0 
Cold-agglutinin 
positive si 4 9 5 1 1 4 | 2 


Atypical pneumonia is almost certainly. of virus origin, 
but there are probably several viruses capable of pro- 
ducing this clinical picture (Drew et al. 1943, Weir and 
Horsfall 1940, Francis and Magill 1938, Eaton et al. 1941). 
It is suggested that patchy radiological shadows in the 
lungs, migration of the pneumonic process from one lobe 
to another, and the presence of cold agglutinins in titres of 
1 : 64 or more may form a triad distinguishing ohe group 


-of cases from the remainder. That this distinction may 


TABLE III—CLINICAL AND RADIOLOGICAL FINDINGS AND COLD-AGGLUTININ TITRES IN 15 CASES OF 


MIGRATORY ATYPICAL PNEUMONIA 


ať, Á | me a a A | eS | erento | 


Began with cough, fever, and pleural pain, with moist sounds at right base and 
Radiogram showed mottling of right lung. 2 weeks 
later physical signs and radiogram showed involvement of both bases. 


pleural rab at left base. 


bilaterally. i 


gram showed pate 


Summary of findings 


Was in contact with case 1 and developed similar symptoms 16 days later. 
Both bases showed opacities simultaneously, and moist sounds heard 


First seen on 8th day of disease. Sticky crepitations at right base, but radio- 
y consolidation of right middle and lower zones. 


Cold- | Type of | Duration | Duration | 
agglutinin | X-ray [of pyrexia! of illness 
titre. picture*| (days) (days) 


128 C 19 38 


256 C. 3 30 


512 0 ' 4 28 


Cough and scanty 


Admitted on 8th day of disease. Bronchial breathing and scattered réles over 
right lower lobe. paired breath sounds at left base 2 weeks later. Radio- 
gram showed patchy opacities at both bases on 15th day of illness. 


Cough, with scanty blood-flecked sputum. Moist sounds first heard at right 
apex. Råles at right base 3 days later. Radiogram on admission showed 
partial consolidation of right middle lobe. 


Admitted on 7th day of disease. Cough, but little sputum. Moist sounds at 
right lower lobe, with impaired percussion note and breath sounds. Radio- 
gram showed increased striation in left lower zone, with patchy shadowing of 
right lower and middle zones. 


Admitted on 10th day of disease. Cough and slight hemoptysis, pleural pain, 
bronchophony, and rales at left base. les were heard at right base 
a week later, and left lower lobe showed signs of consolidation. Radiogram 


showed dense opacities at both bases, and later bilateral pleura! effusion 


developed. Repatriated to Canada; further progress unknown, 


sputum. ` Råles heard at both bases. Radiogram showed 
a fairly dense non-homogeneous shadow in right lower zone only, suggestive 
ef partial consolidation. 


Cough, with no sputum. Sticky rales at right base, with tubular breathing. 
. Radiogram showed partial consolidation of right lower lobe. Symptoms 
resolved but relapsed after 2 weeks. Råles heard in right interscapular 
area, and radiogram showed soft shadows in right upper and middle zones. 


Admitted on 10th day. Cough and general malaise. Treated with sulpha- 
thiazole for 6 days without benefit. Tony moist sounds in right base, and 
diminished air-entry in left base. On 15th day of illness developed a pleural 
rub with clinical consolidation of right lower lobe. Radiogram on admission 
suggested atypical pneumonia involving right mid-zone and left lower and 
middle zones. Leucocytes never exceeded 14,000/c.mm., and no pneumococci 
cultured from sputum. ` l 


Admitted on 9th day. Cough and malaise, with slightly bloodstained sputum. 
Diminished ventilation. at left base, with råles at both bases. Radiogram 
showed patchy shadows in all zones on right side. 


Cough, malaise, slight dyspnoea. Diminished movement at left base, with 
moist sounds at both bases. Slight pleural rub heard 3 weeks later at right 
base. Radiogram showed patchy consolidation of both lower lobes. ` 


Admitted on 8th day. Cough and pain in right chest. Råles at right lower 
lobe. Sulphathiazole (40 g.) given with no definite effect. Radiogram showed 
alighily impaired translucency at right base, with ‘‘ congestive changes ” at 
e ase. 


Cough and pyrexia. No sputum. Riles at right lower lobe, right apex, and 
right axilla Radiogram showed ‘‘ dense opacity ’”’ at right upper zone only. 


Develoves cough and pyrexia while in hospital under treatment for chronic 
yelitis. Eoee uraia råles over left lower lobe, but radiogram showed 
mottling 


of left upper zone, suggesting a resolving atypical 
pneumonia. , 


1024 


128 


256 


256 + 


128 


* Radiological findings classified according to description in table 11. 


10 


15 


36 


20 


12 


23 
10 


35 


31 
30 
35 


85 


21 
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be due to a specific ætiological factor is supported by 

the seasonal incidence of this type of case and by the 
closeness of the association between these features in 
cases known to have a common origin. 


SUMMARY 


A survey was made of the clinical, pathological, and 
radiological findings in 51 cases of atypical pneumonia 
admitted to a R.A.F. hospital between September, 1943, 
and June, 1945. 

In their general characteristics these cases closely 
resembled each other and those described by other 
-© workers. Correlation of cold-agglutinin titres with 
other features of the disease, however, suggested that 
some of the cases, presenting the triad of patchy con- 
solidation, migration of the pneumonic process, and cold 
agglutinins, might have a common and distinct etiology. 


My thanks are due to the Director-General of Medical 
Services, R.A.F., for permission to publish this paper; to 
Group-Captain W. A. S. Duck, 0.B.E., for permission to 
cotiect the necessary material; and to Wing-Commanders 
F. EL Coleman, A. Nelson-Jones, and D. G. Ferriman for their 
coöperation in the investigation. 
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INTRADERMAL REACTION IN 
TRICHOMONAS INFECTION 
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PROFESSOR OF PARASITO- LECTURER IN OBSTETRICS 
LOGY AND GYNÆCOLOGY 
THE HEBREW UNIVERSITY, JERUSALEM 


. (1943) Lancet, i, 765. 


A. SADOWSKY 
M.D. Odessa 


Iv is not difficult to prepare bacteria-free cultures of 
Trichomonas vaginalis by exploiting the bacteriostatic 
action of sulphonamides and penicillin.! With antigens 
prepared from such cultures we have investigated the 
question whether vaginal infection with T. vaginalis 
produces any detectable immunological reaction in the 
host. 


Preparation of Antigen.—Rich cultures of liver slant over- 
laid with Trussel Johnson’s fluid medium adjusted to pH 6 are 
used. Inactivated calf serum 10% is used instead of human 
serum. 

The cultures are washed by centrifuging three times in 
saline, and the number of flagellates per c.cm. in a suspension 
of saline is determined by counting in a hemocytometer. 

The suspension of flagellates is again centrifuged, and 
distilled water is substituted for the saline in quantities 
sufficient to produce 2,000,000 flagellates per c.cm. The 

suspension is next allowed to stand overnight in the ice chest 
and is then centrifuged. 

The supernatant fluid is next added to an equal amount 
of 1% solution of phenol in distilled water, so that the final 


i Adler, Bes Puivertaft, R. J.V. Ann. trop. Med. Parasit. 1944, 38, 


c.cm. and 0:5% phenol. 


Wassermann, L. R. (1943) Medicine, Baltimore, 22, 363. 


product is an aqueous extract of 1,000,000 flagellates per 
This is used for the intradermal tests. 


Method. of Testing.—The tests were carried ‘out on 
outpatients. For each intradermal test (on the forearm) 


‘0-1 c.cm. of the antigen is used, and 0:5% solution of 


phenol is used as a control. The patients were observed 
for half an hour after the injection, and in no case was 
any difference noted then between the sites inoculated 
with antigen and the control sites. They were 
re-examined after 24 hours and after 48 hours, and some 
of them subsequently. | 

The site inoculated with the antigen was comparsi 
with the control site, and a reaction was considered posi- 
tive if there was an area of very definite redness round 
the site of inoculation and the control was completely 
negative. 


Results.—The area of redness varied from 1 to 2 cm., 
and in three refractory cases was 5 cm. in diameter. The 
reaction in most cases began to fade after 48 hours, but 
in nine cases the reaction was still positive after 48 hours, 
and in one case after 72 hours. In one case a second 
inoculation with antigen caused a severe reaction; the 
patient complained of malaise and was confined to bed 
for 2 days. 

In 59 cases in which T. vaginalis was not found on 
microscopical examination, 45 gave a negative, 7 a 
positive, and 7 an indefinite skin reaction. Of the 7 which 
gave a positive reaction one was reinvestigated and found 
positive on microscopical examination, and another was 
again found negative. The remaining 5 patients did not 
return for re-examination. Of this series (excluding the 
case which was subsequently found positive on micro- 
scopical examination) 77% therefore gave a negative 
reaction. 

In 43 cases proved positive by microscopical examina- 
tion, 35 gave a positive, 2 a negative, and 6 an indefinite 
skin reaction. Thus 81% in which flagellates were found 
on microscopical examination gave a positive skin test. 

In 23 cases, 12 negative and 11 positive on micro- 
scopical examination, the reactions produced. by an 
aqueous extract of 2,000,000 flagellates per c.cm. were 
compared with those produced by the extract of 1,000,000 
flagellates per c.cm. As a result of these tests 3 cases 


(2 negative and l positivé on microscopical examination) 


which had not reacted to the extract of 1,000,000 
flagellates per c.cm. gave a positive reaction to the extract 
of 2,000,000 flagellates per c.cm.; 2 cases (1 positive 
and 1 negative on microscopical examination) which had 
given an indefinite reaction to the extract of 1,000,000 
flagellates per c.cm. gave a positive reaction to the extract 
of 2,000,000 flagellates per c.cm.; and 2 cases negative 
on microscopical examination did not react to either 
extract. 

In one case positive to both extracts the erythema 
disappeared after 48 hours from the site inoculated with 
the extract of 2,000,000 flagellates per c.cm. but persisted 
in the site inoculated with the extract of 1,000,000 
flagellates per c.cm. 

In 15 of the cases (8 positive and 7 negative on micro-.. 
scopical examination) there was no difference in the 
results obtained with the two extracts. In 7 other cases 
negative on microscopical examination antigen was 
inoculated simultaneously into two sites with identical. 
(negative) results. | 

It seems that there is no important difference in the 
results obtained with aqueous extracts of 1,000,000 
and of 2,000,000 flagellates per c. cm. 


Discussion.—Obviously the use of the skin test for 
diagnostic purposes is not to be recommended since 
direct microscopical examination gives better results. 
In only one case did we detect by the skin reaction an 
infection which was not revealed by the first microscopical 
examination. But it is of interest to note that in about 
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- 80%. of cases of infection with T. vaginalis, which pro- 
duces a local infection, antigen is absorbed in amounts 


sufficient to produce a specifico sensitisation ; and about 
the same percentage of women with negative micro- 
_ scopical findings give a negative skin reaction. In our- 


series we have not noted a correlation between the 
severity of the clinical condition and the. skin reaction, 
but this point remains to be investigated. sorehen | 


_ SUMMARY | 


In 35 out of 43 women with a vaginal infection with 


Trichomonas vaginalis a .skin test 24 hours after intra- 
dermal inoculation with 0-1 c.cm. of an aqueous extract 
of 1,000,000 (and in some cases of :2,000 0) flagellates 
` per c.cm. gave a positive reaction. 

In 45 out of 58 women negative on microscopical 
examination there was no reaction. 


Antigen of T. vaginalis is absorbed through the wall 


| of the vagina. 


We are grateful to Miss Alexandra Polyakoff for help in 
recording skin reactions and following. up cases. 


URTICARIAL REACTION S TO. 
INTRAMUSCULAR PENICILLIN 
-.& REPORT OF FOUR CASES 

L. STEINGOLD 


M.B. Glasg. 


ASSISTANT PATHOLOGIST, EMERGENCY PATHOLOGICAL 
° SERVICES | 


URTICARIA is the commonest delayed action to 


intramuscular penicillin’ (Haswell and Wilkinson 1946, 
Gordon 1946, Barker 1945, Criep 1944, - Stokes et al. 
1944, Moore et al. 1944). It is doubtful, however, 
whether penicillin or some impurity is the responsible 
agent. 
able at . Horton Emergency Hospital this me was 
investigated. 
INVESTIGATION | . 


Four. pationts were selected who had previously shown 

urticarial reactions, and intradermal tests were per- 
formed on each with three batches of penicillin: (1) 
penicillin X, generally used in the hospital; (2) penicillin 
Y, from a different source and not in general use here ; 
: and (3) pure penicillin. The penicillin contents of these 
products were 1420, 450, and 1666 units per mg. 
respectively. They were made up, on label values, in a 
strength of 1000 units per c.cm. in normal saline. The 
preparations were tested simultaneously, by intradermal 
injection of 0:05 c.cm. into the volar aspect of the arm 
and forearm. 

An immediate slight red flush round the site of inj ‘esto 
was noted with all three preparations. This lasted a 
minute or so only and was thought to be traumatic. 
In negative tests there was no: further reaction. In 
positive tests it was followed in about ten minutes by 
the appearance of a mottled red area 8—12 ¢m. in diameter, 
round the injection weal. The weal became very white, 
tense, and slightly enlarged. This appearance persisted 
at least an hour and was associated with local itching. 

Case 1.—A man, aged 23, with pulmonary tuberculosis, 
had had a two-stage thoracoplasty, with a course of penicillin 
after each stage. The first course consisted in three-hourly 
intramuscular injections of 20,000 units each. Three doses 
were, given on the first day, and eight each day thereafter 
for a further seven days. On the seventh day of this course 
a giant urticarial rash appeared on the patient’s back. This 
spread. rapidly till it covered his whole body except face, 
palms, and. soles. There were intense itching and some 
malaise. There was a favourable. response to subcutaneous 
adrenaline in two days. The second course began twenty- 
one days after the beginning of the first. Four doses of 
20,000 units were given on the first day, and eight of 15,000 
units on each of two subsequent days. On the last of these 


. 


When a supply of pure penicillin became avail- - 


three days the urticaria recurred. Penicillin was discontinued, i 


and-with subcutaneous adrenaline the condition re 


The penicillin. administered. in this and the following 


cases was freshly made up in sterile normal saline, 5 c.cm, 


containing 100,000 units. 

The patient gave no personal or family history. of allergic 
phenomena. He had had a course of intramuscular penicillin 
in India a year previously. No details were available, but 
he thought that an American product had been used. He 
had developed no allergic reaction on that occasion. 

His skin reactions were tested twenty days after the first 
appearance of his urticarie, and again twenty-one. days later, 
with identioal results, except that normetoctaphia was bcd 
noted. 


-Case 2.—A man, awed 36, with anake was treated 
with intramuscular penicillin. He received forty injections 
of 25,000 units in six days. ` 

Next day, the seventh after the start of his treatment, he 
developed a giant urticaria, with intense itching. This E 
rapidly spread from his back and buttocks to cover his face 
and whole body except palms and soles. ‘The condition 
responded in a day or two to subcutaneous adrenaline. ~ 

The patient stated that he had for some years been subject. : 
to mild recurrent attacks of urticaria, which he attributed to 


-= certain foods, such as shellfish. He gave no family history 


of allergy and had. never had penicillin before. 

His skin reactions were tested twenty days after the first. 
appearance of his urticaria, and again twenty-one days: ‘later, 
with no change in the results. 


Case 3.—A man, aged 56, with lung abscess, was given a 
course of intramuscular penicillin. On the first day he 
received one dose of 20,000 units. On each of the subsequent ` 
seven days he received eight doses of 30,000 units. On the 


_ eighth day of the course he developed a giant urticaria of his 


lower back and buttocks. His course of treatment was 
completed that day, and the rash did not spread. There was, 
however, intense itching. The reaction responded favour- 
ably to subcutaneous adrenaline. The patient gave no 
personal or family history ' ‘of allergy and had never had © 
penicillin before. 7 
His skin reactions were tested once only, sixteen days after 
the first appearance of his urticaria. 


Case 4.—A man, aged 28, with pulmonary TEREA 
had had`a course of intramuscular penicillin in another hos- 
pital about three weeks before admission here. The records 
of this course were not available, but the patient, who was 
intelligent and coöperative, stated that he had had 100,000 
units a day for eight days. On the seventh day he had 
developed a blotchy red rash all over his body. There had 
been intense itching and considerable malaise. He gave no 
personal or family history of allergy and had never had 
penicillin before. 

His skin reactions were tested once only, about twenty- 

three days after the first appearance of his rash. 


` 


The results of the skin tests on these patients are 
shown in the table. , 


TNTRADERMAL: TESTS ON PATIENTS SHOWING URTICARIA AFTER 


PENICILLIN 
Case Penicillin X | Penicilin Y | Pure ponioiltin - 
1 ee 0 
2 ae $ 0 
3 4 EA o 
4 4 + 0 


0 = no reaction. + = positive reaction. 


Control observations were carried out on allergic and 
non-allergic subjects who had never had penicillin or, 
having had it, had shown no untoward reaction to it. 
They may be divided into three groups :. 

I.—Five medical students aged 22-35. All were healthy, 
none had had penicillin before, and none gave a personal or 
family history of allergy. 

II.—Four patients who had had penicillin 12-32 days 
previously without reaction. They gave no personal or 
family history of allergy. Two had had thoracoplasty for 
pulmonary tuberculosis, one a partial gastrectonly “and 
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tronchopneumonia, and one a repair of inguinal hernia. The 
dosage of penicillin given varied from 160,000 units a day for 
five days to 240,000 units a day for ten days. 

Til.—Five allergic subjects. Only one had ever had 
penicillin. All were cases of bronchial asthma, with eosino- 
philia ranging from 4-8°, of 8400 white cells per c.mm. to 
55:295 of 34,000 white cells per c.mm. One patient had had 
a course of 160,000 units of penicillin a day for four days for 
erysipelas two vears previously, without reaction. She had 
had bronchial asthma for about six years. 


None of the subjects in any of these three control 
groups showed any reaction to either of the commercial 
penicillin preparations or to pure penicillin. 


DISCUSSJON 


Most attempts to determine whether penicillin or 
impurities have been responsible for untoward reactions 


have been made in conditions other than penicillin 


urticaria (Bedford 1946, Barker 1945, Pyle and Rattner 
1944, Goldman et al. 1946, Silvers 1944). Two investiga- 
tions in cases of urticaria may be mentioned. 

Barker (1945) describes two reactions, one of which was an 
urticaria developing four or five days after the start of penicillin 
treatment. He tested his patient’s skin reactions to com- 
mercial penicillin before and after autoclaving. His patient 
showed a positive reaction to the untreated preparation and 
no reaction to the autoclaved preparation. Barker deduced 
that the reaction was due to penicillin, though it appears 
possible that autoclaving destroyed not only the penicillin 
but also some at least of the impurities. 

Criep’s (1944) patient received a fourteen-day course with- 
out reaction ; but, when a second course was begun ten days 
later, there was an immediate massive generalised urticaria, 
which persisted for the seven days of this second course. Criep 
performed intradermal tests on his patient with penicillin, 
penicillium extracts, and a mixture approximating to the 
medium used in the preparation of penicillin. He obtained a 
positive reaction to commercial penicillin, and no reaction 
to either of the others. 


All of the present series of patients showing penicillin 
urticaria are males.. There is an impression in this 
hospital that reactions are commoner in males than in 
females, and most of the reactions recorded elsewhere 
lave been in males. 

All the reactions were similar, consisting in a giant 
urticaria beginning on the back within seven or eight 
days of the start of treatment, irrespective of the dosage 
of penicillin. Thus, case 1 received 160,000 units a day, 
case 2 had 200,000 units a day, and case 3 had 240,000 
unitsaday. The urticaria was associated with intense 


itching and responded fairly rapidly to subcutaneous 


adrenaline in the three cases in which it was tried. 

All the cases showed positive skin tests with two 
brands of commercial penicillin but not with pure 
penicillin. 


In the ċontrols, which included normal subjects and © 


subjects showing allergic phenomena, who had not had 
penicillin or had had it without reaction, no skin 


sensitivity to any of these preparations was demon- 


strated. This reaction therefore appears to be an 
allergic response to an impurity in commercial penicillin, 
which is not specific to any one brand and is not eradicated 
by commercial purification of the preparation to 1420 


units per mg., though this may give a lesser incidence. 


Criep’s (1944) observations suggest that the responsible 
impurity is not a normal constituent of the medium 
used in the preparation of penicillin, nor of Penicillium 
notatum itself, but that it is a metabolic or similar 
product produced during the growth of the mould. 
His case, however, showed urticaria twenty-four days 


after the start of penicillin therapy, as opposed to seven 


or eight days in this series. 

The results of repeating the skin tests on cases 1 and 2 
appear to indicate that the allergic state induced by 
commercial penicillin persists at least six weeks after 
its first appearance. _ 


DERMATOGRAPHIA. 


Skin tests were repeated on case 1 three weeks after 
they were first performed. His sensitivity to the com- 
mercial products had persisted, and the immediate 
traumatic reaction to all three penicillin preparations 
was severe and persisted half an hour. It was also 
noted that, unless the preparation of.the skin with 
spirit was done very lightly, it was followed by deep 
reddening of the area treated. The patient’s back was 
then scratched lightly with a needle. This produced 
the typical exaggerated weal and flare of dermatographia. 
The patient was surprised to find that moderate friction | 
of his skin caused the appearance of bruising, and said 
he had never noted this before. When his skin reactions 
had been tested previously no such severe response to 


friction or to intradermal injection had been observed, 


but it cannot be stated unequivocally that he had not 
had dermatographia at that time. Dermatographia 
was also seen by Barker (1945) in his urticarial case, and 
by the doctor in charge of case 2, during the attack of 
urticaria, although it could not be elicited at the time 
of either of his skin tests. It therefore appears to have 
been a temporary condition in case 2. . 


`» 


SUMMARY 


In 4 cases intramuscular penicillin caused urticaria. 
The results of intradermal tests with pure and com- 
mercial penicillin suggest that .this was an allergic 
response to an impurity in the commercial preparations. 
Controls showed no skin sensitivity to. any of the 
penicillin preparations. In 2 of the cases dermato- 
graphia was observed. l p 

I would like to thank Dr. E. ff. Creed, sector pathologist, 
Emergency Pathological Services, for his advice in the compila- 
tion of this paper ; Prof. Arnold Sorsby, for supplying me with 
pure penicillin; and the members of the staff of Horton 
Emergency Hospital who made their cases available to me. - 
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POST-TRAUMATIC FISTULA OF PANCREAS 
SUCCESSFULLY TREATED BY SURGERY 


~ GEOFFREY FLAVELL 
FRCS. MRCP. : 
LATE WING-COMMMNDER, SURGICAL SPECIALIST, B.A.F,V.R. 


THE vast majority of persistent pancreatic fistulæ 
follow marsupialisation of pseudopancreatic cysts. Those 
which result from direct trauma are almost always due 
either to damage done during a surgical operation, such > 
as gastrectomy (Biancheri 1940) and duodenal resection 
(Zinninger 1942), or to penetrating wounds of the 
abdomen, usually gunshot wounds and usually involving 
trauma to some other organ. The case recorded here 
belongs to the remarkably rare group where trauma was 
direct, did not penetrate, and affected the pancreas 
exclusively. I have been unable to find a similar injury 


‘recorded. 


In the operation of choice, which was used in the 
present case, the fistula is implanted into some portion 
of the alimentary tract (Lahey and Lium 1937). There 
are several modifications. Thus, 15 of the 27 published 
cases were performed as pancreaticogastrostomies, 10 as 
pancreaticojejunostomies,-1 as a pancreaticocholecyst- 
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ostomy, and l as a pancreaticocholecystostomy followed 
by a cholecystogastrostomy. Holbaum’s (1927) was the 
only fatal case. The surgical technique is well described 
by “McCaughan and Sinner (1937) and McCaughan and 
Purcell (1941). : 

‘The non-surgical. treatment of pancreatic fistuls dates 
back to Claude Bernard, who tried to close them by 
inducing pancreatic ‘‘ atrophy ’’ with olive-oil injections 
into the sinus. The effect of these in diminishing secretion 
was probably due to digestion of the oil, causing blockage 
of the fistula by soapy deposit. A similar state of affairs 
. arose in the present case when ‘ Neo-Hydriol’ was used 

to delineate the fistula. 


Radiogram seeing pancreatic fistula aaas with main duct 
a tail of pancreas, 


Lahey and Lium (1937) found sepan that 
pancreatic secretion was stimulated by taking food 
(especially carbohydrate), by drinking water, and 
particularly by highly acid gastric secretion. A diet of 
carbohydrate 328 g., protėin 102 g., and fat 134 g. 
produced a daily flow of 550 c.cm. of pancreatic juice 
(collected from a tube passed into the fistula); while 
sodium bicarbonate gr. 30 and calcium carbonate gr. 30 
given hourly, with atropine gr.:1/,,, t.d.s., reduced the 
amount of secretion to 387 c.cm. The relatively high 
proportion: of carbohydrate was justified by its easy 
assimilability as opposed to fat or protein. The effect of 
- atropine alone, even in toxic doses, was negligible. 

On the other hand, Wohlgemuth (1907) advocated a 
low-carbohydrate diet (since carbohydrate appears to 
stimulate secretion) with high fat and high protein, 
supplemented with alkalis. This régime produces a 
definite fall in secretion and is of value in reducing a 
large fistula to convenient proportions for operation. 

Among the many non-effective measures which have 
been tried for closing persistent fistulae may be mentioned 
the application of local caustics, the administration of 
‘ Ereptone’ and of atropine, and the use of radium or 
deep X rays. All are useless. 

_ The fistulæ encountered in practice are always partial, 
sincé a total pancreatic fistula does not appear to be 
compatible with life. McCaughan and Elman (1927) 
have shown that a total fistula in dogs leads to death 
in 5-8 days, and the same seems to hold good in man. 


CASE-RECORD 


_ A healthy flight-sergeant, aged 28, riding a bicycle at night 
on August 11, 1942, with an electric torch thrust inside his 
shirt, fell off, and the torch was forced against his upper 
abdomen. He was taken to hospital with spasmodic attacks of 
severe epigastric pain accompanied by vomiting, and was 
found to have moderate rigidity of his upper abdomen, with 
tenderness over the right colic gutter. His temperature was 
normal and his pulse-rate 72 per min. 
A laparotomy was performed the same night, through a 
right upper paramedian incision. The gastrocolic omentum 
was found to be infiltrated with blood and the lesser omentum 
to be torn for about 4in. Blood-clot and an area of fat-necrosis 
were present in the lesser sac, and the pancreas was seen to be 
ruptured at the junction of head and body. No other viscus 
was damaged in any way. A bleeding area in the ruptured 
pancreas having been ligated, the whole site was drained and 
the abdomen closed. The patient made a reasonably unevent- 
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ful recovery from this operation. Clear pancreatic secretion 


continued to drain from his abdominal wound at the rate of . 


about 400 c.cm. per 24 hours. 
On Nov. 3 he complained of abdominal discomfort, and his 
fistula was seen to be dry. He vomited once or twice. On 


. examination a cystic swelling was palpable in the epigastrium ; 


so the abdomen was reopened through a transverse incision 
which included the fistula and divided the left rectus muscle. 
A cyst was opened near the greater curvature of the stomach 
and found to contain about half a pint of turbid fluid. This 
was evacuated, and the cyst wall was swabbed with 0°5°% 
formalin. A gauze pack was inserted and the wound closed. 
A Wangensteen régime, with duodenal intubation, was 
adopted, and the patient made a good recovery. This initial 
portion of his treatment and the first two operations were 
carried out in Malta by Ligut.-Colonel H. S. Shucksmith. 

On Nov. 14 the patient’s condition was sufficiently good for 
him to be transferred to England. On arrival here, his abdomi- 
nal wounds were well healed, except for a smal] fistula which 
drained at the junction of the vertical and transverse incisions. 
From it flowed a clear pancreatic juice, which had severely 


excoriated the surrounding skin in spite of zin¢-oxide dressings. . | 


There was no abnormality of his stools, either in colour or 
composition. No neutral fat, soap plaques, or fatty-acid 
crystals were seen. His. diastatic index was 60, and his daily 
output of diastase 204,360 units. The-fasting blood-sugar was 
95 mg. per 100 c.cm., and his glucose tolerance was normal. 
The specific gravity of the secretion was about 1-012. 

The fistula was gently dilated with filiform gum-elastic 


bougies until it would accommodate a no. 4 soft rubber 


catheter, which was passed up the track for about 4 in. This 
was then led to a bottle strapped to the patient’s thigh, and 
all secretion collected was fed back by mouth, mixed fairly 


_palatably with his food. The flow of juice remained about 


400 c.cm. per 24 hours, and the excoriation of the skin rapidly 
disappeared after the secretion had been diverted to the 
collecting flask. Radiography after 5 c.cm. of neo-hydriol 
had been injected through the catheter outlined a narrow 
track passing upwards, backwards, and to the left, and ending 
in what was clearly the main duct of the pancreatic, tail with 


“numerous short wide branches (see fi 


). 
On Dec. 8 an operation for the closure of the fistula was 


carried out by Air Vice-Marshal Geoffrey Keynes, using the - 


Lahey technique. ‘The vertical incisiom was reopened, together 
with a few inches of the transverse, the track itself being 
excluded. The track was then pared out, with considerable 
difficulty, from the dense fibrous tissue in which it was 
embedded, and was found to run between the stomach and 
transverse colon—i.e., through the gastrocolic omentum—. 
to the region of the junction of pancreatic body and tail. 
During this process the track, along which a no. 6 soft 
rubber catheter had been passed as a guide, was accidentally 
opened. The tear having been sutured ovey, and the whole 
fistulous track pared down to convenient dimensions, a loop 
of the proximal jejunum was approximated to the distal end 
of the track. A purse-string-suture was then inserted on the 
antimesenteric border, which was secured by four Allis forceps. 
Through this prepared arena, a pair of mosquito forceps 


was thrust, and the opening into the bowel lumen was gently | 


enlarged until it would accommodate the track. The approxi- 
mation was made by passing two running sutures through the 
distal end of the track, leading them through the hole in the 
jejunal wall into the bowel lumen, and out again on each side 
of the mesenteric attachment, each suture end being separately 
threaded on an intestinal needle. 

By these four guy ropes the track was introduced into the 
jejunum, and the junction secured by interrupted catgut 
sutures round the proximal neck of the track and the jejunal 
orifice. The purse-string suture was also drawn tight, and a 
few more interrupted sutures were inserted outside this for 
additional security. The rubber catheter had previously been 
cut short flush with the end of the fistula, and the remaining 
portion left in situ to secure the fistulous lumen from occlusion. 

The guide sutures were then withdrawn, the gastrocolic 
omentum repaired, and the abdomen closed in a single layer. 
A corrugated rubber drain was left to safeguard the area of 
anastomosis. 

For the next four days the patient was treated with intra- 
venous glucose saline and continuous duodenal aspiration. 
At first there was a good deal of pancreatic leakage, but this 
diminished after.the removal of the drain, and subsided 
altogether at the end of a week. The patient has sinte made 
an uninterrupted recovery, except for occasional mild nausea 


~ 
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and some attacks of aching between the shoulder blades. The . 


abdomen is well healed, and his fistula has been eradicated. 
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BILATERAL PNEUMOTHORAX AFTER 
PARTIAL THYROIDECTOMY 
B. R. BILLIMORIA 


F.R.C.S. - 


SURGICAL’ REGISTRAR, THORACIC SURGICAL UNIT, HAREFIELD 
E.M.S. HOSPITAL 


ACCIDENTAL injury to the apical pleura is a recognised 
complication of thyroidectomy, but injury on both sides, 
as in the following case, must be unusual. Sir Thomas 
Dunhill and the late Mr. C. A. Joll had never encountered 
a similar complication in their own practice. 

A man, aged 44, was admitted to hospital with a non-toxic 
goitre. Radiography of the chest before operation showed no 
abnormality of the lung fields. 

‘A partial thyroidectomy was done under rectal bromethol, 
followed by gas and oxygen. No form of pressure anesthesia 
was used. Small retrosternal extensions were present on both 
sides, but no particular difficulty was encountered during the 
operation. Some bubbling in the depths of the wound was 
noted, but there was no hiss of air or any suggestion of entry 
into the pleura. The anesthetist noticed that the patient’s 
breathing was laboured towards the end of the operation. 

On his return to the ward the patient’s pulse-rate was unduly 
raised, and there was respiratory distress. A tentative diag- 
nosis of collapse of the right lower lobe was made. The 
patient’s condition continued to deteriorate. Four hours 
after operation there was definite surgical emphysema of the 
neck and well-marked cyanosis. There was increased resonance 
over the right lung, with diminished air entry over all the lung 
fields, particularly on the right. The difference in the physical 
signs on the two sides was slight and was obscured by many 
adventitious sounds. A provisional diagnosis of a right tension 
pneumothorax was now made. 

Radiography of the chest showed a bilateral pneumothorax, 
more pronounced on the right side, with collapse of the right 
upper lobe. The left pneumothorax had not been suspected 


_ clinically. 


Intrapleural pressures were found to be +15 to -10 mm. Hg 
on both sides. A total of 4000 c.cm. of air was withdrawn from 
the right side and 1500 c.cm. from the left, but this gave little 
relief. It was concluded that the small tube draining the incision 
in the neck was maintaining the pneumothorax. The tube was 


removed and the wound firmly strapped. The pleural pressures . 


were then stabilised on the negative side, and the man’s general 
condition improved considerably. Next day a further 250 c.cm. 
of air was withdrawn from the right pleural space. 

Apart from gross subcutaneous emphysema and a transient 
atelectasis of the right lower lobe, the patient made a 
remarkably good recovery. He was discharged nine weeks 
after the operation. Radiologically, the lungs had re-expanded 
and the fields were clear. | 

The main interest of this case lies in the difficulty of 
diagnosis. During the operation nothing unusual, such 
as a sudden hiss of air, was observed which might have 
led one to expect a pneumothorax. Postoperatively the 
diagnosis could not be made on the physical signs, and 
if the patient had died the true state of affairs might not 
have been appreciated even at necropsy. The diagnosis 
could finally be established only by radiography. 

It seems, therefore, that in all patients developing 
acute respiratory distress after thyroidectomy—or indeed 
after any operation where the field approaches the pleura, 
as in cervical sympathectomy—the possibility of a tension 
pneumothorax should be investigated by radiography 
of the chest. : 

I wish to thank Mr. David Levi,’ Prof. Q. W. Pickering, 
Mr. T. Holmes Sellors, and Dr. K. Stokes for permission to 
report this case. | 
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Reviews of Books 


Recent Advances in Clinical Pathology _ 


Editor: S. C. DYKE, D.M. Oxfd, F.R.c.P., pathologist, 
Royal Hospital, Wolverhampton. London: J. & A. 
Churchill. 1947. Pp. 468. 25s. 


THIS book, by a group of recognised authorities, will 
be found more often on the bench of the hospital patho- 
logist than behind the glass door of his book-case; it will 
also appeal to the physician and surgeon. The articles 
on atypical pneumonia, anaerobic infections, Rh factor, 
blood-chemistry in gastro-intestinal disease, and analysis 
of semen all illustrate the growing importance of clinical 
pathology. Histology, a subject often regarded as having 
achieved finality, is discussed in a well-illustrated chapter, 
and-the biopsy techniques now in vogue are set out; 
a statistical analysis is included of material collected 
over a period of six years in the Oxford Lymph Node 
Registry. 

The book owes its origin to the European Association 
of Clinical Pathologists, a body of men and women 
who during the war years worked in our midst. Some 
of them, now back in their homes, have sent over their | 
contributions to this record of the present state of the 
knowledge and practice of clinical pathology in Britain.. 


Biochemistry of Cancer ! 
JESSE P. GREENSTEL, head biochemist, National Cancer 
Institute, Bethesda, Maryland. New York: Academic 
Press. 1947. Pp. 389. $7.80. 


THIS monograph, which the author has tried to make 
intelligible rather. than comprehensive, is the most 
satisfactory account so far published of the recent 
biochemical phase of cancer research. Early in this 
century experimental pathologists established the funda- 
mental research techniques and methods. Their work 
revealed the biological nature of malignant. growth and 
opened the way for advances by biochemists, chemists, 


‘and geneticists. The greater part of the book sets out 


the knowledge of the biochemistry of cancer gained 
during the last twenty years. After describing general 
properties of animal tumours, Dr. Greenstein discusses - 
the induction of cancer, summarising the research which 
led to the isolation and synthesis of carcinogenic com- 
pounds. Although several hundred different carcinogenic 
substances are known to induce a large variety of growths 
in different species and strains of animals, the mechanism 
of the carcinomatous change is still obscure. We still 
do not know whether carcinogens merely hasten the 
appearance of tumours : which would normally arise 
spontaneously or whether they are the sole cause of the 
malignant transformation. The intrinsic factors in 
carcinogenesis include the’ sex hormones, such agents 
as the milk factor or mammary-tumour inciter, the 
genetic constitution of the host, viruses, and other 
less well defined non-specific endogenous carcinogens. 
The influence of hormones, and of nutrition and 
chemotherapy, is considered in the section on 


attempts at control of tumour induction and tumour 


growth. . | 

Dr. Greenstein’s own researches on cancer have 
been mostly on the comparative enzymology of normal 
and malignant tissues, and he describes this work in 
the section on the properties of tumours—the longest 
and best section in the book. One of the difficulties in this 
kind of work is to decide with which tissue the malignant 
growth can be compared. The most extensive and most 
reasonable comparisons have been made between hepato- 
mata and normal adult, regenerating,’ and foetal liver. 
No evidence of a specific constituent of cancer cells has 
ever been found. Malignant. cells differ from normal 
cells not in the kind of their enzymes or other components 
but rather in their relative amount or activity. Tumours 
of all types and all species resemble each other chemically 
more than they do normal tissues, or than normal tissues - 
resemble each other. Some tumours contain specific 
enzyme systems which are vestiges of the tissue of 
origin, but these tend to be lost on transplantation or 
on natural spread of the tumour to other parts of the 
the metastases of primary tumours resemble 
each other even more closely in their chemical properties 
than do the original primary tumours. | | 
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No less important than the properties of tumours are 
the changes which the tumour induces in the host. 
Dr. Greenstein makes no attempt to deal with the mass 
of empirical work which has been devoted to the search 
for a diagnostic test for cancer. One of the outstanding 
changes seen in tumour-bearing animals is the reversible 
reduction in liver catalase. Other changes are a fall in 
serum proteins and hemoglobin, an increase in plasma 
enzymes such as zymohexase in rats with large tumours, 
of alkaline phosphatase in cases of some bone tumours, 
and of acid phosphatase in cases of prostatic carcinoma. 


Recent American work suggests that the pattern of | 


a-keto steroids in the urine is changed in some forms of 
cancer (in addition to tumours of the adrenal), and these 
changes may ultimately be of value for the diagnosis of 
cancer. 

In discussing the present status of the cancer problem, 
Dr. Greenstein says: ‘‘ By and large, one of the principal 
hopes of the control of cancer lies fundamentally in a 
knowledge of the chemical nature of the malignant cell, 
and. in successful development of chemotherapeutic 


approaches which must depend upon this knowledge. | 


The fact that cancer tissues appear to have a nearly 
similar chemical pattern offers some hope and encourage- 
‘ment in their study.”’ 


Renal Hypertension 

EDUARDO BRAUN-MENENDEZ; JUAN CARLOS FASCIOLO ; 

Luis F. LELO ; JUAN M. Munoz; ALBERTO C. TAQUINI. 

Translated by. Lewis DEXTER, M.D. Springfield, Ill.: 

C. C. Thomas. London: Bailliédre. 1946. Pp. 4651. 

378. 6d. | | 

THIS monograph, by a group of men whose studies 

have contributed so largely to the illumination of the 
problem of renal hypertension, is lucidly written, and 
the English text bears no sign of translation. While the 
conclusions on human hypertension of -various sorts 
have a humoral leaning, conflicting views are well 
discussed, and each of the 18 chapters carries a short, 
critical, and (considering the controversial nature of 
the subject) remarkably well-balanced summary. An 
appendix gives details of technical and experimental 
procedures. _ 


Gynecological and Obstetrical Pathology | 


(2nd ed.) 
gynecology, Johns Hopkins Medical School. 
W..B. Saunders. 1947. Pp. 570. 378. 6d. 


Tus book deals systematically with the naked-eye 


and microscopic appearances of pathological conditions - 


of the female reproductive tract, and to a lesser extent 
with pathological conditions of pregnancy. It is written 
. for the clinician, showing how essential it is for him to 
have a thorough knowledge of the pathology of the 
conditions he. is called upon to treat, if his judgment is 
to be sound and his treatment rational. Normal histology 
and physiology is described first so that deviations 
‘from the normal can be readily appreciated. The work 
is balanced but also comprehensive, even rare conditions 


being. adequately described. Gynecological lesions are — 


particularly well covered, but it seems a pity that many 
of the pathological lesions of pregnancy, occurring in the 
kidney, liver, brain, and other organs, are not included. 
The work is profusely illustrated with photomicro- 
graphs and photographs, some of them.in colour; over 
a hundred new illustrations have been added in this new 
edition. . . 
Principles and Practice of Tropical Medicine 
L. EvERARD NAPIER, C.I.E., F.R.C.P., consultant to the 
Secretary of War, formerly director and professor of 
tropical medicine, Calcutta School of Tropical Medicine. 
New York and London: Macmillan. 1946. Pp. 917. 35s. 


Tims new textbook is founded on a smaller volume 
published privately by Lieut.-Colonel Napier in India. 
It is a textbook on the so-called tropical diseases, and 
not an encyclopedia of tropical medicine. The various 
conditions are systematically dealt with in a manner 
particularly applicable to the student and non-specialist 
practitioner, and to these this volume should afford 
essential information in a clear and concise form.. The 
book is liberally illustrated, though the standard of 
production falls below what is customary in works 
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published in the United States. Under the heading 
of malaria, much space is devoted to tbe use of quinine 
and a lesser amount to mepacrine and pamaquin, but 


' no reference is made to the newer and more active 


synthetic antimalarials. Again, in the treatment of 
amæœbiasis the specific treatment of an associated or 
subsequent bacillary colitis with the sulphonamide’ 
preparations or penicillin finds no place; and in that of 
the spirochætoses, although penicillin is referred to as a 
specific in relapsing fever it is not mentioned in con- 
nexion with yaws. Many of the addenda to the various 
chapters were brought up to date in 1944 and might 
perhaps have been incorporated in the text. These, 
however, are not serious matters. Colonel Napier has 


provided a thoroughly practical textbook on its subject. — 


A Manual of Tomography a 
M. WEINBREN, B.SC., M.R.C.S., F.F.B., radiologist, Chamber 
of Mines Hospital, Johannesburg. London: H. K. 
Lewis. 1946. Pp. 270. 45s. . 

THIS monograph is a good survey of tomography, 
based .on seven years’ extensive use of the method. 
The section on the lungs, with good illustrations of 
cavities and tumours, is followed by an: outstanding 
chapter on coarctation of the aorta, with unique pictures 
of angiocardiography and tomography combined... 

The longest section of the book deals with the spine, 


a region where tomography is seldom employed in this — 


country. Dr. Weinbren has a very wide experience of 
spinal injuries in the Rand miners and proves that 


tomography reveals many fractures invisible in straight. 


radiograms. This section is worthy of close study. 
by orthopsedic surgeons as well as radiologists, suggesting 
as it does a more extensive use for tomography in medico- 
legal cases. Dr. Weinbren’s enthusiasm for his subject 
is shown by his tomographic inVestigations of such 
diverse regions as the nasal sinuses, the kidneys, and the 
gall-bladder ; and though he does not advocate it as a 
routine in these regions, he shows that it can be of great 


‘help in difficult cases. 


Student’s. Handbook. of Surgical Operations (8th ed. 


London: Cassell. 1946. Pp. 574. 158.).—Sir Cecil Wakeley, 


_in his latest revision of this well-known handbook, has 


included some new operations on the chest and heart, and 


has added 50 new illustrations. The book remains a useful - 


summary for the examination candidate. 


Chemical Constitution of Natural Fats (2nd ed. 
London: Chapman & Hall. 1947. Pp. 554. 45s.).—Prof. 
T. P. Hilditch’s notable monograph has put on weight. 
Despite the frustrations of war, study of the fats has gone on, 
mainly perhaps in the United States and India, but also in 
England, Holland, and France; “ at all events,” he says in 
the preface, ‘‘ a great deal of new matter has appeared during 


the ‘six or seven years which have elapsed between the two 


editions of this book.” He includes among the more striking 
advances many new facts about component acids in the 
groups of land-animal and vegetable fats, new data on seed 
fats and on depot fats in man and in a wider range of wild 
animals, recent work on component glycerides, and much 
fresh information on fatty acids. The chapter on experi- 


mental technique has been revised and expanded, and the 


indexing has been rearranged. 


Allgemeine Neurosenlehre (2nd ed. Basle: Schwabe. 
1946. Pp. 518. Sw. fr. 32.).—The author of this work, 
Prof. Rudolf Brun, is a psycho-analyst, but with a difference : 
like his teacher, August Forel, he has occupied himself with the 
behaviour of ants as well as of men. His entomological studies 
led him in 1920 to examine closely what we mean by instinct, 
and in 1926 to state the biological parallels which exist between 
conflict, as understood in the Freudian theory, and the 
instinctual conflicts that may be manifested in ants and other 
animals. This psychobiological theme runs prominently 
through the 22 lectures here reproduced, and gives them 
an individuality which distinguishes them from the general 
run of psycho-analytic formulations of the causes and patho- 
logy of neurotic illness. Although the author pays very little 
attention to recent work on the psychology of animals, yet 
the effort at synthesis between biology and psychology, and 
the incorporation of much of von Monakow’'s teaching make 


_ the book a useful contribution to a well-worn subject. | 
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Cardiology as a Specialty 

THE Royal College of Physicians has published 
the report of its committee on cardiology,! appointed 
last summer. Of the four terms of reference, the first 
was the training of cardiologists. A six-year minimum 
is suggested, comprising a year as resident, of which 
six months should be in a house-physicianship ; 
two years as registrar or the equivalent, in general 
medicine, with part of that time spent in a laboratory ; 
a year in a non-clinical subject, or in research or 
travel; and two years in a cardiac department : 
the programme should be elastic. There can be little 


_ adverse criticism of this, for it gives reasonable 


emphasis to a fundamental training in general 
medicine and a fundamental discipline in a laboratory 
subject. But it should be regarded as a guide to 
young men and their advisers, not as a set curriculum. 

The second term of reference was “ conditions of 
recognition as a consultant or specialist in cardiology.” 
We find no mention of this topic in the report. Perhaps 
some members of the committee thought that no 
conditions should be laid down, officially or unoffi- 
cially, for such recognition. We could have wished 
that all the members had held this view and had 
stated it. There may be room for doubt whether 
qualifications for holding the position of a physician 
or that of a surgeon in a national health service 
should be officially defined ; but it seems clear that 
to define the qualifications required of a cardiologist, 
and to confine appointments to candidates satisfying 
the definition, would be to put cardiology in a strait- 
jacket. The administrative mind would argue that 
if centrally made regulations define a cardiologist, 
and if a local hospital board or management com- 


mittee can appoint to a cardiological post none but 


a man who fulfils the definition, then every hospital 
will surely have a satisfactory cardiological service. 
With the incursion of the civil service into medicine, 
it would be all too easy for this kind of argument 
to prevail, and we must oppose it at every appearance. 
In the example of cardiology the main fallacy is that 
a prescribed training does not necessarily make a good 
cardiologist, nor the lack of it connote a bad one. 
The prescribed training takes no account of character 
and personality, which are important ingredients 
of the quality of any physician; it takes no account 
of development of the subject, which may outmode the 
prescription within ten years; and it leaves no door 


open for the odd ‘original mind which may have 


found its own cardiological training during twenty 
years of practice in Burnley, or somehow equally 
unexpected. For undergraduate students a curri- 
culum and a qualifying examination are- necessary. 
For the major specialties they. may perhaps be 
desirable. But for the smaller specialties, which 


1. The mentbers are Lord MORAN, P.R.C.P. (chairman), Sir MAURICE 
CASSIDY, M.D. (vice-chairman), Prof. W. E. HUME, M.D., 
Dr. JOHN PARKINSON, Dr. A. HOPE Gosse, Sir FRANCIS FRASER, 
M.D., Dr. GEOFFREY BOURNE, Dr. B. T. PARSONS-SMITH, 
Dr. J. M. H. CAMPBELL, Prof. J. CRIGHTON BRAMWELL, M.D., 
Dr. H. WALLACE-JONES, Dr. D. EVAN BEDFORD, Dr. L. B. 
COLE, Dr. K. SHIRLEY SMITH (secretary), Dr. W 
Dr. C. W. C. BAIN, Dr. J. W 


. Brown, Dr. A. RAE GILCHRIST, 
and Dr. ROBERT MARSHALL. ' 
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should be the growing changing pseudopodia of 
medicine, they will act as a fixative. Let hospital 
boards and management committees with their 
advisers be trusted to choose their own cardiologists, — 
free from any central prescription. Responsibility 
not regulations will make them wise. 7 
The third term of reference was “to make recom- 
mendations concerning the practice of cardiology in 
the hospitals and the National Health Service. 
The committee envisages at least one full-scale 
cardiac department in every region, associated with 
the central teaching hospital, staffed with physician, 
assistant physician, assistants, and residents, and 
disposing of its own 30-40 beds, outpatient section, 
X-ray and electrocardiographic equipment, and ancil- 
lary staff. The main function of this department is* 
explicitly stated—namely, “ advanced study of | all 
problems connected with the heart and circulation. 
The department would not undertake to look after 
all cardiac cases attending the hospital to which it 
belongs, let alone all in the area it serves; and 
general physicians would continue to treat cardio- 
vascular cases. Cardiology, in other words, makes no 
attempt to be a monopolistic specialty. ‘Fhe task 
of the pure cardiologist is to advance his subject and 
teach it to his less specialised colleagues. The flow 
of patients to his department must be carefully 
adjusted, to include difficult or problem cases for 
consultation, cases of the kind in which he may be | 
specially interested, and a limited number of < routine’ 
cases. The report says that the cardiologist in charge © 
of this department “‘should be prepared to devote 
himself entirely to`the problems of the heart and 
circulation, but he should have had a wide experience 
of general medicine.” We may here ask whether. the 
two years of general medicine, just after qualification, 
which are allowed in the prescribed training, afford 
a wide enough experience of general medicine to 


‘last a pure cardiologist through thirty professional 


years. In other words, is it wise to let a young man 
confine himself to cardiology from the fifth year 
of his qualified life onwards, and to staff central. 
departments with men so trained ? 
For the cardiac department of a district hospital 
the report suggests that “a physician trained in 
cardiology ” should be in charge. This suggests a 
better approach to specialism than the pure cardio- 
logist’s training. It suggests a man who, for his 


quality and experience as a general physician, has 


earned staff status, and who in addition has had a 
cardiological training. He might be called the 
physician-cardiologist, and he would no doubt con- 
tinue practising general medicine as well as cardiology 
in his district hospital. Among such men a few may 
show originality, or outstanding teaching ability, or 
some special achievement in cardiology that would 
mark them out as suitable heads of central cardiac 
departments. They should not be crowded out of 
that opportunity by the pressure of the “‘ pure 

strain of cardiological trainees. It would be better 
to limit the latter to a few, fill the lower appointments 
in the central departments largely with general 
physicians adding cardiology to their training, and 
keep the top appointments widely open to those, from 


. any quarter, who have. shown their quality. The 


service, after all, needs few pure cardiologists, but 
many physician-cardiologists ; the plan of training 
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and the system of promotion should be designed 
mainly to develop the latter. The leaders, left to 
themselves, will come to the top as pure cardiologists. 
It would be a mistake to erect a promotion ladder 
for them ; its lower rungs would become overcrowded, 
and it would shut out the original mind with the 
unusual training, whose potential contribution to the 
subject is great. Yet the report seems to picture that 
kind of ladder, without discussing its dangers. We 
doubt whether, in the words of the fourth term of 
reference, it would “ pertain to the progress of 
cardiology as a branch of medicine.” 


Care of the Aged 


ENGLAND’S social services, like her industries, are | 


now suffering as a result of their early start ; for the 
system built up between eighty and a hundred years 
ago is in need of overhaul to meet the changed 
conditions. This applies with particular force to the 
care of the aged, whose number grows each year. 
Everyone is agreed on the necessity for action; but 
the question at this time of shortage in materials 
and in medical, nursing, and other personnel is not 
so much What ought we to do? as What can we 
do? A year ago the British Medical Association 
appointed a committee! to investigate the problem 
of our old people, and, though its report published 
this week * sets out to answer only the first question, 
the answer to the second is clearly implied. 


1. The members are: Dr. JANET K. AITKEN (deputy chairman), 
London; Lord AMULREE EE, F.R.O.P., London: Dr. A. GREIG 
ERSON (chairman), Aberdeen; Dr. E. B. BROOKE, Car- 
shalton ; Sir ERNEST ROOK OARLING, F.R.C.S., London; Mr. 
. Z. COSIN, F.R.O.8., Orsett ; Miss E. . CROTHERS, London : 
Dr. MANY ESSLEMONT, Aberdeen : ; Dr. J. FENTON, London ; 
Dr. R. G. GORDON, Bath; . T. ONY GREEN, F.R.C.8S., 
London; Dr. E. GUTTMAN, London ; Alderman Mrs. M. M. C. 
KEMB MaoFEAT, NEWELL Lanarkshire ; 


Worcester ; Dr. 
Birmingha ARREN; London. 


2. Report eel ) ‘of the Committee on the Care and Treatment of 


the Elderly and Infirm. . Brit. med J. June 21, supplement. 


The committee endorses the view, now generally 


supported, that the healthy old should be offered 
suitable dwelling-places in specially designed cottages 
or blocks of flats ; but the old, like the young, must 


wait their turn in the queue for houses, and the 


report deals principally with the care of the infirm 
and ailing. This, owing to acute pressure on hospital 
beds, is a question which calls not only for long-term 
planning but for short-term action. The committee's 
plan (see diagram below) is based on geriatric units in 
selected general hospitals. These would be the hubs 
from which social and medical services would be 
extended on the one hand to the old peoples’ houses 


and residential homes and on the other to the long-- 


term annexes. All cases of sickness, including those 
of mental illness, would, in the first place, be admitted 
for assessment to these units. The committee’s 
estimate is that of all new geriatric admissions, 40% 
would be discharged from hospital and 40% would 
die, while 20% would need permanent nursing 
attention in long-stay annexes. Existing annexes, 
administered by the public-assistance authorities, are 

very large; and the committee’s recommendation 
that the units should be of not more than 30 beds can 
clearly not be effected for a decade or more. With 
enlightened administration, however, nothing need 
stand in the way of the further suggestions that the 
geriatric team “‘ feeding ” the annexe from the hospital 
should be responsible for the patients in it, and that 
grouped segregation should be adopted for the per- 
manently incontinent and those with senile dementia, 


with individual segregation for those who are in pain - 
or are dying, or whose condition might distress other — 
patients. 


This scheme of staffing would, by breathing 
new vitality into the medical organisation of the 
annexes, foster active treatment, thus reducing the 
stagnant pool of permanently bedridden and providing 
a larger outlet for the hospitals. 

The report rightly stresses the importance of using 
hospital beds to the fullest. It proposes that residen- 
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tial homes should be established for those considered 


fit for discharge from hospital. There is little doubt, 
as the article on Glasgow elsewhere in this issue 
suggests, that in such homes and in private dwellings 
systematic medical supervision, perhaps with out- 
patient attendance for physiotherapy, together with 
communal feeding and home-helps, would reduce the 
hospital admission-rate. Nowadays large houses are 
out of favour with the private owner; and the 
number of residential homes could be greatly increased 
without new building, though not without costly 
adaptation. There are still insufficient home-helps for 
those who continue to live in their own houses. The 
experience of one area with an elaborate system of 
home-helps and district nurses is that their energies 
are being dissipated on long hours of work for hopeless 
-cases living alone ; and perhaps a temporary solution 
may lie in admitting without question to long-stay 
annexes and to residential homes only those requiring 
continuous supervision, while all others who have 
relatives would be returned to their care. This 
would release accommodation for the old people now 


struggling along alone and would enable home-helps 


to spread their services more usefully. 

The idea of special geriatric units under the charge 
-of specialist geriatricians has not commended itself 
to some, and not even to some geriatricians, who are 
reluctant to perpetuate the division of care of the 
aged from that of other patients. Medically, however, 


- the division can perhaps be defended as reasonably 


as that of pxdiatrics from the general body of medi- 
cine ; and from the administrative angle a separate 
-department is undoubtedly needed to supply the special 
services beyond the hospital for which the plan calls. 
It will be agreed, too, that the committee is right in 


. seeing care of the aged, whether healthy or ailing, as 


a single problem, each aspect of which must be closely 
knit with others. Unhappily, the ground is to be 
shared by different authorities—the regional hospital 
board, the general practitioner, the local authority, and 
‘a new body to be set up to administer the poor-law. 

“ The scheme may well fail unless, through the establish- 


_ment of standing liaison committees, means are found 


to bring about such close codrdination of the functions 
of the various authorities as will ensure the free passage 
-of elderly people, under the expert guidance of the 
geriatric department, from home to hospital and from hos- 
pital to home in accordance with their changing needs.” 


"This, so far as it goes, is admirable, but for the 


long-stay annexes it is not enough: these should surely 


be brought wholly under the control of the regional 


hospital boards. 


Waste Not, Want Not | 


AT the beginning of the late war the Ministry of 
Health set up an organisation for the preparation and 


-distribution of plasma for transfusion. During the war 


the organisation was expanded and achieved a very 
It succeeded in meeting 
virtually all the requirements of our civilian popula- 


‘tion and of the wounded evacuated to this country. 


Now, though the problem of the wounded is no longer 


‘with us, the demand for plasma is greater than ever 


before, and the resources of production are being 


‘strained. 


In some respects the present big demand is justifi- 
It is now widely realised, for instance, that 
when a patient is receiving his fluid intravenously it 


is necessary not only to meet his electrolytic require- 
ments but also to ensure a sufficient intake of protein ; 
accordingly it is customary to substitute a pint of 
plasma for a pint of glucose or saline solution during ` 
each twenty-four hours. Again, the unrivalled value 
of plasma in. patients suffering from shock unassociated 
with hemorrhage, as in severe burns, has been brought 
home forcibly to the younger generation of surgeons. 
Plasma-transfusion may be a life-saving measure in 
surgical or obstetric emergencies when compatible 
blood (or any blood at all) is unobtainable. It is 
essential needs such as these that the peace-time 
organisation for the supply of plasma is intended to 
meet. But there are undoubtedly many instances 
where this new-found weapon is being wielded 
unnecessarily. The surgeon about to engage on an 
operation a little beyond his proven powers very 
properly enlists every available means to promote 
success. The first thing that occurs to his mind is 
that hemorrhage may be excessive, so an array of 
plasma bottles is assembled in the theatre and the 
first stage of the operation is to start an intravenous 
plasma infusion. Apart from the ‘additional risk of 
homologous-serum jaundice that plasma carries, 
this is inexcusable waste. Very few operations need 
to be shored up by transfusions and then it is nearly 
always blood that is required. Another abuse of. 
plasma is as a substitute for whole blood. It is 
indeed a very effective substitute in many conditions, 
but it can never be so satisfactory in cases of 
shock arising from blood loss, and its misuse 


in such cases is often simply the outcome of 


laziness. It is certainly more trouble to perform 
the preliminary tests necessary before blood is 
given, and blood may be harder to come by. But — 
the choice of transfusion material should not be based 
on considerations of this kind. If the clinical indica- 
tions are for whole-blood transfusion, plasma should 
be substituted only in the last resort. At present | 
there is a wide variation in the proportion of plasma 
to blood required by hospitals for transfusion; in 
some regions the ratio is as low as 1l. of plasma to 7 
of blood, whereas in others it rises to 1 : l—and this 
variation cannot be explained by lack of blood in 
certain regions. It must be that opinions differ on 
the indications for the two transfusion materials. — 

To facilitate the use of whole blood every modern 
hospital should have a resident transfusion officer 
attached to the pathological department, and also 
a central supply room. The transfusion officer will 
soon acquire the skill in immediate grouping and 
rapid administration of blood which only experience 
brings, so the mechanism for giving a blood-trans- 
fusion will run smoothly and readily. He will super- 
vise the blood-bank maintained in his hospital by the 
regional transfusion centre of the National Blood 
Transfusion Service and ensure that the blood is 
wisely and economically used. He can also keep a 
panel of donors on whom he may call at short notice 
for special cases, and his ability to withdraw blood with- 
out causing pain or mishaps will encourage recruits. 
It is a pity that there is little inducement as yet for 
doctors to take up appointments as transfusion officers ; . 
the post should be filled by a fairly senior member of 
the hospital staff, preferably resident, and preferably 
possessing a knowledge of pathology, since compati- 
bility tests should be done before all transfusions and 
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only blood of the homologous group. should be given 
An honorarium should certainly be attached to the 
appointments. The central supply room ensures that 
blood is readily ‘accessible to the wards and theatres, 
and not; as is occasionally the case, tucked away in 
far corners of the pathological laboratory, in the 
medical school.. Further, the blood will be ade- 
quately preserved in refrigerators used only for this 
_ purpose. 


A combination of efficient organisation on the part 


of the hospital authorities and intelligent ated 


precision. 


on the part of the doctor is essential if transfusion 
therapy. is to function as a life- -saving method of 
‘ Plasma- transfusion is in danger of 
degenerating into the “spot of” category—the 
doctor who does a “spot of” surgery, who gives a 

“spot of” gas, or prescribes a “spot of” penicillin 
may well consider that a spot of plasma won't do 
any harm. This attitude is both unworthy and 
dangerous ; plasma, like other foods and fuel, is in 
short supply. It should be a like cheese— 
on points. 


Annotations 


SULPHONAMIDES IN COM BINATION 


OnE of the chief dangers of sulphonamide therapy has 
always lain in the tendency of these compounds to be 
deposited in the urinary tract and thus to cause blockage 
of the uriniferous tubules, the renal pelves, or the 
ureteral orifices. Sulphapyridine, sulphathiazole, sulpha- 
diazine, and sulphamerazine are all liable to be thus 


deposited if the dosage is high or the fluid intake too 


low. ‘Sulphamezathine’ is more soluble and less 
dangerous ; sulphanilamide never causes this trouble. 
The danger can be considerably reduced by making the 
urine alkaline, since these compounds and their deriva- 
tives are more soluble in alkaline urine than in acid— 
for example, the solubility of acetyl-sulphathiazole 18 
` only 7-3 mg. per 100 ml. at pH 6-4, but it is 31 mg. 
per 100 ml. at pH 7-6. The onset of urinary blockage 
is marked by one or more of the following signs or 
symptoms: pain in the loin (radiating to the groin) 
or abdomen, diminished ontput of urine proceeding to 
anuria, and macroscopic hematuria. The first step in 
treatment is to discontinue the sulphonamide. If some 
urine is still being excreted, fluids and alkalis are given 
to wash away the crystals; if blockage is complete, 
only enough fluid should be given to balance the Joss 
through the bowel, skin, and respiratory tract,1 and 
surgical measures should be urgently considered. 

In the prevention of sulphonamide anuria relianée has 
hitherto been placéd mostly, on caution in giving large 
doses, on the administration of alkalis, and on the main- 
tenance of a large fluid intake. A new approach has 
been evolved in Sweden by Frisk and his colleagues ? on 
the principle that if two or more sulphonamide com- 
pounds are administered in combination the therapeutic 
actions of the different compounds are additive but their 
solubilities remain independent of each other. Accord- 
ingly it is possible to obtain a strong therapeutic action 
without the usual risk of urinary blockage. Apparently 
the same idea has been developed by Dr. David Lehr, of 
New York. Frisk et al. recommend a mixture con- 
taining 37% sulphathiazole, 37% sulphadiazine, and 
26% sulphamerazine; this has been named ‘ Sulpha- 
dital.’ In rabbits the greatest daily dose of the individual 
components which could be given without producing 
urinary concrements was only 0-4-0-6 g. per kg., whereas 
sulphadital could be safely given in doses of over 1 g. 
per kg. The maximum tolerated doses of the three 
components produced a blood concentration of about 
3-7 mg. per 100 c.cm., whereas the maximum dose of 
sulphadital produced a blood concentration of 20 mg. 
per 100 c.ccm. For the treatment of pneumonia the 
recommended course of sulphadital is two doses of 2 g. 
followed by repeated doses of 1 g., all at four-hour 
intervals. After fifteen hours the mean blood concen- 
tration per 100 c.cm. is 7-8 mg. free and 8-5 mg. total 
sulphonamide. If desired these doses can safely be 
doubled. Sulphadital has been used in Sweden in 


1. Moogran hi B. Lancet, 1945, il, 58. 


2. Frisk R., Hagerman, G., Helander, S., Sjö A 
MAT 1947, ET. , panera a Sater 


hundreds of cases of pneumonia and gonorrhea without 
any signs of urinary blockage. Lehr seems to have used 
a mixture of equal quantities of sulphathiazole and 
sulphadiazine with similarly favourable results. This. 
simple scheme may prove a useful minor improvement 
in sulphonamide therapy. But if a soluble but powerful 
sulphonamide is all that is needed it is surprising that 
more attention has not been given to the British drug 
sulphamezathine, either alone or as a component of 
these mixtures. 


FROM SCHOOL TO WORK 

“ Though it has been difficult to obtain precise information, 
it would seem that more than half the classrooms for children 
of junior school age. (7 to 11 or 12) are smaller than those 
stipulated by the Ministry.” 
Throughout the latest report 1 of the Central Advisory 
Council for Education (England) to the Ministry of Educa- 
tion the inadequacy of our present school buildings, both 
for juniors and seniors, runs like asad refrain. They agree 
with the well-worn principle that good teachers are more- 
important than good buildings, but point out that even 
the best teachers are handicapped by cramped and dingy 
schoolrooms, and by the lack of a school hall, or even of 
larger ‘‘ general activity °” rooms required by the new 
building regulations of the Ministry. Poor ‘ quarters 
make anything but ‘chalk and talk” methods of 
teaching very difficult; and defective sanitary and 
cloakroom accommodation make nonsense of the princi- 
ples of hygiene and healthy living which the school is 
supposed to teach. In the words of the National Federa- 
tion of Women’s Institutes, ‘“ so many schools are the 
most depressing places—dull and dreary—if not actually 
unhealthy.” In the circumstances, parents who send their 
children to private schools can hardly be arraigned for 
snobbery: “ when the conditions under which public 
education is given are unwholesome,” says the report, 
“ parents who can afford it naturally seek an alternative.” 

The school medical service is also criticised, not for 
the work it does but for its limited scope. The child is 
still examined only three times in his school life, as was 
laid down in the Act of forty years ago. Special examina- 
tions are commoner than they were, however, nearly 
equalling the routine inspections in number, and are 
more thorough. Treatment, made compulsory under 
the 1918 Act, has only been applied to defects of eyes 
and teeth, minor ailments, and chronic tonsillitis and 
inflamed adenoids. The committee suggest that super- 
vision of health in schools should be comprehensive and 
continuous, and should aim at fostering positive health. 
This means that the school doctor must have time to 
consult with parents and teachers, to study the children 
in the classroom and at play, and to examine them much 
more fully, and if possible more often, than he does at 
present. In the face of the shortage of doctors this is 
hard to arrange. They suggest that for the moment 
the scope of the examinations should be improved 
rather than the number increased. The school nurse, 
they think, should combine her work with that of health 


1. Sogol and Life. A first inquiry into the transition from schoo} 
op pac pendent life. H.M. Stationery Office. 1947. Pp. 115. 
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visiting in the children’s homes. She should visit the 
school at least once a week and be responsible for routine 
semi-medical tasks which now fall to the teacher, such as 
eye-testing ; she should also keep height and weight records 
of the children, as well as full records of her own work. 
The report is packed with sensible advice about the 
relationship of school and parents, the introduction of 
the young worker’to industry, the effects of urban life 


- on children’s standards, and the purposes of education. 


Some examples of schools which have built up good 
relationships with parents make it clear that the teacher 
who is good at his job cannot settle down to a quiet 
evening once he has corrected the day’s exercises. 
During term-time teaching is full-time work in a sense 
that would be accepted in few other occupations except 
medicine. But the teacher who gets to know the parents 
through parent-teacher associations, talks on educational 
purposes, and demonstrations by the children of music 
and singing, physical training, spoken English, and 
drama, and whose school becomes a social centre for the 
neighbourhood, is really interested in education, and is 
helping to rear young people with active minds and a 
grasp of social issues. This kind of work has been done 
too long under poor conditions. The report quotes 
Mr. Churchill’s remark on the plans for the new House 
of Commons: “ We shape our buildings and afterwards 
our buildings shape us.” Children taught in many of our 
present schools are having no chance of developing fully. 


“THE BIRTH OF A BABY” 


In 1940 the National Baby Welfare Council introduced 
to this country an instructional film on pregnancy and 
childbirth.! A new generation has arisen since the film 
completed its tour in 1942; and it is once again to be 
released. Made in 1937 for the American Committee on 
Maternal Welfare, the film through the story of one 
woman’s pregnancy and delivery gives a fair and fairly 
frank account of its subject. The first aim is plainly 
to encourage women to seek attention early in pregnancy ; 
and the immediate effect of its earlier showing was 
increased attendance at antenatal clinics. The film also 
has wise words on related topics, such as abortion ; and its 
honesty is calculated to dispel superstitious ignorance and 
to foster healthy curiosity in the process of childbearing. 

Between 1940 and 1942 great difficulties were sur- 
mounted to secure a public showing of this production. 
The British Board of Film Censors, perhaps finding that 
it could not be placed in any of the three categories of 
approval (universal, adult, and horrific) withheld its 
licence. The board, contrary to popular belief, has no 
statutory powers or obligations; and local authorities, 
though usually accepting its decisions, are not bound 
by them. The National Baby Welfare Council therefore 
approached each of the local authorities in whose 
area the film was to be shown. There are some 1200 
authorities in this country, and many, it seems, have no 


suitable mechanism for dealing with such applications. 


Sometimes they are referred to the watch committee, 
sometimes to the health committee, and occasionally even 
to the police-court. In the end few authorities withheld 
their permission ; and, opinion having advanced in the 
last five years, it is anticipated that they will now be 
more ready to welcome the film. The L.C.C. has already 
granted it an “ A” licence. : 
Nevertheless, the position is unsatisfactory. It may be 
hoped that this is the forerunner of other films on kindred 
topics. Is the road always to be so stony? Clearly, as 
with films for entertainment, local authorities should 
receive at least some guide from a qualified central 
authority ; and perhaps the Board of Film Censors, 
reassured by the public’s reception of this first film, may 
see its way to creating an educational category. | 


1. Sce Lancet, 1940, i, 325. 
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OLD WIVES AND GERMAN MEASLES 
Ir has seemed odd that the old wives, always ready to 


find some appropriate explanation for congenital mal- 


formations, from being frightened by a dog to the 
more modern buzz-bombing, did not notice long ago 
the significance of german measles in early pregnancy. 
Dr. Hugh L’Etang’s letter last week (p. 849) showed 
that in one case a mother did connect her german measles 
in pregnancy with her son’s deaf-mutism, and sixty 
years before Gregg in Australia first suspected that the 
unusual number of cases of congenital cataract he was 
seeing in 1941 were the aftermath of the big epidemic 
of rubella which swept across the continent in 1939. 
But for that very exceptional epidemic the connexion 
might have remained unrecognised indefinitely, because 
in an ordinary epidemic year the number of cases of 
rubella in pregnant women would not be sufficient to 
produce an obvious rise in the incidence of congenital 
defects. The notifications in Manchester,! for instance, 
show that the epidemic of 1940 was remarkable for the- 
relatively high incidence in women of child-bearing age, 
but if one calculates the probable number of women 
who were in the first three months of pregnancy at the 
time of their rubella—as can be done by applying the 
Registrar-General’s -maternity incidences—it is clear | 
that only 20 or so foetuses in Manchester were in danger 
from that epidemic, compared with about 14 in 1944 
and less than 10 in any other year since 1940. Moreover, 
we do not yet know how many of these would escape 
damage altogether, or how many would be so severely 
damaged that they would be aborted or born dead. 
It might be practicable to obtain this information by 


following up the married women in the Manchester — 


notifications (as was done in Milwaukee), but in the 
meantime anyone who encounters a case of miscarriage, 
stillbirth, or normal birth after the mother has had 
an exanthem early in pregnancy should report it, either 
in a medical journal or to the research-workers now 
investigating the subject for the Medical Research 
Council. And whenever a child is born with a congenital 
defect a close inquiry should be made into the events of 
the first few months of the mother’s pregnancy. 


TREATMENT OF PENICILLIN URTICARIA 


PRETTY well any remedy, whether organic or inorganic, 
may produce sensitisation ; and the fact that penicillin. 
occasionally does so is neither astonishing nor disappoint- 
ing. Moreover, the observations of Dr. Steingold in this - 
issue suggest that at any rate some of the sensitisation 
reactions are the effect of impurities rather than of 
penicillin itself. Though skin-tests are not a wholly 
reliable index of susceptibility to a drug it was a striking 
finding that in his 4 cases of penicillin urticaria the 
patients all gave positive reactions to two commercial 
brands of penicillin containing 1420 and 450 units per 
mg. but negative reactions to a-“ pure” preparation. 
containing 1666 units per mg. It is conceivable that the 
patients were not sensitive to all forms of. penicillin, — 
and that the penicillin in the pure preparation was in 
a form to which they were insensitive ; but sensitivity 
to impurities in the commercial preparations is a, far 


more likely explanation. 


The incidence of urticaria during penicillin therapy 
varies considerably, as would be expected if it is largely 
the result of impurities. Dawson and Hobby? saw 3 
examples in 100 patients ; Pillsbury et ał.3 saw 2 in their 
first 200 cases of syphilis treated with penicillin but 12 
in the next 200. Reactions are more common during . 
second or subsequent courses of penicillin than during 
the first course, though 3 of Steingold’s 4 patients 


1. Clayton-Jones, E. Lancet, Jan. 11, p. 56. 

2. Dawson, M. H., Hobby, G. L. J. Amer. med. Ass. 1944, 124, 611. 

3. BEICD REY: D. M., Steiger, H. P., Gibson, T. E. Ibid, 1947, 133, 
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developed urticaria in their first course. A reaction in 
one course does not necessarily indicate that the patient 


will get one in a subsequent course—again this is easy: 


to understand if impurities are the cause. Skin-tests 
cannot be relied on to predict whether or not a patient 


will react to the drug. As usual with drug reactions there- 
‘is an incubation period, rarely shorter than five day’ 


but sometimes much longer, between the start of peni- 
cillin therapy and the appearance of urticaria; in 
Steingold’s cases the rash appeared on the seventh or 
eighth day of treatment. ! aa 

The antihistamine drugs work very well in penicillin 
urticaria. A dose of 50-100 mg. “of ‘ Benadryl’ or 
‘ Pyribenzamine’ three times a day will usually give 
relief in twelve hours, but it must be continued for as 
long as the rash would last without treatment or the urti- 
caria Will reappear. If the reaction is severe benadryl 
can be given slowly intravenously in a dosage of 5-10 mg. 
in 20 c.cm. of isotonic saline, but this is still rather an 
experimental procedure. Pillsbury et al. mention the 


‘decidedly startling ” hypnotic effect of intravenous ` 


administration and are not convinced that it is always 
safe ; adrenaline seems to be as effective and its action 
is more predictable. As a rule they stop the penicillin 


. immediately when a reaction appears and give benadryl 


or pyribenzamine 50-100 mg. t.d.s. or four-hourly by 
mouth. If the reaction subsides they give a test dose of 


- 1000 units of a different brand of penicillin, having 


£ 


then return to the full dosage. 


adrenaline at hand in case of emergency and continuing 


with the antihistamine drug by mouth. If there is no 
reaction to the test dose in six hours they. give another 
10,000-—20,000 units, and if this is well tolerated they 
The benadryl or pyri- 
benzamine may be reduced gradually and can sometimes 
be given up after two or three days. 

Drug reactions of this kind might have been said to 
have lost their terrors but for one snag—that in a few 
people the antihistamine drugs produce sensations so 
unpleasant as to prohibit their use. | 


HOW TO POISON RATS 


Ir is obviously futile to poison bait with a substance 
whose taste is unacceptable to rats; but the discovery 
of a poison whose taste does not offend is not the entire 
solution of the problem of destroying these pests. Con- 


trary to general belief, rats are not clever at discriminating 


between poisoned and harmless bait; they owe their 
multitudinous escapes almost entirely to their timidity. 
When bait is freshly laid on their runs, rats will at first 
give it a wide berth, even when it is not poisonous. 
Several days may pass before they investigate it, and 
even then they nibble only a very small amount. In 
this way, if the bait is poisoned, sublethal doses are 
ingested, and the discomfort that these cause only makes 
the rats bait-shy.1 Sublethal doses sometimes even pro- 
duce tolerance, as in the case of «-naphthyl-thiourea, 
known to the trade as ‘ Antu.’ ? ~ 4 g 

If either shyness or tolerance results from laying a 
certain poison, it is better to try again, using fresh bait 
with a different poison. But it is still better and far more 
humane to prevent the development of shyness and 
tolerance. This is done by prebaiting : that is, by laying 
easily edible quantities of harmless bait in the same places 
for several consecutive days until the rats, suspicious of 
anything new, become familiar with it and eat without 
fear. Then by poisoning all the bait on a single occasion 
a kill of 85-100% of the local rat population can be 
confidently expected. Mass extermination is the only 
way to get rid of rats. Their net reproduction-rate is so 
high that killing a few rats occasionally is mere waste 
of time. 
1. Barnett, A.(in Johnson, M. L., Abercrombie, M. New Biology II 


(Penguin Books), London, 1947). 
2, See Lancet, Apri] 12, 1947, p. 492. 


- become knights. 


The choice of poison is important from the point: of 
view both of efficiency and of humaneness. Zine phos- 
phide is now generally preferred, as being highly efficient 


. and less inhumane than'most. Red squill is of unreliable 


quality, often ineffective, and extremely inhumane. 
For brown rats antu is highly toxic, with a LD5, of 
4 mg./kg., and appears to cause relatively little pain. 
For the black rat, however, which is the usual host 
of the plague flea, its LDsọ is much higher—namely, 
250 mg./kg., as compared with the 40 mg./kg. of zinc 
phosphide and 190 mg./kg. of arsenic. ' to . 


MEDICAL HONOURS Sa 

AmonG the honours to medical men in the Birthday 
Honours list those awarded for services to the State 
this year take precedence. Sir Godfrey Huggins, prime 
minister of Southern Rhodesia since 1934, becomes. a . 
privy councillor, and Surgeon Vice-Admiral H. St. Clair 
Colson, director-general of the Navy, a knight commander 
of the Bath. In the Royal Victorian order, which is 
reserved for personal services to the~Royal House, Sir 
Hugh .Lett, honorary secretary to King Edward’s 
Hospital Fund, is appointed knight commander, while 
Surgeon Rear-Admiral H. E. Y. White, who accompanied 
the King on his tour to South Africa and. has been — 
his honorary surgeon since 1936, was promoted to the 
same rank. Dr. Alexander McCall, the Foreign Secre- 
tary’s medical attendant, and Dr. T. W. Meagher, a 
former lord mayor of Perth, Western Australia, have 
Knighthoods have also been conferred 
on Dr. W. Norwood East for his services to the study 
of criminal psychology ; on Prof. D. K. Henderson, who 
holds the oldest chair of psychiatry in the country, that 
in the University of Edinburgh, and has done much to 


` further the development of psychiatry in relation to the 


State; on Prof. E. L. Kennaway, F.R.S., lately. director 


of the Chester Beatty Research Institution of the Royal 


Cancer Hospital, who laid the foundations of the study of 
experimental carcinogenesis ; on Mr. A. H. MeIndoe, con- 
sultant in plasticsurgery to the Royal Air Force, whose work 
on behalf of the few will be remembered by the many ; on 


' Dr. R. A. Young, consulting physician to the Middlesex 


and Brompton Hospitals, who has for many years exerted 
a soberly progressive influence on the treatment of 
tuberculosis ; and on Colonel G. R. McRobert, lately © 
professor of medicine at Madras. To these and all our 
other colleagues whose honours are listed on another 


page we offer congratulations. | : 


INTERNATIONAL CONFERENCE OF PHYSICIANS 

‘Tue preliminary programme has now been published 
of the international conference which the Royat College 
of Physicians is holding in London from Sept. 8 to 18, 
under the presidency of Lord Moran. The werk of the 
conference .has been divided between the following 
sections: cardiology (chairman, Sir Maurice Cassidy), 
disorders of the chest (Sir Robert Young), dermatology 
(Sir Archibald Gray), neurology (Dr. Gordon Holmes, 
F.R.S.), pediatrics (Sir Leonard Parsons), psychiatry 
(Dr. Bernard Hart), social medicine (Sir Wilson Jameson), 
and general medicine (Lord Moran). The speakers will 
include visitors from America, Belgium, Czechoslovakia, 
Denmark, France, Holland, Norway, Sweden, and 
Switzerland, and the full programme will be found in 
our advertisement columns. Dr. G. B. Mitchell-Heggs 
is the organising secretary of the conference, and doctors 
who wish to attend should apply to him for tickets’ of 
admission at the college, Pall Mall East, S.W.1. 


Dr. LEONARD FINDLAY, consulting physician to the 
Queen Elizabeth Hospital for Children, London, and 
formerly professor of pediatrics in the University of 
Glasgow, died at his home in Farnham on June 14. -He 
was 69 years of age. 
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Modern Care of Old People 


IV 
A CITY’S PROBLEMS 


GLASGOW, the largest municipality in Britain, with a 
population of over 1,000,000, has 120,000 old-age pen- 


sioners. The centre of an industrial area, it has special 


problems, for the poorer people in such an area are said 
to age more rapidly than those elsewhere. Not so long 
ago it was a depressed area, and unless light industries 
are established before the end of the boom in steel and 
shipping it may become one again.’ In 1939—the latest 
year for which returns are complete—the rate of poor 
relief per 10,000 population was 850, compared with just 
over 200 for London and just under 200 for Birmingham. 
Finally, with its heritage of slums and overcrowding 
—60% of the population live in one- or two-roomed 
dwellings—Glasgow must balance the claims of the aged 
against the equally just demands of the young. Against 
this daunting background the welfare and public-health 
departments, and the university authorities largely 
inspired by the late Prof. Noah Morris, have set about 
improving the lot of the old people, and studying their 
needs. Professor Morris recently held one successful 
weekend course in geriatrics for doctors, and hoped to 
arrange others. 
WELFARE DEPARTMENT 

The aged include the well and fit, who are capable 
of living alone or with their family ; the ill, feeble, or 
infirm; and the ailing, who are able to look after them- 
selves with a little help. The first group simply need 
suitable housing. At present some elderly people are 
living in houses with 3-5 rooms, now too large for them 
but suitable for those with large families who are confined 
to small tenement-dwellings. The plan is to help both 
by decanting the old wine into newer (and smaller) 
bottles. The housing committee of the corporation have 
had designed a group of 25 cottages for ageing couples, and 
@ site has been earmarked. New housing estates will 
carry a proportion of houses specially suitable for the 
old. Progress thus will be slow. Sometimes help can 
be given in finding a suitable small house; but these 
are scarce, and their owners more often than not insist 
on selling outright. Other ways, therefore, must be 
found. Glasgow’s experience of hostels for the elderly, 
run by caretakers, has not been entirely happy: com- 
munal bathrooms, lavatories, and kitchens have been 
found to foster communal strife, and the authorities 
have turned their faces against extension of this scheme. 
Instead, they have decided to take over large houses 
and convert them into separate small dwellings. This 
is known to be a temporary and unsatisfactory expedient, 
since most rooms in these houses, being very large, with 


high ceilings and only one window, are difficult and : 


expensive to divide and convert. 


CROOKSTON COTTAGE HOMES 

There is no hint of expediency, however, about the 
cottage homes censtructed at Crookston, five miles 
outside Glasgow, just before the war. Here the welfare 
department decided to set up, near a home for the 
infirm, a village for the aged who are still fit enough to 
keep house. The plan was for 64 flats for couples and 
144 for single people ; but building was interrupted by 
the war, and only half that number was completed. 

Though in open country, the village is within a penny 
bus-ride of shops. Surrounded by grass, the two-story 
buildings are faced with distempered roughcast, and 
have roofs of variously coloured tiles. They are con- 
structed in pairs at right-angles, with a common dayroom 
The ground-floor flats each have a front 
porch, while those on the first floor have a balcony. 
The occupants reach their dayrooms by way of a covered 
corridor. 


\ 
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The front door leads directly into the living-room, 
from which the bathroom and kitchen open. Opposite 
the fireplace is a bed-recess. Every living-room has a 
pull-out table which will seat four, 2 easy chairs, 2 straight- 
backed chairs, and an inset bookcase and cupboard. A 
wireless speaker (supplied from a centrally controlled 
set) can be turned on at will, and there is an electric 
point for iron, lamp, or personal radio-set, as well as 
an electric clock. The room is heated by a coal fire, 
above which is a small oven, suitable for keeping food 
hot or for drying sticks ; and ample coal is delivered to 
the door three times a week. i 

In the bed-recess the light is set at the head of the 
bed ; there are a large wardrobe-cupboard, two chairs, 
and a built-in dressing-table incorporating an electrical 
convector (air heater). The floor, like that of the living- 
room, is covered with linoleum and a rug, and the walls 
are light cream. The rooms are thus light and cheerful. 

Beyond. the living-room a small corridor leads to the 
backdoor.-: On one side the kitchenette contains a small 
electric breakfast cooker, ample cupboards and drawers, 
a storage cupboard with outside ventilator, and large 
drainage boards on each side of the sink. There is 
enough cutlery and china for the entertainment of 
visitors. 

The bathroom-lavatory on the other side of the corridor 
contains a sitz bath (water is heated centrally), and a 
clothes horse for those who wish to do their own washing. 
Normally all laundry is done for the occupants, being 
collected on Thursdays and returned -on Saturdays.. 
Linen and, if necessary, clothes are provided ; uniform 
clothes are of course carefully avoided. 

All the rations are handed over each week to the 
occupants, except 1 oz. sugar and the meat ration. 
These are retained for the midday meals, which must 
be taken in the dayrooms, the aim being to ensure that 
at least one good meal is eaten each day. 

The dayrooms are large and airy, and contain two 
electric fires—one in each of the alcoves—upholstered 
seats along the sides, tables for 6-8, an electric clock, 
Leading off each of them is a small servery, 
with an electric cooker, to which the food is sent for 
distribution from a central kitchen. Strangely, it may 
seem, the old people do not resent this enforced communal 
feeding ; but they strongly resisted the suggestion 
that the dayroom meals should’ be abandoned in favour 
of a united meeting in the large assembly hall, now 
released by evacuees. A communal spirit has grown up 
among the cottagers, who meet in their dayrooms each 
evening in the winter to talk, or play cards or dominoes. 
Sometimes competitions are arranged, and in summer 
the bowling-green is the centre of social life. 

Domestic help is given in the distribution of meals 
and the washing-up of dishes after the midday meal ; 
but the cottagers voluntarily help in this work. Help 
is also available to those who find that housekeeping 
is getting a bit beyond them. No, extra furniture is 
necessary, but cottagers are encouraged to make the 
cottages homely by bringing with them their own 
particular chattels. All like to adorn their windows 
with plants and flowers; but, perhaps because nearly 
all have been tenement- dwellers, there has been no 

demand for personal gardens. 

If a-cottager is off colour, she is visited by a nursing 
sister ; if she proves to be really ill, she is removed to 
hospital, but if she simply needs some extra attention 
she enters the nearby home. Her cottage, if she was 
living alone, is retained for her, at least for a time. 
Those with failing health are admitted to the home ; 
and since this is felt to be a step towards the end, the 
matron, who is responsible for both cottages and home, 
tries to leave it to the cottagers to judgé for themselves 
when their housekeeping days are over. Since the home 
is near the cottages, admission does not mean the end 
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of social life; the other cottagers constantly visit their. 


friends in the home. 

How. has this scheme worked? J udging by the 
spontaneous praise of the cottagers, brilliantly.. They 
appreciate the good houses and their freedom; they 
can come and go when they will, and are subject to no 
rule, except that they shall not be a nuisance to their 
, neighbours. ‘‘ The only suggestion I’ve got,” said one 
old lady, “is that people should have these houses when 
they are younger.” 

Visits are encouraged, for the onë dread in the minds 
- of most is that they might be forgotten. The friends 
and relations, in turn, welcome the chance of a trip into 
the open country. - So far no crafts have been developed 


Cottages at Crookston. — 


in the village, but relatives often help with a little extra 


money ; otherwise everything is found, ane 2s. a week 
pocket-money is provided. 

The cost of the buildings, before the war, was £450 
for a couple’s house, and £345 for a single person’s house ; 
’ the furniture cost an additional £50 or so. The present- 
day overall cost to the local authority of each tenant 
is 51s.. 1ld. per week, including upkeep of the house, 
food, clothes, and pocket- -money. 

In Glasgow, as elsewhere, the authorities are indignant 


that these old people are denied their old-age pension. 


‘Under the Old Age Pension Act of 1906 anyone entering 
a rate-aided institution for maintenance ‘only lost the 
right to his pension. This was perhaps. reasonable 
enough when pensions were non- contributory, and when 
there was a poor-rate. Now pensions are contributory 
and a block grant has supplanted the poor-rate. Repeated 
attempts to get the anomaly corrected have failed. 
Some encouragement ‘to other authorities to follow 


Glasgow’s lead might be provided by transferring the. 


amount of the withheld pensions to the responsible 
authorities. It would, however, be better still—and a 


great deal more just—if the pensions were paid to the 


old people, who could then pay rent and feel that they 
were contributing to their’ own upkeep rather than 
relying on municipal charity. This anachronism extends 
at the moment even to hostels for old people. If these 
were controlled by the housing department, pensions 
would be payable; but since the housing department 
has no autherity.to provide care as well as. shelter, 
hostels must be managed by the welfare department. 


HOSPITALS AND HOSPITAL ANNEXES 


In Glasgow, as elsewhere, more hospital beds for the 
aged, and particularly for female medical and psychiatric 
cases, are badly needed. Here, as in other centres, the 
load falls principally on the municipal hospitals. At 
Stobhill Hospital the elderly are deliberately not segre- 


gated from other patients during investigation, nor are 


they immediately divided into acute and chronic cases. 
The belief, now often expressed, that geriatric units should 
be established in acute hospitals is resisted on the score 
that treatment of the aged, though it may be open 
to special research, is not in itself a specialty but belongs 
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to the general body of internal medicine. . The establish- 
ment of geriatric units, it is held, would only divorce 
still further the treatment of the aged from general 
medicine. This divorce is so complete in many teaching 
hospitals that most consulting physicians have no 
experience, and thus no interest, in the problems: of 
ageing; while students who later, in practice, must. 
remedy the ills of the aged are never trained for the 
task. 

The hope of many in Giaesow. is that units: for the 
long-term sick will be established as part of, and staffed 
from, the acute general hospitals. Patients would be 
transferred to these long-term units only after preliminary — 
investigation. in the acute general wards. This would 
ensure continuity of treatment, and also impress nurses 
and junior doctors with the importance of such units ; - 
they would thus become more ready to serve in them. 

In Glasgow, as in many other, centres, long-term 
patients are accommodated in - institutions under the 
welfare departmént. These institutions admit a' few 

“casuals,” also receiving a number of non-sick elderly 
people who. require accommodation ; and there is thus 
a reasonable case for retaining them ‘under the welfare 
department. At the same time, if, under the new Act, 
the welfare institutions (which at the present time. are 
not designated as hospitals) remain under the local 


_ authorities while the hospitals, as is certain, pass out 


of. local control, close liaison will be almost impossible. 
The solution may lie in transferring the ‘‘ casuals,”’ where 
these are greatly outnumbered by the ailing, to other 
institutions, and placing the existing institutions wholly 
under hospital control. 

Staffing of these institutions is nowhere easy. In’ a 
large Glasgow institution a plentiful: supply . of .keen 
and efficient nurses has been obtained by recruiting 
ex-Servicemen with previous nursing experience, but the 


supply of female nurses still remains difficult. - Equally, 


the supply of Queéen’s nurses, who undertake as part 
of their. general nursing duties the care of a good number * 
of elderly chronic sick at home, is also limited ; and 
recruitment to the service is-diminishing at present. - ‘On 
the other hand, Glasgow public-health department has 
established a most successful scheme of home’ helps. 
Over 400 are employed, three-quarters of them dealing 
with cases of general sickness, a large number of which . 
are of the elderly infirm group; the remaining quarter 
is allocated to maternity cases. It is already' evident 


that this organisation is saving hospital beds by providing 


assistance to relatives. In addition, the helps have 
proved most useful in looking after elderly persons living 
entirely alone. So far the services of the helps have 
had to be limited to a certain period of time, but. 
experience is showing the scheme to be adaptable to 


future needs, and it is hoped that it will become an 
“integral part of the ale ie for the care of the 


chronic sick. 
FUTURE PLANS 


The present aim is to link more closely the Tepes 
with the long-term unit on the one hand, and with the 
home and hostel on the other. Glasgow hospitals would, 
in particular, welcome any improvement in the “ model?” 
lodging-houses, since many of the patients readmitted 
from these places—for example those with, chronic 
chest conditions—would not need to return to: hospital 
so soon or so often if they had a little more care and. 
attention outside. Perhaps the answer lies in hostels 
controlled not by caretakers but by wardens. When 
the hospitals pass outside local control institutions inter- 
mediate between the hostel and the hospital may be set 
up. The purpose behind all planning is to keep old people 
on their feet for as long as possible and to enable them 
to remain independent. 

One proposal is that clubs should be set up, along 
the lines of the Peckham experiment. To their members | 
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these clubs would afford a means of occupation and 
community of interest ; while for research-workers they 
would provide unparalleled opportunity for studying 
senescence. - They could, moreover, fulfil other useful 
purposes: members could be trained in profitable 
crafts ; social services could be extended to members’ 
homes; and the clubs could act as links between hospital 
and home. It is thought, too, that the provision of 
physiotherapy might help to reduce the call on hospitals. 
An essential condition of membership would be periodic 
physical overhaul; and though older people might not 
take to it as readily as the younger, it is anticipated 
that, once the ice was broken, this would not deter many 
from participating. Since the clubs would have to be 
close to members’ homes, many would be needed to 
cover such a large city as Glasgow. It may be hoped, 
however, that this objection will not prevent the enra DIEN: 
ment of at least one or two pilot units. 


Special Articles 


HOSPITAL RECORDS 
A Plea for Reform 


H. Corron 
F.S.S. 


, RECORDS OFFICER, NUFFIELD BUREAU OF HEALTH AND 
SICKNESS RECORDS, OXFORD 


DURING the next few years there will be much dis- 
cussion about the form and nature of records to be kept 
by hospitals, health centres, school medical departments, 
and practitioners in all arms of the National Health 
Service. It is believed that in the new service hospital 
morbidity statistics will be colected on a national 
scale, with provision for central, or at first regional, 
analysis. Many hospitals, aware of this possibility, 
are overhauling their records systems. 

‘Inspection of the systems used in a number of large 
voluntary hospitals reveals a serious situation. The 
fact is that records, in most of our great institutions, 
have not occupied their rightful position. This is no 
mere question of filing and indexing; the root of the 
trouble is deeper. If it be true (as medical students are 
continually being reminded) that a patient is not simply 
a brain, a stomach, a complex of nerves, an assembly of 
tissues, but a whole individual, then it is a fundamental 
mistake to record his medical history in a series of 
unconnected notes. As specialisation in medicine grows, 
and as the unity and continuity of medical care is 
destroyed, so there is increasing need to integrate the 
findings of each separate specialist and to reconstitute, 
on -paper at least, the whole individual. In so far as 
the unit is not the whole individual, but rather some 
anatomical fraction of him or some episede in his life, 


the human concept recedes and the record becomes a 


handful of jottings about a sick heart, a sick bladder, 
or a sick brain. | 

Some hospitals keep separately their records of 
inpatients and outpatients, who are often the same people ; 
and the link between the two records is often tenuous. 
Others keep separately the records of patients dealt with 
by different wards and clinics. One of the largest 
hospitals in the country is at present considering a 
proposal that each medical and surgical “firm ’’ shall 
maintain its own clinical record system. Many hospitals 
have no department which can be described as the 
records department ; records are sometimes a sideline 
of almoners, sometimes a sideline of stewards. Rarely 
are records regarded as worthy of specialisation. Several 
independent staffs may operate the records system— 
for example, outpatients may be registered in one place 
and their records filed in another, while inpatient records 
are stored several blocks away. Sometimes members of 


repetition. 


these unconnected staffs are unaware of what happens 
to records outside their own offices. Never is this lack 
of codrdination more apparent than when a record goes © 
astray. Requesta for a missing record travel from one 
person to another, with much fruitless searching, and 
finally no-one is really to blame. Even if the missing 
record should turn up among the magazines in the house- 
men’s common-room, the person requiring it is so thankful 
to get it that he rarely institutes measures to prevent a 


FILING THE NOTES 


Again, in some hospitals records are held of so little 
account that their accessibility is not regarded as 
important. Often they disappear into the maw of a. 
primitive filing system. Sometimes one finds that 
inpatient records are bound in volumes, each volume 
containing perhaps 100 notes of cases seen by a particular — 
physician or surgeon. Within the covers of the volume - 
the notes may be arranged in chronological order or they 
may not. When an old note is wanted, it is necessary 
to know a number of details, including the name of the 
physician or surgeon (who may have been dead for years), 
the date of the patient’s admission, and the number of the 
note in the volume. The patient’s name and present 
address, together with a vague notion of the year in which 
the patient last came to hospital, may be all the informa- 
tion one possesses. It becomes necessary to consult 
more indices and musty old registers in order ,to find a 
clue which will lead to the right volume. On finally 
emerging triumphantly with the book, one is condemned 
to carry round with the prize 99 ‘unwanted notes. I 
have seen 20 bound volumes, containing 2000 notes, on | 
the desk of a surgeon who wished to look through 70 
cases of a particular disorder. The 1930 notes he did 
not need sat in front of him for several days ; anyone else 
wanting to see any of them would have had to wait his turn. 

Also it is too much to expect good notes to be made if 
the writer knows that they will be read by the patient. 
In some of our most famous hospitals the patient is 
handed his own notes, and naturally he whiles away the 
waiting time by reading them. He may even transcribe 
them and take the copy to be solved like a crossword 
puzzle with the aid of a dictionary. (Indeed I know of 
a case in which a note was returned by the local cleansing 
department, having been retrieved from the dustbin 


-into which the baffled patient had hurled it.) When a 


patient is attending more than one department of a` 
hospital and has separate notes for each—all of which he 
can read if he likes—he is apt to form a low opinion of 
an organisation which cannot build its several bricks 
into a respectable wall. 

Organisation is not the only trouble. If the medical. 
staff do not regard notes as valuable documents there is 
no incentive for the administration to plan their proper 
care. Notes belong to the hospital and should not 
be kept at: private consulting-rooms for long periods. 


. On the other hand, the hospitals should provide proper 


secretarial help so ‘that visiting staffs can dictate notes 
before they leave the hospital ; for if this is not done the 
doctors can hardly be blamed for pocketing the notes’ 
and dictating additions to their own secretaries at some 
convenient time. p 
To continue the catalogue of defects would be tedious. 
Enough has been said to show that a revised record- 
keeping system should be based on the patient as the 
unit, and that however many hospital admissions he may 
have had, however many different departments he may 
have visited, and however long the intervals, all the 
information should be kept together in ordered fashion, 


-s0 that the record shall provide a complete account 


of his whole hospital experience. This account, as- 
we have seen, can only be complete and uninhibited 
if its circulation is restricted to those responsible for 
the patient’s care. 
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SUGGESTED SYSTEM 


“ Merely to collect in a single folder all the data 
‘ on one patient does not accomplish the purpose of a 
unit record” 1: the material must be so arranged 
that any particular kind of note is identifiable among 
the others, and the general outline of the history 
immediately apparent. With a record which covers 


TABLE I—CASES OF GASTRIC DISORDER DISMISSED FROM 
HOSPITALS IN OXFORD AREA DURING 1945 


X- 
as Males Females Tatio 
a st ee À M/F 
% % 
Gastric ulcer .. 22 3-6 Ka 2-4 
Duodenal ulcer. . 52 8°5 5 1-2 10-4 
Other gastric dis- 
orders y 535 87:9 415 96-7 1:3. 
Total 609 | 100-0 429 100-0 1-4 


numerous admissions and numerous outpatient attend- 
ances, this is far from simple. The choice lies between 
(1) a strictly chronological arrangement of the material, 
and (2) the grouping of all the notes of one type—e.g., 
` pathological reports, radiological reports, and operation 
notes. This assembly of all the special reports of a single 
_ kind is tempting in that it makes it easy to follow progress 


in that particular line, but the temptation should be- 


resisted. A front sheet which details the several admis- 
sions and periods of outpatient attendance, and the 
diagnoses, followed by a chronological record consisting 
of progress notes interspersed with special reports, 
provides the most practicable answer. This mixture 
need not*be confusing if each of the component forms has 
a distinctive mark, enabling it to be recognised at a 
glance, and if each has its own place in the notes. A 
parti-coloured mass of papers is not desirable; all 
records should be made on white paper, and these can be 
distinguished by tabs “‘ staggered ” down the margin, 
or by coloured signals printed in a corner. : 

Elaborate pro-formas should not be indulged in too 
freely, since these tend to formalise note-taking, and, 
` as many good judges think, encourage staffs to rely upon 
printed headings at the expense of narrative. The 
indispensable headings appear to be those for identifica- 
tion data, personal and family history, account of present 
complaint, physical examination, provisional diagnosis, 
_ and progress notes. Radiological, operation, anesthesia, 
electrocardiographic, and other special reports, diet and 
prescription sheets, photographs, temperature charts, 
authorisations of various kinds, and correspondence 
will complete the normal record. 

From a note thus assembled the registrar should pre- 
pare a summary, of which a copy should be furnished 
to the patient’s private doctor. Lastly, from the notes 
and summary, a coded ‘“ transcription ” should be made 
of the basic demographic and clinical data, to be used in 
a card-recording system. This may work on ordinary 
index cards, on hand-sorted punch-cards (holes round 
the edge, needled out on demand), on rod-sorted 
punch-cards (slotted cards, hand-operated sorting in a 
selector-box), or machine-sorted cards (machine-punching, 
electrical, or mechanical sorting and tabulating). 


COLLECTING THE DATA 


The transcription of much clinical data—for example, 
in a detailed survey of a particular disease—should be 
made by someone medically qualified. For pictures of 
the case-load and case-mortality, diagnostic frequencies, 
and age and sex distribution, transcription by lay workers, 
if they are properly trained, is usually satisfactory. | 


1. Kurtz, D. L. Unit Medical R 
New York. 1943, ecords in Hospital and Clinic, 
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From good basic records card-systems can be built 
up which will save the clinician, hours of laborious work.. 
Lately an obstetrician told me that he had set his staff 
to sort out from 10,000 case-notes all the cases of placenta 
previa; every note had to be scrutinised. When found, 
the wanted notes would then be further examined for 
several variables, after which correlations would be 


. attempted. Even if 200 notes an hour were scanned 


(an unlikely average) this meant 50 medical man-hours 
on the first search. Had the notes been transcribed 
pari passu as suggested above, and cards punched for 
machine-sorting, the wanted cases could have been 
isolated in half an hour. The selected variables could 
then have been tabulated for correlation in a few hours ;. 
and the notes themselves ‘‘ pulled ’’ for more detailed 
inspection, if necessary. | 3 

The value of hospital records for clinical research 
needs no emphasis; but, as this is a plea for better 
record-making, a straightforward example (with no 
pretension to originality) may be conveniently included 
here. Table 1 refers to 1038 cases of gastric disorder 
“ dismissed ” from (i.e., discharged from or dying in) 
hospitals in the Oxford area during 1945. The machine 
cards were extracted from a pack of 16,655 cards (all 
diagnoses) in 1!/, hours. 5o 

The table shows that for every 10 diagnoses of gastric 
disorder in women there were 14 in men. For every 
woman diagnosed as duodenal ulcer there were 10-4 men, | 
and for gastric ulcer there were 2-4 men for every woman. 
Every 12th man in the whole group had a duodenal 
ulcer, but only every 85th woman. These figures invite 
further inquiry. The absolute numbers are small, it is 
true, and the argument for uniform records is strengthened 
by this fact. Bigger numbers are needed if solid inferences 
are to be drawn. What is the national experience, and 
how do regions compare in the matter of the ulcer sex- 
ratio, for instance ? What is the occupational distribu- 
tion ? There are plenty of guesses, but no figures. And 
as in this one simple instance, so it is in many more 
difficult problems: the mortality-rate from appendicitis 
is known but not the morbidity-rate ; the cancer death- 
rate per 1000 population but not the cancer incidence- 
rate; the number who succumb to rheumatic heart- 
disease every year but not the number who suffer and 
live on in a state of permanent cardiac impairment. 
These and many other questions can be investigated, 


~ along with questions of symptom-frequency in certain. 


TABLE II—OXFORD AREA PATIENTS DISMISSED IN ‘1946: 
SELECTED DIAGNOSIS GROUPS BY PAY-STATUS AND AVERAGE 
DAYS’ CARE * ee ) i 


a aa 


Digestion 


Circulatory | Respiratory ! 
~- disorders disorders disorders Injuries 
Ba eee es — 
Group No. | Aver- |. No. | AVer-| No. | Aver-| No, Aver- 
pa- stay Ete stay | P8 | stay | _ pa- mn tar 
tients (days) tien (days) tients (days) tients | (days) 
Payt ..| 433 | 61-1| 705 | 16-4 | 2762 | 10-2 1202 | 17-6 
Non-pay | 42 | 240| 87 |220| 236| 128 509 | 21-4 
Pay status oo | a 
unknown; 52 | 20-4 | 91 14-8 454 8-0 | 385| 11-2 
Total ..| 527 | 54-0 | 883 | 16-4 | 3452 | 10-1 | 2096 | 17-6 
| f } 


Wi ck a a eee i ne 

* 10 patients, each with over 1000 days’ care, are excluded. 

t Includes private, full pay, part pay, and contributory-scheme 
- patients. - ’ | 

diseases, treatment responses, operation results, anzs- | 

thetic reactions, and the like. : 


POSSIBILITIES OF HOSPITAL STATISTICS 
There is: also the medical-administrative aspect of. 
hospital statistics. In an analysis? of 576,623 patients 


2. Deardorff, N. R., Fraenkel, M. Hospital Discharge Study, 
vol. i, New York, 1942. : 
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TABLE 1II—OXFORD AREA: FRACTURE CASES DISMISSED FROM 
HOSPITAL, 1946 


- Males all ages 


Motor-vehicle accidents ; 199 | 25-7 | 55 122 

Falls, &. ..  .. n | 192 | 24-8 238 61-7 

Other injuries | 383 | 49°5 | 93 | 241 
Total | 774 | 100-0386 | 100-0 


. TABLE IV—OXFORD AREA: PERCENTAGE OF FRACTURE CASES 
BY AGES DISMISSED FROM HOSPITAL, 1946 


| Males Females 


— | an | | All! 
ro 55-65 (65-70, 70-75| 75 + ! ages 5 -6565-70 70-75 75 + 


A [267220 12-0 ri dee ous oe 5:9 2:9 9-6 
B a 


PEPESE PESEN EE EAE | a cee | gee EEE E EA 


n a a PL PUTO oP Ire nese Sra 


otal 200: 0 |100: 0 100- ‘0! ak 0 oios 0 100-0 Ton 0 “i 0 100-0 |100-0 


| 
A= Motor-vehicle accidents; B = Falls, &c.; C=Other unes. 


discharged from New York hospitals in 1933 a question 
was raised which, if it could be answered, would be 
highly relevant in Britain today. ‘‘ To what extent do 
factors other than diagnosis influence length of hospital 
stay—that is, what reasons may cause patients with the 
‘ game diagnosis to require hospital treatment of different 
duration ? ” There is an obvious relation between age 
of patient and length of stay, and there is also a finance 
relation. A table published in the New York study showed 
that ‘“‘ pay’’ patients (full or part pay) had a shorter 
overall average stay than ‘‘ non-pay ” patients. “ Pay ”’ 
patients stayed an average of 11 days each, “free” 
patients 16 days each, and “ public’ charge ” patients 
21 days each. A survey of 60,743 Ontario patients in 
1938 revealed that patients paid for by government and 
municipal authorities stayed longer than ‘‘ paying” 
and ‘private’ patients. According to the report >? 
“ average durations of care by sex, age, and diagnosis 


show ‘uniformly that the duration of hospital care among 


those whose maintenance is paid for by the State is con- 
sistently and substantially higher than for patients who 
contribute to the cost of their maintenance.” What is 
the British experience ? The records which could have 
furnished it have not been kept. The Oxford area 
experience for 1946 is given in table II. 

Because of the numerous patients in the “ pay-status 
unknown ” category, it is not possible to say whether 
non-paying patients stay consistently longer than paying 
patients, but in three of the four groups of disorders they 
appear to stay a little longer. The high average stay 
of paying patients with circulatory disorders is caused 
by a small number of chronics in local-authority hospitals. 

The Oxford figures by themselves cannot be taken as 
representative of British experience. To a country 
which is about to convert all its inhabitants into non- 
paying patients, an extension of table 11 to national 
dimensions would be valuable. (This table, necessitating 
the sorting, counting, and tabulating of 6968 machine 
cards by diagnosis, pay status, and days of care, was 
prepared in 4!/, hours.) 

There is a third direction in which hospital statistics 


can be helpful—i.e., in throwing light on the problems | 


of everyday life. ‘‘ Keep Death Off The Roads” is a 
commendable slogan, but tables 111 and Iv suggest that 
“ Keep Injury Out Of The Home” is equally desirable. 
These tables were produced from machine-card tabula- 
tions in less than one day. 


3. Ontario Department of Health, Division of Medical Statistics : 
Survey of Public General Hospitals in Ontario, 1940, 
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THE THREE ESSENTIALS 


I realise that the clinician’s attitude towards a drive 
for better documentation and better statistics in hos- 
Already 
having crowded wards, heavy outpatient duties, and 
much paper-work, he will give but a faint welcome to 
ideas for improved notes and scientifically designed tran- 
scriptions. Some, indeed, harbour a definite prejudice 
against the routine tabulation of data; doctors are not 
the only people who have a deeply rooted suspicion of 
statistics. But few will dispute the merits of the unit 
medical record system, and none, one may hope, will 
object to the rationalisation of record-keeping as distinct 
from record-making ; the introduction of time-saving 
techniques for registering and filing records and pro- 
ducing them on demand; the employment of such 
commonplace aids to efficiency as folders and stationery 
of uniform size, designed for simplicity and speed in use; 
and the maintenance of diagnostic indices. To what, 
then, would hospital clinicians commit themselves if they 


_ consented to the modernisation of their hospital records ? 


Only these three conditions are essential : 


1. Consultants would require all members of their firms 
or units to maintain a high standard of note-taking 
and would personally ‘‘ audit” notes on occasion ; 
registrars would conscientiously summarise notes 
and supervise the note-taking of housemen; junijors 
would make it a matter of pride to take adequate, 
lucid, legible notes routinely, realising that by so 
doing they would be preserving factual data of 
cumulative value. Department heads would recognise 
that their contributions should fit in with the master 
records-plan. 

2. All would recognise that record-keeping and analysis 
are specialised activities, involving complicated tech- 
niques for those immediately responsible, and compar- 
able in this sense with those of the pharmacist, the 
almoner, and other medical auxiliaries. These activities 
necessitate the employment of a trained hospital 
records officer with a proper allocation of staff, space, 
and equipment. | 

3. Some hospital clinicians would serve on a records 
committee, meeting regularly for an operational 
check-up and to pass Judgment on new ideas, all of 
which would be submitted to the committee before 
being put into action. 


AMERICAN DERMATOLOGY 
FROM A CORRESPONDENT 


IN opening the 67th annual meeting of the American 
Dermatological Association, held at Murray Bay, Canada, 
on June 2-5, Dr. PAuL A. O’LEary, the president, 
discussed the American methods of training dermato- 
logists, and said that in the United States more ex-Service 
doctors had applied for postgraduate instruction in 
dermatology than for instruction in any other branch of 
medicine. His address was followed by 24 papers, each | 
discussed at some length by several of the 84 members. 
who attended. All these communications will doubtless | 
be published in due course, but shortage of paper is. 
retarding the speed of publication in the States, as in 
Britain, and is regarded by many’ authors as a most 
irksome handicap. - 

Papers by J. Gardner Hopkins on the treatment of 
symmetrical lividity and hyperidrosis of the feet,’ by 
F. G. Novy, jun., on a severe form of acne developing in 
the tropics, and by Everett C. Fox on thermogenic 
anhidrosis revealed the interest which American dermato- 
logists have taken in some of the problems they 
encountered during the war. Several contributions, — 
particularly one by H. L. Keim, A. E. Palmer, and — 
D. L. Frisch concerning plasma proteins and dermatitis, 
illustrated their concern with biochemical findings. 
J.-H. Lamb, E. S. Lain, C. Keaty, and A. Hellbaum 
submitted a paper on the steroid hormones in dermato- 
myositis, lupus erythematodes, and polymorphic light- 
sensitive eruptions, and it was evident that their investiga- - 
tion is likely to bring us much valuable knowledge.. 
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J. F. Burgess, of Canada, contributed observations on 
the effect of vitamin E on collagenous tissue; his work . 


may eventually connect with that of Lamb and his 
-` colleagues, and be useful both to the theorist and to the 

clinician. A different aspect of the biochemical approach 
to dermatology was shown by L. A. Brunsting and H. L. 
Mason in an inquiry into the relationship of porphyria 
and photosensitivity. 


Interest in histology has not waned: H. Beerman’s 


paper on hypertrophic Darier’s disease and nævus 
ee papilliferus, C. W. Laymon 

Fisher’s paper on the diagnosis of necrobiosis 
lipoidica diabeticorum, and S. W. Becker’s views on 
pigmented nævi were all ably discussed. 


J. J. and W. D. Eller with J. W. Goldzieher reported | 


studies of over 450 biopsies made to determine the 
cutaneous effects of local applications of natural cestro- 
gens. ‘They found that these caused epidermal prolifera- 
tion. Comment on this communication was brisk, for 
apparently in America creams and ointments containing 
ceestrogens are being used for purposes which are largely 
cosmetic. An eminent speaker summarised the opinion 
of most members when he said: ‘‘ When a lady asks 


me if she should use creams of this nature I tell her that . 


they will do her no good and may do her a great deal of 
harm.” This is an obiter dictum which we may well 
adopt. 

One authority used a method of presenting material 
which is not widely known in Britain. He had sub- 
mitted a number of questions to several colleagues and 
_ had received a hundred replies. To display the answers 
he used lantern-slides, each of which showed the question 
followed by a statistical summary of the answers received. 
By this devicé the analyses of the answers to some half- 
dozen critical questions were rapidly conveyed to his 
audience, who were thus spared the fatigue usually 
engendered by the recitation of ee 

At the end of the meeting Dr. J . GARDNER HOPKINS 
was inducted to the presidency. | 


——— 


BIRTHDAY HONOURS l 
THE honours list issued on June 12 contains the 


following names of members of the medical profession : 


P.C. G l 
Sir GODFREY HUGGINS, C.H., K.C.M.G., F.R.C.S. 
-= Prime minister of Southern Rhodesia since 1934. . 


K.C.B. 
Surgeon Vice-Admiral HENRY St. CLAIR COLSON, C.B., C.B.E., 


M.B. Lond. 
Medical director-general of the Navy. 


K.C.V.O. 
Sir Huon LETT, Bt., C.B.E., D.C.L., M.B. Vitt., F.R.0.S." 
Hon. secretary, King Edward’s Hospital Fund for London. 
Surgeon Rear-Admiral Henry Exrrıs YEO WHITE, c.v.o., 
O.B.E.,M.D. Edin. =| 


Knights Bachelor 


WELIAM Norwoop East, M.D. Lond., F.R.c.P. 
` For services to the study of criminal psychology. 
Davin KENNEDY HENDERSON, M.D. Edin., F.R.c.P. © 
Professor of psychiatry, University of Edinburgh. 
ERNEST LAURENCE KENNAWAY, D.M. Oxfd, D.sc. Lond., 
F.R.C.P., F.R.S. 


Lately director: Chester Beatty research institute, 
Royal Cancer Hospital, London. 

ALEXANDER McCaLt, M.D. Glasg. 
For public services. i 

ARCHIBALD HECTOR MCcINDOE, C.B.E., M.B. N.Z., M.S. Minn., 


F.R.C.S., F.A.C.S. 
Civilian consultant in plastic. surgery to the R.A.F. 
Colonel GEORGE REID MCROBERT, C.I.E., M.D. Aberd., F. R.C.P., 
I.M.S. 
Inspector-general of civil hospitals, Bihar; lately professor 
of medicine, Madras Medical College, and, physician, 
Madras General. Hospital. 
THOMAS WILLIAM MEAGHER, M.B. Melb. 
Lord mayor of Perth, Western Australia, 1939-45. 
ROBERT ARTHUR YOUNG, C.B.E., M.D. Lond., F.R.C.P. 
Consulting physician, Middlesex Hospital, London. , 
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C.B.. | 7 
Major-General Wr1am Foot, M.C., M.B. Dubl., K.H.?., late 
B.A.M.C. 
C.M.G. 


. JoHN Matcoum,.M.p. Edin. 


Professor emeritus of physiology, University of Otago. 
Colonel Pure GRAHAM STOCK, C.B., C.B.E., M.B. Brist., 
F.R.C.P. i | 


Medical officer, Ministry of Health. 
| C.I.E. 


Colonel LLoyD Kmmwoop. LEDGER, O.B.E., M.R.C.8., I.M.S. . 
Inspector-general of civil hospitals and director of 
public health, Central Provinces and Berar. . 


C.V.O. 


GEOFFREY SYDNEY Topp, 0.B.E., M.B. Sydney, F.R.O.P. 
Superintendent, King Edward VII Sanatorium, Midhurst; 


.C.B.E. (Military) 


Surgeon Captain ROBERT GREGORY HENDERSON, M.D. Aberd., 


.R.N.V.R. 
C.B.E. (Civil) 


EDWIN ARTHUR BLOK, L.R.C.P.E. ' ; 
Lately assistant director of medical services, Ceylon. 


' GEORGE LINDOR BROWN, M.B., M.SC. Manc., F.R.S. 


Member of the scientific staff of the Medical Research 
Council; for services to medical research. in the Royal 
Navy 
HENRY eee COOKSON, M.B. Edin., F.B.C.P.E. 
For public services in the county of Durham. _ 
Erro WILFRED FISH, M.D. Manc., p.sc. Lond., L.D.S. 
Dental surgeon, St. Mary’s Hospital, London. 
CONRAD TRELAWNEY FITZ-GERALD, M.D. McGill. 
. M.H.O. for the department of public health and welfare, 
_- Trinity East, Newfoundland. 
JAMES ANDREW GUNN, D.M. Oxfd, M.D., D.sc. Edin., F.R.0.P. 
Chairman, British Pharmacopæia Commission. 
SAMUEL THOMPSON IRWIN, M.CH. R.U.I., F.R.C.S.E. 
Chairman, Northern Ireland Medical War Committee. 
ALDWYN Brockway. STOKES, B.M. Oxfd, M.R.C.P. 
Lately member of the National Advisory Council on the 
Employment of the Disabled. 
Kuona Kam TAK, M.B.E., M.B. 
. For public services in the Malayan Union. 


O. B. E. (Military) 3 


Surgeon Commander EpwaRp WILLIAM BINGHAM, M.B. Dubl., 
R.N. 
Lieut.-Colonel CHARLES DAVID BRUCE, M.B. Edin., R.A.M.C. 
Lieut.-Colonel FREDERICK GRACE SMITH, M.B.E. 
Officer commanding, Ceylon Medical Corps. 


O.B.E. (Civil) 
VERNON FITZCLARENCE ANDERSON, M.D. Lond., C.M. S. 
Senior medical officer, British Honduras. 
Major HUBERT JOSEPH CURRAN, M.B. N.U.I., I.M.S. - 
Principal of the medical school, Darbhanga, Bihar. 
Miss CATHERINE HARROWER, M.B. Glasg. 
Member of the Glasgow burgh insurance committee.. 
Davip Win Hooptkss, 8.sc. Lond., L.M.S.S.A., C.M.S. 
Lately principal, Central Medical School, Suva, mii 
Norman Howarp J ONES, M.R.C.S. ` 
Director, medical department, British Council. 
Lieut. -Colonel ROBERT KELSALL, D.S.O., M.D. Lond. 
Chairman, High Wycombe medical board. 
KrikorR SOLOMON KRIKORIAN 
Senior medical officer, Palestine (honorary). 
Miss Soo Kim LAM, L.M.S. 
For public services in the Malayan Union tout: 
Davip JAMES MASTERTON MACKENZIE, M:B.E., M.B. Edin. 
Director of medical services, Bechuanaland Protectorate. 
WATERP Eric STANLEY MERRETT, B.M. Oxfd, C.M.S. 
- Acting principal of the medical school and lecturer in 
‘physiology, Nigeria. 
PATRICK JOHN MONAGHAN, M.B. tona. 
Chief medical officer, Western Samoa. 
Lieut.-Colonel WILLIAM THOMAS TAYLOR, M.B. Belf., I.M.S. 
Deputy director-general, Indian Medical Service (Stores). 


M.B.E. (Military) 
Major JoHN COLSTON BABBAGE, M.B. Manc., R.A.M.C. 
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M.B.E. (Civil) 


KRISHNALAL VITHALDAS ADALJA, M.B. : 
For public and social welfare services in Kenya. 
Captain NUGENT Davy JEKYLL, M.B. Camb., I.M.S. 
Agency surgeon and medical officer, Chitral State Scouts, 
North-west Frontier Province. 
RoBERT Scorr REID, M.B. Glasg. 
Admiralty surgeon and agent. 
LAYRESTON HEWLEY WHARTON, M.R.C.S. 
Medical superintendent, Leprosy Hospital, British 
Guiana. : 
A.F.C. 
Wing-Commander RoBERT MAYCOCK, M.R.C.S., R.A.F. 


` Kaisar-i-Hind Medal 
Miss CAROL JAMESON, M.D. Stanford, F.A.C.S. 
Vice-principal, Missionary Medical College for Women, 
Vellore, Madras. 


Reconstruction 


NURSES AND STATE REGISTRATION 


OUR CORRESPONDENT REPLIES 


(OUR leader last week entitled Responsibility of the 
Nursing Profession draws the following comment from 
the author of the article published in this column on 
June 7.) 


THE NEED FOR AN EXTERNAL STANDARD 


Discussing the suggestion that every training school 
might be allowed to develop its own curriculum and give 
its own certificate under a system of central approval 
and recognition of training schools you say that “ the 
chief objection to such a plan is that it might intensify 
the snob differences which—though the common State 
examination has done much to dispel them—still linger 
between different schools.” The nurse from a famous 
London voluntary hospital, you maintain, would have 
a much better standing, when it came to applying for a 
senior post, than the nurse from a relatively obscure 


‘school ; the training schools already differ far too widely 


in their standards. | 

But here surely is confusion of two different things. 
Considerations of snobbery may be relevant if it is 
alleged that social status rather than merit determines 
admission as a student, but to suggest that it is likely 
to intensify ‘‘ snob” distinctions if some schools are 
encouraged to go ahead and surpass others, and the 
students thereby attain prestige, is—let us be quite clear 
about this—to argue for a levelling down to a dull 
uniformity of mediocrity. This form of argument is 
only too common today, and it is already recognised in 
many quarters to be responsible for serious blunders 
in the field of secondary education. Progress implies 
difference, and the remedy is so to arrange the machinery 
as constantly to raise the standard of the backward 
without introducing a drag upon those that lead. The 
very fact that after twenty-seven years of State regis- 
tration as now operated it can still be said that the 
training schools “‘ differ far too widely in their standards ” 
is evidence of the bankruptcy of the present system. It 
is far from clear that ‘‘ the common State examination 
has done much to dispel them.” Surely in the educational 
field we are not to aim at a system which shall rein 
back the leading schools in order not: to prejudice the 
prospects of those who are not so fortunate as to gain 
admission to them? Rather a campaign should be 
waged against this popular misapplication of democratic 
thinking whenever and wherever it rears its head. 

You may say, however, that you were not advocating 
uniformity, but, as you put it a little further on, urging 
that the public “‘ deserve to know that a S.R.N. has 
carried out a given set of duties, just as they deserve 
to know that a doctor has had to cover certain well- 


recognised ground before he is allowed to register.” 
Two things need be said on this. First, beware of the 
comparison with the doctor on the point of registration 
vis-a-vis the public. It is well to remember Miss 
Nightingale’s vigorous and formerly well-known observa- 
tions on this subject ; she was wide awake to the dangers 
of this analogy. Secondly, though there is undoubtedly 
a need for some guarantee of a standard external to the 
training school, it is by no means clear that the present 
system achieves a desirable result. It does enable the 
nurse who comes from the little-known training school 
to claim that she is at any rate s.R.N. But if the S.R.N. 
is attained only by a process of cramming, as it often 
is, is it right and desirable that the external standard 
should count for more than the considered opinion of the 
training school ? What of the girl who has concentrated 
on her patients rather than on cramming for “ the 
State ” ? It is relevant to ask whether the present system 
does not achieve even this doubtful result at too heavy 
a cost in losses by the wayside, and only by diverting 
attention away from “ training ” to “ examination tests.” : 

It should not be taken for granted that a diversity of 
standards in different training schools will automatically 
lead to a lowering of standards in the less advanced 
schools, with a corresponding loss of prestige attaching 
to their certificates of proficiency. We are not comparing 
the present system with one in which common standards 
are non-existent (as they were before 1919), but with an 
alternative system which replaces the central examination 
by new inachinery better adapted than the present to 
secure an all round upward movement. Standards, and 
effective standards, there must certainly be. 


A UNIFORM GROUNDING FOR ALL ? 


Your leader refers also to the importance of making 
sure that all entrants get a thorough and uniform 
grounding in bedside nursing. So far so good; all will 
agree about the importance of this, but you then seem 
to lean towards the idea that all entrants should begin 
in the ranks and be selected for further training on their 
merits. The idea of a two-year “‘ basic course ’’ has been 
widely and influentially advocated, and it is a separate 
aspect of the subject which itself requires more serious 
consideration than it has so far received. There are 
perhaps two main difficulties and dangers. 

First, there is the point touched on in your leader— 
that educated and intelligent girls would be put off if 
asked to undergo a simple practical course comparable 
with that now offered to the assistant nurse. You say 
that some senior public-school girls readily agreed that 
they would find practical work stimulating as a change, 
and agreed too on the importance of equal opportunity - 
for all. This reaction is entirely intelligible, but the 
point cannot be so easily dismissed. The headmistresses 
and careers mistresses of our schools—and intelligent 
parents too—are already inclined to look on nursing 
as a career for those not quite equal to the more exacting 
standards required by careers such as medicine or 


teaching. Anything that tends to harden this attitude 


will adversely affect the recruitment to nursing of the 
most able girls. If a two-year basic course obligatory on 
all entrants increased the numerical entry it might well be 
at the cost of a fallin quality, a tendency which is already 
apparent and which it is of the utmost importance to 
correct. We need the numbers—is there a way out of 
this impasse? The problem and the difficulty surely 
spring from the conception of over-all uniformity, which 
since 1919 has dominated our thinking: allow diversity, 
and there will then be schools ‘calculated to appeal to 
the able as well as others adapted to those of a more 
practical or domestic type. 

The second danger is of a narrowing down of the 
conception of practical bedside nursing. It is beginning 
to be supposed that a nurse can be trained in all that 
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really matters in a relatively short time, and that the 
more advanced part of a nurse’s training consists of the 
acquisition of a theoretical background and a knowledge 


of various special subjects, which can safely be relegated . 


to a more advanced course. This is surely open to the 
gravest doubt—does it not imply a false conception of 
the very essence of good nursing ? In our best training 
schools the two things proceed together, but right 
- through the emphasis falls on a progressive development 
of those. qualities of personality—intuition, . observa- 
tion, understanding, and power to comfort the patient 


—which in the last resort determine the quality of the. 


nurse. From first to last the essential thing about a 
nurse’s training is the bedside, and bound up with it 
a progressive transfer to the nurse of responsibility for 
the patient’s welfare; all else should be subservient to 


this end. To confuse these fundamental things with the- 


acquisition of a knowledge of “ practical nursing ’’—.e., 
the simpler bedside techniques which alone can be 


adequately absorbed in a shortened course—is indeed . 


-tofopen the door to a lowering of standards in the 
essentials, and to diverge radically from the central 
/tradition of British nursing at its best. SOP 
To say this is not to ignore the need for some modifica- 
tion of the present arrangements, nor to deny that a 
simpler shorter course is all that: many candidates can 
‘profitably absorb. The catch in the reasoning-occurs only 
at the point where it is suggested that all should qualify 
by the one route. The difficulty. can be met and 
- both objectives achieved as soon as the conception of 
uniformity is replaced by that of diversity. - 


Public Health 


`. Smallpox. 


`- Conracts remain under surveillance at Barnsley, 
Bilston, Staffs, and Wakefield. The last patients were 
‘removed on June 4 and the cropping period for a new 
generation has been entered, but no further. cases had 


been reported up to June 17. l 
, Glamorganshire, œa woman, aged 28, was 
erg ae of suspected smallpox on June 13, 
and the usual precautions were taken. The diagnosis is 
still in doubt. | | ) 
` Wakefield.—The diagnosis m the initial case has now 
been confirmed by the recovery of variola virus on egg 
— culture. 4 , l A 
Sheffield.—The last case was removed on May 21 and 
there are good reasons for believing that the outbreak 
has terminated. = a . 
Coseley, Staffs.—The ‘period of surveillance of contacts 


4 


expired on.June 16 without further incident. The outlook | 


‘here is hopeful. | | _ 
Infectious Disease in England and Wales 
| WEEK. ENDED JUNE 7. 


Notifications.—Smallpox, 7; scarlet fever, 730; 
whooping-cough, 2050; diphtheria, 196; paratyphoid, 
16; typhoid, 2; measles (excluding rubella), 13,535 ; 
pneumonia (primary or influenzal), 467; cerebrospinal 
fever, 63; poliomyelitis, 22; polioencephalitis, 2 ; 
encephalitis lethargica, 4; dysentery, 53; puerperal 
pyrexia, 128; ophthalmia neonatorum, 75. No case of 
cholera, plague, or typhus was notified during the week, 

Of the smallpox cases, 4 were notified at Bilston, Staffs, 2 at 
Barnsley, and 1 at Wakefield. : 

Deaths.—In 126 great towns there were no deaths from 
enteric fever, 1 (0) from scarlet fever, 2 (0) from diph- 
theria, 4 (0) from measles, 11 (2) from whooping-cough, 
71 (9) from diarrhoea and enteritis under two years, and 
2 (1) from influenza. The figures in parentheses are 
those for London itself. i. 

The number of stillbirths notified during the week 
was 235 (corresponding to a rate of 24 per thousand 
total births), including 31 in London. . 


[JUNE 21, 1947 ` 
In England Now 
_ A Running Commentary by Peripatetic Correspondents 

HAVING been summoned to the Royal Garden Party 
we set off from our suburb soon after lunch in a hired 
Daimler, in an aura of moth-balls and envy. The former 
seemed to be associated with my pre-war “‘ morning 
attire” and topper; the latter with our neighbours, - 
who could be seen peeping from behind every curtain in 
the road.’ . 

It was pleasant to stroll about the sunny lawns of the | 
Palace feeling rather well dressed, and with none of the 
feeling usual in such circumstances that the proletariat 
are observing and disapproving. The King iñ naval 
uniform walked with Princess Elizabeth slowly through 
the crowd, being introduced to selected swells and greet- 
ing those they knew. The Queen and Princess Margaret 
did the same in another part of the garden. Both parties . 
were unobtrusively shepherded by suave and efficient . 
Officials of the court. This interesting genus of ‘‘ back- 
room boy,’ in common with editors and many patho- 
logists, delights to exert its beneficent influence 
behind the scenes rather than in the rough and tumble 
of life. There seems to be an increasingly good, case for 
this modus operandi jn modern life. #8  .. . | 

Rather to our surprise the Faculty seemed to be 
extensively represented. Apart from the royal physicians 
and others of that calibre, who could be seen from afar 


- consorting with ‘‘ Winnie” and the other celebrities 
` in the paddock, a galaxy of lesser lights were discovered 
in the, refreshment tent making considerable inroads 


on the iced cake (real icing!) which was subsequently 
agreed by all to constitute a proper priority on our 
attention. A disappointing break with tradition was 
the absence of strawberries and cream, but a positive 
and exotic novelty was the coal-black band of the 
Gold Coast police, who finally played us out to the 
strains of God Save the King at six o’clock. Later, ‘at 
the local, we voted it a very pleasing alternative to the 
normal afternoon’s work. ` a er 
x # oe 


Falmouth—there’s a fine town for you. Big ocean- 
going ships in the docks, quite still while the clang of, 
metal never stops; tall houses and warehouses built 
out of the sea itself, with steps leading down to the dirty 
oily water of the harbour; tugs and ferries hooting and 
fussing and ignoring the liners which tower above them ; 
the pub, which has seen better days, its gallery pushing 
out across the narrow street; the swarthy Indian, the 
Glasgow-Irish, the Fez, and across the water the 
smooth lines on the horizon of the distant fields and 
hills, their colours especially beautiful in early spring 
EE of the young corn and the reddish-brown 
earth. i ! 

But all this is in the guide-books. Step away from the 


traffic for a moment and climb one.of those tortuous 


streets which lead up through the old town to the slums. 
Visitors who venture this way soon return, most of them 
with an uneasy feeling that slums like these ought not 
to be found on the Cornish Riviera. But there they are, 
and as bad as any to be found in a northern city, except 
for the sun and stone and strange precipices. Tumbled 
together in a fantastic disorder, one house above another, 
attics where cellars should be, crazy steps climbing 
between high walls past drunken gas-brackets, this 
Italian hill-town shows unforgettable pictures in stone. | 
Sitting in the warm sun of March I saw an old man 
slowly and laboriously puffing his way up the steps; 
my greeting gave him an excuse to stop, and smiling he 
told me how much Falmouth had changed during the : 
65 years his memory had retained. ‘‘ Three wars 
I’ve seen, and each one worse ’n last ’’—but how proudly 
he spun the yarn of that night when the bomb landed 
uninvited outside his house at three o’clock in the 
morning, and covered his bed with glass. ý | 
- Gone are the days when one could buy as much meat 
for Saturday dinner as one now gets in a month. Still, 
the children looked happy enough playing with the dogs 
in the streets; healthy and dirty, their shouts echoed 
behind me as I followed my winding road to the street 
below. Here’s the rub: out of these houses, unfit for 
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dogs to live in, come people vigorous and lively and 
graceful; “patchwork ”’ rebuilding would be impossible 
in this forest of stone. Must the old town be razed to 
the ground and replaced by rows of utility houses, or 
should the example of Carcassonne be followed, leaving 
a dead beauty, emptied of its wild-living children and its 
grown-ups sitting on the doorstep in the sun and talking 
to the neighbour ? No doubt, this being Cornwall, and 
even England (though the Cornishman wouldn’t thank 
' you for telling him so), a compromise will be found, the 
slums slowly becoming.less dark and dirty, the houses 
gradually losing their impossible dream-like quality. 
Unless perhaps the first atomic bomb. ... Well, anyhow, 
it’s a fine town, and the people who live there are quite 
rightly proud of it. i 


+ k 


They had eased their steeds from a breath-taking 
gallop and now were jogging quietly along together. 
They both seemed unconscious of the fact that the 
ground beneath them was pitching to and fro as if from 
some volcanic upheaval, and that a damsel in distress 
had released herself from a monster which had been 
performing ruderies on a tender portion of her anatomy 
and undaunted was about to mount a camel. - 
“Pa like to see a whale,” remarked one of them 
reflectively. ‘‘ What about a bicycle ride?” said his 
companion. They changed their steeds and rode a 
quarter of a mile. The girl rowed beside them; she 
wasn’t good with her oars, and the sliding seat kept 
coming off its rollers. '*‘ Its a great consolation to 
know we are in a rough sea,” she said, ‘‘ I was sick all 
.this morning.” They decided that a trick cyclist was 
needed to study the problem. There were people who 
frankly said without shame ‘‘ I’ve been sick.” Others 
invented all kinds of excuses: *“ I slept in a draught 
last night and J’ve got a chill; a couple of aspirins will 
soon put me right.” Others again wouldn’t give in; 
they came down to meals and went away looking green ; 
or went to the cinema and were suddenly sick on the 
floor. ‘‘ Interesting problem, sea-sickness,’’ said the 
man who wanted to see a whale. ‘I'll have to go and 
change for dinner,” said his friend. 
They got off their bicycles and walked away, staggering 
= they went, for the ground still heaved beneath their 
eet. 
, ` “I hate surrealism,” said one of them, inconsequentially, 

“it’s so adolescent. This’’—he waved his hand to 
indicate the broad wastes of mid-Atlantic—‘“ is so real.” 
The door of the ship’s gymnasium shut behind them. 


$ + * 


Sitting and thinking—in the intervals of just thinking 
—which is occasionally the anzsthetist’s lot, I realised 
how beautifully your surgical peripatetic correspondent 
of May 31 had classified us. He has even moved me to 
attempt a similar classification of surgeons, lest the 
(wonderful ?) day should come when the positions are 
reversed and our secretaries have to telephone the surgeon 
to give him time, place, and details of the little job we 
are asking him to do on our patients. 


_* Never rude or sarcastic (not even to nurses). 
want to control the drip. No gross errors of technique. 
on lipomas and bunions, r ; | 

_** Even temper. Reasonably punctual. Doesn’t give us 
all an anatomy lecture every time. Supplies postoperative 
Horlick’s for whole surgical team. 

*** Seldom appears to bein a hurry. Deigns to come to his 
own telephone when possible. Gentle below the diaphragm. 
Doesn’t demand the fourth plane of the third stage for all 
abdominals. — y 

+*+% Instant assumption of responsibility for spasm and/or 
coughing and/or cyanosis and/or movement. He knows, and 
I know, that this was caused by my preoccupation with (1) the 
` “ fall’? cylinder which has turned out to be'‘empty ; (2) the 
Lancet; (3) the probationer’s legs. For lady anzsthetists 
read: (1) ditto; (2) Vogue; (3) whatever may be the male 
equivalent ; I wouldn’t know. : 

Each lot of course possess the virtues of the less starred 
catagories besides those of their own class, and needless 
to say anyone not possessing the basic virtues has nob 
even one star—that is, he has been struck off our list 
altogether. _ ka a 


Doesn’t 
Safe 
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Letters to the Editor 


THE STUDENT AND THE ALMONER ` 


Sir,—It has often been suggested that medical students 
should spend some part of their training under the 
supervision of a general practitioner in order that they 
should learn something of the personal and domestic 
problems which form the social environment of illness 
as it primarily hits each one of us. Many of us who 
are in general practice are interested in the idea, but 
are all too well aware of the difficulties involved. | 

Has it ever been considered possible to utilise the social 
services already available in all the teaching hospitals ? 
During the time of medical or surgical clerking why not 
assign the student for a certain period to the department 
of the hospital almoner ? Let the student take charge 
of a case specially selected by a trained and experienced 
almoner. Let him`study the whole social set-up of the 
case, investigating especially those factors which may 
have contributed to the development of the illness, and 
those problems which the illness has produced for the 
patient and his family. Finally let him visit the patient 
after he has returned to his home. ao 

Such a scheme would give students invaluable insight 
into the personal and domestic difficulties met constantly 
in general practice, and would help them to realise the 
extent to which illness, 'as met with in the home, is 
primarily a social question in a large number of cases. Even 
if the complexities of the curriculum make it impossible 
for students to perform these social services for more 
than a single case, I feel it would still give them experience 


” 


of a sort which is now obtainable only when they go- 


into general practice. 
London, S.W.10. 


SUCCESSFUL REVACCINATION 


Sir,—I have read with great interest the various recent 
articles on smallpox vaccination in THE LANCET, parti- 
cularly those by Dr. Broom (March 22) and Dr. Mitman 
(April 5). “Both have served a good cause by calling 
attention to the difficulty in interpreting the “ immune 
reaction ” and by pointing out the danger of regarding 
such a reaction as ipso-facto evidence of immunity to 
smallpox. However, the suggestion by Dr. Broom 
that certain individuals are ‘‘ insusceptible ’’ to vaccina- 
tion and should be certified as such, and the assertion 
by Dr. Mitman that the immune reaction is only a 
reaction of sensitivity, appear to me to represent miscon- 
ceptions which are potentially dangerous and therefo 
call for further analysis and comment. 


A. E. BERYL HARDING. 


If one rearranges Dr. Broom’s data so as to show the 
` percentage of individuals manifesting each type of 


response to vaccination, one obtains the following 


figures : i , 
Years since last vaccination 
Reaction 0—2 2—6 6-10 10-15 15-20 20 
Primary and accel- o : 
era te -» 47% 57% 63% 71% 71% 83% 
Immune 40% 21% 9% 0% 3% <1% 
Nil 13% 22% 28% 29% 26%  164+% 
Control 9% 13% 11% 11% 14% =. 6% 


It is clear that the percentage of “ susceptibles ” (primary 
plus accelerated reactions) correlates directly with the 
interval since last vaccination (as one would expect), 
whereas the percentage of immune reactors shows an 
inverse correlation, as one would also expect if the 
respective types of reaction mean what they are usually 
thought to mean. On the other hand, neither the group 
showing ‘“‘ no reaction ” nor the various subjects exhibi- 


ting a ‘“‘control reaction” show any such correlation, . 


direct or inverse, but instead vary throughout all groups 
within a rather narrow range. This would suggest that 
both types of reaction are independent of immunity, and 


depend upon one or more unrelated and relatively — 


constant factors. 

The inference from these data, and the one which 
appears to accord best with the other known observa- 
tions regarding vaccination, would seem to be as follows : 

1. The primary reaction results when vaccinia virus invades 
and multiplies vigorously in a'completely susceptible host. `: 


~ 
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2. The accelerated reaction represents an infection which is 
more rapidly brought under control by a partial host immunity 
which may vary considerably in degree and which in turn must 
be considered in relation to the invasive potency of the 


_ particular virus preparation employed. ’ 


3. The immune reaction occurs when the host-immunity 


_ level is sufficient to suppress the particular virus infection in 


question before it gets fairly started; thus the chance of 
producing such a reaction is favoured not only by a very high 


immunity level in the host but also by a relatively low degree 


of infectivity of the virus. 


' 4. The immune reaction may be closely simulated by a 
reaction due to a sensitivity which, as Scott and Warin recently 
reported,’ is apparently elicited by the constituents of 
vaccinia virus, much as the reaction to heated diphtheria 
toxin may simulate the Schick test. 


5. The “ nil ” reaction—i.e., absence of any reaction—shows 
no correlation with immunity or susceptibility, and must be 
regarded as.indicating only that effective penetration of the 
host tissue did not take place ; here revaccination is indicated 
no matter how many “ failures to take” the patient has 
already experienced. Certification of such individuals as 
“ insusceptible ” will not prevent them from subsequently 
contracting smallpox when exposed. 


The number of ‘‘ immune ’’—or, if you will, ‘“‘ uninter- 
pretable ’’—reactions may be reduced by the use of a 
more potent vaccine, as has been shown by Horgan 
and Haseeb? and others. Furthermore, Horgan and 
Haseeb stress the danger of obtaining weak reactions to 
revaccination if a single scratch technique is used. 
The multiple-pressure technique of vaccination, if 
properly performed, has been widely observed to give 
more consistent ‘“‘ takes’? than the scratch method. 
This may be due to the increased chances of penetrating 
to a suitable depth if multiple separate breaks in the 
skin are made, as noted recently by Mole.* Thus 
the multiple-pressure method may have additional 
advantages to those i pointed out by Parish.‘ 

Boston, Mass. GEOFFREY EDSALL. 


STEVENS- JOHNSON SYNDROME . 


S1r,—The recent articles in THE LANCET were of great 
interest here since they arrived during the convalescence 
of the case reported below, which at the time was regarded 
as an unusual case of erythema multiforme. 


‘A soldier, aged 21, was admitted on March 28, 1947, 
complaining of sore throat and cough with watery sputum 
for 6 days. For a month he had had a mild dry eczematous 
dermatitis of both forearms, but during the previous 2-3 
days a different rash had developed, consisting in small 
circular scaly erythematous patches which coalesced in places. 


“These were numerous on the forearms and there were a few 


on the trunk. On the day after admission a severe stomatitis, 
conjunctivitis, and balanitis. developed. The mouth was 
covered with a peeling greyish membrane, and the pharynx 
was red and injected. Three swabs from the mouth showed 
no Vincent’s organisms, and from the throat Streptococcus 
viridans was grown. The conjunctivitis was very severe ; 
swabs showed numerous pus cells, but no organisms were 
isolated. The glans penis was red, and the skin was weeping 
and petling. A white blood-cell count at this stage showed 
19,500 leucocytes, of which 90%% were polymorphs, 8% 
lymphocytes, and 2% monocytes. Sputum examination 
showed numerous pus cells, and no one organism was 
predominant on culture, 

The patient was very ill and toxic. He could only swallow 
fluids, and even this was difficult. On.examination of the 
chest moist rales were heard all over both sides. The tempera- 
ture was swinging between 101°F and 103°F. On the second 
day the skin lesions became bullous with purplish edges, and 
a diagnosis of erythema multiforme was made. The tempera- 
ture subsided almost to normal by the 7th day, although the 
mouth and eyes were still severely affected. The bronchitis 
was still severe, a pint of frothy mucopurulent sputum being 
produced each day. The skin lesions had increased in number 
and were chiefly on the back and arms. The lips were grossly 
swollen and cracked, and the patient could hardly speak. 


1. Scott, R. B., Warin, R. P. Lancet, April 19, p. 536. 

2. Horgan, E. S., Haseeb, M. A. J. Hyg., Camb. 1944, 43, 337. 
.3. Mole, R. H. Lancet, May 3, p. 597. 

4. Parish, H. J. Brit. med. J. 1944, ii, 781. 
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By the 26th day he was almost well. The conjunctivitis 
was improving and all that remained of the skin lesions were 
brown pigmented patches. ` A ‚stricture of the foreskin had 
developed as a result of the inflammation. 

Swabs taken from the bullous skin lesions gave no organisms 
on culture ; nor did swabs from the penis. It was not possible 
to decide whether there was a pure urethritis owing to the 


_ severe inflammation and swelling of the glans and prepuce. 


The patient had an uninterrupted convalescence, and 
when last seen six weeks after discharge from hospital ' 
he was well, except for the occurrence for the first time 
of psoriasis on his arms and . The pigmentation 
of the skin remained. Penigillin was administered: during 
the early stages of the disease, but, did not seem. to 
influence its course. 

6 New Zealand General Hospital, Japan. D. R. LAURENCE. ` 


FATAL CEREBRAL INJURY IN BOXER 


Srr,—The following case, investigated by permission 
of Major-General R. J. Palmer,..D.8.0., Commissioner of 
the South African Police, is of interest in illustrating the 
possibility of fatal injury to boxers. 


A 23-year-old professional boxer participated in a pablic 
fight under the auspices of the Board of Control for Professional 
Boxing and Wrestling, which had satisfied itself that all 
requirements framed under the Act in force were observed 
and that the tournament was carried out strictly in accordance 
with the Act. An honorary medical officer of the board 
examined the boxer before the fight and testified that he was 
medically fit to go into the ring. After the fight the referee 
said that the blows were all legitimate and there was nothing 
foul in them. 

The boxer was knocked down in the first round but rose 
at the count of five. At the beginning of the fourth. round 
he was again knocked down but was on his feet just before the 
referee could count ten. Half a minute latemhe was struck a 
heavy blow on the left side of the jaw which knocked him out. 
He was unconscious for the next six days except for two or 
three brief lucid intervals. 

Immediately after the knock-out he was admitted to a 
hospital where intracranial hemorrhage was diagnosed. An 
emergency trepanation was performed and a right subdural 
haemorrhage drained. As the patient did not. rally a second 
operation, was performed a week later and more subdural 
blood was evacuated. However, death ensued about a fortnight 
afterwards. Post-mortem examination revealed some old, 
blood-clot adherent to the inner surface of the dura mater, 
as well as the presence over the left. cerebral hemisphere 
of purulent meningitis, which was found to be due to 


staphylococcal infection.. 


A case of subdural hemorrhage in a 15-year-old boy 
who had been knocked out while boxing was repo 
by Voris.!? When burr holes were made in each parieto- 
occipital region, a liquid subdural hematoma of moderate 
size, with well-developed neomembranes, was revealed 
on the left side. 


Johannesburg, S. Africa. 


CONTINUOUS INTRAVENOUS INFUSIONS 


Sm,—Dr. Walton’s article (May 17) gives a timely 
reminder that the irritating. difficulty of maintaining 
the constant flow of a drip transfusion is not always due 
to resistance in the veins. Walton states that no cause 
for slowing and arrest could be found; but it can be 
shown that the screw clip on the rubber tubing controlling 
the inflow of the interceptor is the trouble. The. unrelia- 
bility of this part of the apparatus is readily demonstrated 
by observing the outflow from a simple rubber tube 
attached to a reservoir, and constricted by a screw clip. 
Under these circumstances there is no constancy either 
in the rate of flow or in the change of rate. Generally the 
flow lessens, but after decreasing it may increase again. 
The variations appear to be due to the rubber tubing, 
and not to slipping of the screw clip since there is no 
perceptible movement of the screw head during slowing; 
this can be corrected only by rotation “of the screw 
through several degrees. 

Further proof that the slowing is due to the ‘clip 
tubing is afforded by the observation that if the flow 
is regulated instead by a capillary resistance the rate 


J. Amer, med. Ass. 1946, 132, 686. 


E. JOEL. 


1. Voris, H. C. 
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remains constant. This method of control was suggested 
originally by Marriott and Kekwick,' who also empha- 
sised that a screw clip on a rubber tube does not allow 
a constant flow of fluid. | 

M. H. ROSCOE. 


Department of Medicine, 
Royal Infirmary, Manchester. 


ACADEMIC FREEDOM 


Sm,—I think that Dr. Richard Doll (May 17) and others 
have effectively disposed of Professor Polanyi’s philo- 
sophical arguments regarding the future of science. But 
I should like to raise a few further points, and also to 
suggest an alternative way of controlling scientific work 
in the future. 


Professor Polanyi presents us with the picture of this . 


rare being, the scientist, perched on his seat of know- 
ledge far removed from the coarse realities of the world 
of today. 
knowledge as they will. For even if this means mass 
extinction of the human race in atomic warfare, the 
scientist must remain aloof in his ivory tower, uninfluenced 
by material considerations. Unfortunately, if whilst 
enjoying this pipe dream he should discuss his particular 
piece of the jigsaw of knowledge with colleagues working 
in the same field, he may find himself transcended to 
a more mundane tower in company with Dr. Nunn May. 

The object- of all this phantasy is clear. Polanyi 
retreats from the fact that scientists are increasingly 
being forced by the implications of their work to realise 
that they have a social function, good or evil. With 
this social function go social obligations and the realisa- 
tion that ultimately their work is meaningless unless 
closely linked with that of the society in which they 
live and work. Perhaps more important still, they are 
increasingly coming to realise that the two apparently 
opposite poles of pure and State-applied science can be 
synthesised. For the scientist in fully participating as 
an active member of democratic society exerts the 


highest form of control over his own work in a planned | 


society. l ` , - 

Those who, like Professor Polanyi, obscure this real 
issue are, consciously or otherwise, accentuating the 
chaos in our era. 

London, S.W.15. H. C. PRICE. 


DENTAL CARIES 


Sm,—Dr. Neumann’s letter of June 7 strikes me as 
the most valuable and convincing summary of evidence 
yet brought together. When years ago I asked the late 
William Bulloch, the distinguished bacteriologist, as to 
the value of toothbrushes and dentifrices for preventing 
decay, he said ‘‘they only help to spread the trouble.” 
The evidence then is that, apart from some slight 
cosmetic value, the many thousands of pounds spent 
on these are useless. 

Chalfont St. Peter, Bucks. 


A RECORD LOW HÆMOGLOBIN 


SirR,—We were interested in the letter of Dr. Karani 
and Dr. Szekulesz in your issue of June 7 because we 
had recently seen another case of extreme anemia. 


LEONARD HILL. 


On May 19, 1947, a woman,-aged 63, was admitted to this: 


hospital in a comatose condition. Complaint was of increasing 
weakness for eight months. She was extremely pale, with a 
lemon-yellow .tint of the skin, but was reasonably nourished. 
She was restless and her respirations were deep and irregular. 


The tongue was smooth and shiny, hair and nails normal. 


There was slight cedema of the ankles. The liver was just 
palpable below the costal margin and the spleen impalpable. 
Heart, chest, and nervous system normal. Temperature 
97-2°F, pulse-rate 90 and respirations 28 per min. B.P. 110/80 
mm. Hg. | 

The blood picture on admission was: Hb 1-5 g. per 100 
c.cm.; eolour-index 1:5; P.C.V. 5%; M.C.V. 150 cu; red 
cells 330,000 per c.mm.; M.C.H.C. 30% ; reticulocytes 0:5%. 
There was a faint icteric tinge of the serum. Blood film showed 
macrocytosis, anisocytosis, poikilocytosis, and polychromasia. 
The bone-marrow withdrawn by sternal puncture showed 
a megaloblastic reaction with several early megaloblasts. 

Half a pint of packed cells (blood-group A2) was given by 
slow intravenous drip on admission and subsequently daily 


1. Marriott, H. L., Kekwick, A. Lancet, 1940, fi, 193. 
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for the next three days, with dramatic improvement in the 
patient’s condition. ‘ Anahzmin’ 4 c.cm. was given parenterally 
on May 20 and 21 and twice weekly since then. Penicillin 
50,000 units intramuscularly thrice daily was given for the first 
eight days prophylactically. 

On May 27 the blood picture was as follows: Hb 7:45 g. per 
100 c.cm. ; colour-index 1:32; P.C.V. 27% ; M.C.V. 114 cu; 
red cells 1,925,000 per c.mm.; M.C.H.C. 27-6°% ; eia - 
cytes 10%. Temperature was then 97-4°F, pulse-rate 84 and 
respirations 20 per min. . | 

This is undoubtedly a case of pernicious anzemia 
which had been allowed to go untreated. The condition 
was aggravated by the fact that the patient has gross 
external hemorrhoids which bleed intermittently. Her 
general clinical improvement is maintained at the time 
of writing. 

Southern General Hospital, 

Glasgow. 


P. BARRON 
R. McL. ARCHIBALD. 


PROPYL THIOURACIL 


Sir,—In their paper of May 17 Dr. Wilson and 
Dr. Goodwin have compared the action of propyl thiouracil 
introduced by Astwood et al. in 1945 ' on account of its 
higher potency and possible lesser toxicity, with the effect 
of thiouracil and methyl thiouracil. 7 ` 

I have compared in 6 patients the effect of methyl and 
propyl thiouracil (the latter kindly supplied by Messrs. 
Genatosan Ltd.). I noticed some interesting points of 
distinction between the two products which, I believe, 
are worth communicating. 

I can confirm Wilson and Goodwin’s observation that 
the lag period between start of treatment and response 
was not shorter with propyl than with methyl thiouracil. 
In one patient who had been on iodine before and who 
was given up to 250 mg. of propyl thiouracil per day, 


‘it was a month before subjective improvement and 


definite slowing of the heart-rate set in. 

Astwood found that in the rat propyl thiouracil was 
ten times more potent than methy! thiouracil; and 
Wilson and Goodwin conclude that the former is about 
four times as potent as the latter. Nevertheless, they 
had to give 25-75 mg. of propyl thiouracil as daily 
maintenance dose—dosage similar to that advocated 
by Astwood and Vanderlaan ?—whereas the normal 
maintenance dose of methyl thiouracil is 25-100 mg. 
per day. By varying the doses and interchanging methyl 
and propyl thiouracil in my cases it appeared that doses 
smaller than 25-75 mg. of propyl thiouracil are liable to 
cause relapses and that the potency of propyl thiouracil - 
is only about two to three times that of methyl] thiouracil. 
From my own, limited, experience I have come to the © 
conclusion that 150-250 mg. of propyl thiouracil per day 
is necessary to control the acute case, and I think that 
such a dose should be recommended with this compound, 
according to the severity of the case. As 400-600 mg. 
of methyl thiouracil per day has previously given me 
similar good results, especially if spread over the day 
in small doses,’ propyl thiouracil seems again to be‘ only 


two to three times as potent as methyl thiouracil in the 


dosage necessary for treatment. There were no toxic 
reactions among the small number of cases treated by 
me. l 
Two striking differences between the two thiouracil 
derivatives could be noted. The first, also observed: by 
Wilson and Goodwin, was that no noticeable thyroid 
enlargement developed after propyl thiouracil with the 
doses employed. This may be due to the dosage, but a 
conspicuous reduction in the size of the thyroid gland 
was noted in 3 patients when they were switched over 
from a maintenance dose of 100 mg. of methyl thiouracil 
to 75 mg. of propyl thiouracil; the difference in dosage 
appears too small to account for this observation. I 
believe that the absence of thyroid enlargement is | 
important, since the large goitre which sometimes develops 
after methyl thiouracil may sea gi pressure symptoms, 
especially in cases of retrosternal goitre.’ 

The second point, not mentioned by Wilson and 
Goodwin but very pronounced in all my cases, was the 


1. Astwood, E. B., Bissell, A., Hughes, A. M. Endocrinology, 
1945, 37, 456. , 
2. Astwood, E. B., Vanderlaan, W. P. J. clin. Endocrinol. 1946, 


3. Ucko, H. Lancet, 1946, i, 833. 
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absence of the excessive weight increase which often occurs — 


during treatment with methyl thiouracil. I have had 
patients whose weight surpassed their normal weights by 
one or several stone after treatment. None of the casts 
treated with propyl thiouracil showed this excessive 
increase of weight; one patient who had lost about 
10 Ib. during her illness prior to treatment put on 10 Ib. 
during 8 weeks’ treatment: with propyl thiouracil’ when 
the hyperthyroidism was fully controlled ; 
weight increased by another stone when she was given 


150-mg. of methyl thiouracil, and she lost this stone ' 


again when put back on propyl thiouracil. I think that 
this lack gf excessive weight increase, which may, of 
course, be partly due to the smaller doses used in the 


treatment with propyl. thiouracil, is a definite advantage. | 


London W. 1. H. Ucro. 


ISAACS- LUDWIG ARTERIOLE 


~ gm,—In your issue of March 8 we suggested that the 
anastomotic vessel demonstrated by Trueta and his 
co-workers at Oxford (Lancet, 1946, ii, 237) was the 
_ Isaacs-Ludwig arteriole. The use of the name “ Isaacs- 
Ludwig ’’ to describe the vessel has been challenged. 


. In 1871 1 Ludwig described a vessel branching from the. 


afferent glomerular arteriole and communicating directly 

with the tubular capillary plexus, and this arteriolar 
' twig came to be known as “ Ludwig’s arteriole.” 
Isaacs,? however, had already described this same 
vessel thirteen years earlier (1858) in a paper in which he 
took issue with Bowman ® over his description of the 
glomerular circulation: It is clear from the remarks 
of Schweigger-Seidel (1865) ‘ that this vessel had been 
observed by Ludwig and his pupils considerably before 
1871. In view of this dual discovery it‘would appear 
justifiable to call this vessel the ‘‘ Isaacs-Ludwig arteriole ”’ 
rather than ‘‘ Ludwig’s arteriole.” 


recently by Elze and Dehoff * among others. 
J. A. BARCLAY 
W. T. COOKE 
- Birmingham. R. A. KENNEY. 
ACHOLURIC JAUNDICE 


Srr,—Referring to your editorial of April 5, may I 
call attention to a type of hemolytic anzmia or hemo- 
lytic jaundice which is not yet well known ? 


The clinical features described in this type of affection are 
always the same: a constitutional, generally familial, hypo- 
chromic hemolytic anemia with true microcytosis, poikilo- 
cytosis, or ovalocytosis and stippling of the red cells. The 
degree of poikilocytosis ànd hypochromia is entirely out of 


proportion to what might be expected from the generally ` 


slight anemia. The red-cell fragility test shows an increase 
of the osmotic resistance, at least of the maximal resistance. 
Patients are more anemic than icteric, although a law-grade 
jaundice is generally observed from time to time. The spleen 
and liver are enlarged. Increased blood destruction and 
regeneration are demonstrable, but true hemolytic crises are 
not reported. Bone changes, mostly osteoporotic, are 
common. Owing to the slow course of the disease medical 
. treatment is generally sought late. Blood-tests for syphilis 
are invariably negative. Hemoglobin figures are always very 
low in proportion to the red blood-cell count; and this 
impairment of the bone-marrow appears to be a constitutional 
property which cannot be rectified and is not influenced by 
splenectomy. ` 

I described this class of case as long ago as 1925,° and 
similar observations have since accumulated. Indeed, in 
a search of the ancient literature a few similar cases have been 
found, but they were considered either inexplicable exceptions 
or the result of defective technique. I have the’ strongest 
reason for asserting that prior to my observations absolute 
reliance was placed upon Eppinger’s dictum: no hemolytic 


1. Ludwig, C., in Stricker’s Handbuch der Lehre. von den 

Geweben des Menschen und der Thiese, Leipzig, 1871, vol. i 
489. 

2. Iae C. E. Trans. N.Y. Acad. Med. 1857, 1, 377. 

3. Bowman, W. Philos. Trans. 1842, 132, 57. 

4. Schweigger-Seidel, Die Nieren des Menschen und der 
Saugethiere in ee feinecren Baue, Halle, 1 

5. Elze, C., _ Dehoff Quoted by Policard, A., in Précis 

d’ histologie eor PES Paris, 1947. , 

6. Alti Accad. Sci. med. nat. Ferrara, 1925. 


but her 


The existence of 
this non-glomerular twig has been- confirmed more _ |. 


jaundice without lowering of the osmotic : resistance of the 
ory Harocyites: l 

- Papers dealing with similar cases were published by Greppi, 
Micheli, and many other' Italian authors. Wintrobe and his 
fellow workers described blood abnormalities in Italian. 
adolescents and adults: observed in the United States; these 
cases are entirely similar to those described in Italy by Greppi, 
Micheli, and myself. Later, Rohr published three cases of 
hemolytic hypochromic anemia in a German-Swiss family ; 
relationship to Italian or Mediterranean individuals was 
excluded with certainty. Rohr found splenomegaly, hypo- 
chromia, slight jaundice with indirect van den Bergh bili- 
rubin reaction, urobilinuria (but no bilirubinuria), increased 
blood regeneration, anisocytosis, poikilocytosis, increased 
resistance of the erythrocytes, and bone changes. Rohr 
asserted that there could be no doubt that the condition was 


identical with that described by Italian authors. 


The condition I have described was studied especially 
by Greppi and his co-workers. It brings to mind some 
well-recognised disorders of the blood—namely, idio- 
pathic hypochromic anemia, sickle-cell anæmia, and — 
Cooley’s anzemia.’ It is considered by Wintrobe and 
by Rohr as a benign form of Cooley’s anæmia, but this 
opinion is not accepted by several authors. 

Hemolytic anemia or jaundice can be divided into 
several types for clinical convenience. ‘The clarification 
of our ideas in regard to the pathogenesis of hzmolysis 
will show whether or not such distinctions may be drawn 
from a biological point of view. 


Ferrara, Italy. F. Rierrı. 


_ Parliament - _ a 
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_ ON THE FLOOR OF THE HOUSE 


CONSERVATIVE politicians have a way of attacking 
planning as putting free enterprise into shackles. But- 
the passing of the third reading of the Agriculture Bill, 

which plans agriculture more completely. than has been 
done before, was blessed by members on all sides. The 
Government is accepting liability for assuring a market 
for the whole output of guaranteed-price commodities, 
which among important home-grown foods only leaves 
out of account sugar-beet and oats. The farming 


industry is safely on its feet, and what food can be 


grown at home—and it is a great deal—will be produced 
and no bad farmers, will bẹ allowed to stand in the 
way. 

` But curiously enough the Penicillin Bill, which -is 
designed to ensure that penicillin is used only under the 
direct instructions of a qualified medical practitioner, 


.was attacked on litigious, patent-medicine-trade, and 


purely anti-medical grounds. ` There is in the House a 
stratum of preference for what is politely called unortho- 
dox medicine, which leads some people who are allergic 
to the science to support any oddities which may offer 
themselves as a substitute. One m.P. described how he 
kept a roster of local doctors by him to call in for minor 
ailments. But when seriously ill he sought a practitioner 
who had been struck off the Register ‘‘ because he or 
she cannot sign my death certificate. He or she cannot 
avoid the consequences of any mistake they may have 
made... by the simple expedient of having me quietly 
buried or ‘cremated. = 

There was disappointment in the House and outside 
when Mr. Dalton explained that the. Government could 
not at this time introduce “‘ equal pay ” into departments 
under their control. The reason is not one of principle 
but of priorities. The plans submitted to the electorate 
in Let Us Face the Future in 1945 are now being put into 
legislative form.. The programme is a big one, including 
great extensions of social services, children’s allowances, 
increased pensions, and subsidies on food which keep 
the cost-of-living under control. To add equal pay to 
this list would, so the argument goes, unbalance the 
plan, so it cannot be done. No doubt we shall hear more 
of it, for women do not like to be left out of the priority 
list. . MEDIcvus, M.P. 


7. Rietti, F. 


Ann. méd. 1937, 41, 405: 
125, 451, i 
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QUESTION TIME 

Medical Certificates 
Mr. JoHN Morrison asked the Minister of Health if he 
would give a list of all the certificates required by Government 
departments which a doctor might be called upon to sign on 
behalf of a patient.—Mr. A. Bevan replied: Medical certifi- 
cates may have to be produced by patients to Government 


_ departments under the following enactments or for the follow- 


ing purposes. This list is not necessarily exhaustive. 

1. Under the Births and Deaths Registration Acts, 1836-1926— 
e.g., to certify cause of death to the Registrar. i 
2. To assist in determining a claim to war pension or allowance. 

3. Under the Lunacy and Mental Treatment Acts and the Mental 
Deficiency Acte. ; 

4. In support of claims to benefit under the National Health 
Insurance Act, 1936, and the contributory Pensions Acts, 1936-41. 

5. In support of sick absence by a Government department as 
employer. 

6. Under the Blind Persona Acts, 1920 to 1938, to support 
an application for old-age pensionsat 50. 

7. Under the Essential] Work Orders, Control of Employment 
(Directed Persons) Order, 1943, and Control of Engagement Orders 
in support of a claim to leave or change the employment. 

8. Under the Road Haulage Wages Act, 1938, the Catering 
Wages Act, 1943, and the Wages Councils Act, 1945, in support 
of a permit to be employed at sub-standard wage-rates. 

9. Under the Coal Distribution Order, 1943, and the Control 
of Fuel (Restriction of Heating) Order, 1947, to obtain additional 
supplies of fue] and exemption from heating restrictions. 2 

10. Under the Disabled Persons (Employment) Act, 1944, for 
registration. 

11. Under the Corsets (Manufacture and Supply) (No. 14) 
Directions, 1946, to assist in obtaining surgical corsets. 

12. Under the Welfare Foods Order, 1946, to enable expectant 
mothers to obtain food benefit. A 

13. Under the Rationing Orders or otherwise to enable invalids 
to obtain special authority for supplementary rationed food and to 
assist invalids, expectant mothers, and others to obtain special 
Use tunent with regard to goods which are the subject of Government 
control. 

14. Under the Control of Motor Fuel Orders to assist claimants 


_ for additional petrol allowances on medical grounds. 


15. Under the National Service Acts, 1939-1947, in support of 
a claim for exemption from, and to justify failure to comply with, 
provisions of the Acts. 


16. Under the Cremation Act. 


Notification of Rubella 


Mr. S. Hastincs asked the Minister whether, in view of the 
increasing birth-rate and the clear evidence that german 
measles in the mother could produce serious defects in the 
unborn child, he would make this a notifiable disease, so that 
precautions could be taken to prevent its spread to those 
most liable to be adversely atfected by it.—Mr. BEVAN 
replied: The effects of this disease in pregnancy are being 
investigated in conjunction with the Medical Research 
Council, and perhaps my hon. friend will let me have the 
evidence he refers to. I should prefer to await the results of 
this investigation before considering the matter further. 


On the Record 


Replying to a question, Mr. A. V. ALEXANDER stated that 
medical examinations in the Naval Forces included miniature 
radiography of the chest when a person is entered, or as 
soon as practicable afterwards, and thenceforth periodically 
so far as staff and equipment allow. A “ follow-up ” system 
included full-scale films and special observation ‘treatment 
in hospital of cases of doubt ; all drafting of persons concerned 
was stopped for such period. Over 90% of Army recruits 
were examined by mass radiography to detect primarily the 
presence of pulmonary tuberculosis. As soon as enough 
staff and equipment were available alf recruits would be so 
examined. In the Royal Air Force all recruits had a chest 
X-ray as a matter of routine. Further chest X-rays were 
arranged as required, The facilities would be developed 
further as and when skilled personnel became available. 


= An inter-Service committee on medical documentation had 


recently been appointed to consider the possibility of intro- 
ducing a common system for the three Services, on the most 
up-to-date lines, bearing in mind war experience not only in 
this country but also in Germany and the United States. 


Empire Reciprocity in Social Insurance 


Mr. CHARLES SMITH asked the Minister of National Insurance 


what steps had been taken by His Majesty’s Government 
to make reciprocal arrangements with the Dominions with 
a view to ensuring that elderly persons were not disqualified 


from pensions in this country on the ground that they had 


been resident in the Dominions.—Mr. James GRIFFITHS 
replied: A preparatory conference of officials, representing 
the Governments of the United Kingdom, Canada, Australia, 
New Zealand, South Africa, Eire, and Southern Rhodesia, 
with an observer from Burma, sat in London last month to 
examine the principles on which reciprocity in the field of 
social insurance might be based. I am glad to say that the 
conference was able to frame a unanimous report. This 
will be submitted to the governments concerned and will I 
hope provide a basis for the consideration in due course of 
agreements for reciprocity between individual countries whose 
social service schemes have the necessary common ground 
for such arrangements. a 


Employment of Epileptics 


Mr. H. W. BowpEn asked the Minister of Labour if he was 
aware that there were numbers of epileptics registered as 
unemployed in the United Kingdom ; that many were unable 
to obtain employment because of their disability ; and if he 
would consider ways of getting these people to work in the 
open air under medical supervision—Mr. GEORGE Isaacs 
replied: The latest. available figures indicate that about 
1350 epileptics are now registered as unemployed. The 
problem of finding suitable employment for epileptics has 
recently been the subject of special study in my department, 
in conjunction with the medical authorities. There are 
many occupations, including some in the open air, which 
are suitable for them, and every effort is being made to place 
the less severely disabled of them in such jobs with sympa- - 
thetic employers, and some of the more severe cases havealready 
been placed in employment under sheltered conditions. 


Lister Institute 


Mr. S. P. Viant asked the Minister of Health whether it 
was intended that the Lister Institute of Preventive Medicine 
should be controlled by his department when the National 
Medical Service Act came into operation; and what was 
the present relationship between the institute and his depart- 
ment.—Mr. Bevan replied: The Lister Institute is a non- 
profit-making institute which, like other manufacturers of 
therapeutic substances, holds licences from the Minister of 
Health under the Therapeutic Substances Act to: manufacture 
certain substances to which the Act applies, and by special 
arrangement provides for the Minister supplies of lymph 
required for public vaccination. against smallpox. The 
National Health Service Act ‘will not affect the relation of 
the institute to the Ministry. oP 


Colonial Medical Research Service 


Sir ERNEST GBRAHAM-LITTLE asked the Secretary of State 
for the Colonies why candidates for the proposed Colonial 
Medical Research Service had been kept waiting with promises 
of engagement, but without definite appointments ard 
without salaries, in many instances up to six months.— 
Mr. CREECH JONES replied: I am aware that it has taken 
much time to settle the conditions and terms of service of 
the proposed Colonial Research Services, but that has been. 
due largely to the very novel problems raised by the attempt 
to fit officers in an exceptional position into the established _ 
practices of the public services. I cannot accept the suggestion 
that a large number of officers have received promises of 
appointment front a responsible authority and have then 
been kept waiting indefinitely for their actual appointment. 


Food for Invalids 


- Mr. L. D. Gammans asked the Minister of Food for what 
reasons his department overruled the recommendation of 
her family doctor that a patient should receive extra meat 
and butter by substituting milk which, in her case, was 
actually harmful; why this decision was taken without 
consultation with her medical attendant ; why two months’ 
delay took place between the issue of the certificate and its 
refusal by the divisional food office ; and what steps he pro- 
posed to take to prevent a recurrence of such a delay with - 
its possible harmful effects.—Mr. J. STRACHEY replied : This 
case was considered twice during the two months by the 
Spegial Diets Advisory Committee on different certificates 
from the family doctor, but she was unable to produce. any 
reasons for the suggestion that the usual allowance of milk 


‘would be harmful or that there were any special reasons 


for an allowance of butter and meat for this particular 
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patient. In these circumstances I am unable to overrule 
the decision of the eminent medical authorities of the Special 
Diets Advisory Committee. z | 

Mr. Gammawns : Is the Minister denying that his department 
did in fact overrule the recommendations of the family 
doctor and did take two months before they actually gave 
a decision ?—Mr. STRACHEY: Yes, in the sense that ‘my 
department did it apart from the advice of the Special Diets 
Advisory Committee. They, of' course, made the decision 
and the recommendation on which we acted. But. they did 
not take two months to do it. During the two months men- 
tioned they twice considered recommendations from the 
family doctor, but these eminent medical specialists were 
unable to agree with her. i 

Mr. J. A. BOYD-CARPENTER : Did the eminent specialists 
ever see the patient ?—Mr. STRACHEY : No, Sir, they asked 
the family doctor to provide reasons why this case should 
be treated differently from the rules laid down for cases of 
this condition. In their opinion the family doctor was unable 
to produce any prima-facie evidence why the case should be 
treated differently. . : 

Mr. E. WALKDEN : Is the Minister aware that, if he were 
to give way in the slightest degree on this matter, 30-40% 
of the people who claim to be sick would all be producing 


certificates in order to get extra rations, when the whole 


thing would become fantastic ? 2 


Quis Custodiet 


Mr. THomMAs Brappock asked the Minister of Health how 
often the medical officer of health for Scunthorpe had been 
vaccinated ; and what was the interval between his last 
vaccination and his development .of' smallpox.—Mr. BEVAN 
replied : My information is that the medical officer referred 
to was vaccinated in infancy and revaccinated on April 2 
last, and that the interval between his last vaccination and 
his development of modified smallpox was four days. 


Obituary 


CHARLES WITTS 
M.C., M.B. LOND. 


Dr. Charles Witts settled in practice in Ladywood, 
Birmingham, after the 1914-18 war, and during the 
late war he served on the medical board for National 
Service and on the Pensions Board there. From Here- 
ford High School he went to Guy’s Hospital, where 
_ he took the Conjoint qualification in 1910, later becoming 
obstetric registrar.. He also won his hospital colours for 
soccer. In 1914 shortly before the outbreak of war he 
took his M.B. As captain R.A.M.c. he was attached to 
the Highland Light Infantry and saw service in France. 
After winning the m.c. he was taken prisoner-of-war 
early in 1918. 

“A man of considerable clinical skill, terse wit, and 
sound judgment,” writes a colleague, ‘‘ Witts was popular 
both on the medical boards and in the district where 
he practised. In poor health since Christmas he struggled 
courageously through the heavy work of the past winter.” 
He died on April 11 at the age of 62. 


Appointments . 


GOoRDON-ROBSON, W., M.B. Edin., M.R.C.P. : 
VII Hospital, Windsor. 
Hospital for Sick Children, Great Ormond Street, London : 
Receiving-room Physician : 
WILLIAMSON, D. A., M.D. Lond., M.R.C.P., D.C.H. 
Assistant Receiving-room Physician : 
» WINIFRED M., B.Sc. Birm., L.R.C.P., D.C.H. 
Receiving-room Surgeon : 
Ross, K. A., M.B. Aberd. 
Assistant Receiving-room Surgeon : 
ELKIN, DOROTHY I., M.B. Manc. i 
Part-time Outpatient Medical Registrars : 
INSHAW, J. H., M.B. Camb., M.R.O.P. 
Doveras, D. M., M.B. Lond. 
EDMUNDS, MARGARET E., M.B. Lond., M.R.C.P., D.C.H. 
HALL, CONSTANCE M., M.D. Camb., D.C.H. 
MACMAHON, ANTOINETTE M., M.B. Aberd., D.C.H. 
MIDDLETON, MARGARET, M.B. Lond., D.C.H. 
Scott, L. G., M.B. Lond. 
Part-time Outpatient Surgical Registrars : 
CANNEY, R. L., M.B. Camb., M.CH. 
Dawson, R. L., F.R.C.8. 
Hope, E. V., M.B. Camb. 


physician, King Edward 


Notes and News 


FUTURE OF A TEACHING HOSPITAL 


Tue West London Hospital, which has done important 
service as a clinical school for women students over many 
years, has long been seeking recognition as a school of London 
University. Those interested in the sound educational work 
and successful examination results of this small school were 
disappointed to learn, last March, that the university senate 

„had finally turned down the appeal for recognition. Their- 
reasons may be briefly recapitulated. 

The Goodenough committee recommended that this hospital 


rr 


should cease to be an undergraduate school, on the ground 
that it was not capable of growing to the optimum size. 
Though there is considerable room for building or rebuilding 
on the present site, the chance of such material expansion is 
of course remote at present. The hospital, however, has good 


affiliations with municipal hospitals, notably Fulham Hospital, 
and can offer 600-700 beds for the teaching of students. The 
clinical opportunities are therefore good, and could easily 
be improved and extended; but the difficulty has always 
been, and still is, to find places for students while they are 
doing their preclinical course. Some have hitherto been 
placed at University College, and some at King’s College, 
while some have come to the West London from Oxford and 


Cambridge. With the admission of women ùo all London 
hospitals, however, the places at University and King’s 
Colleges will be needed by students going on to the sister 


hospitals of these colleges. No doubt the senate felt that the 
difficulties of providing extra places or a new school.for 
preclinical students, as well as the staff to teach them, are at 


' the moment insuperable ; but it seems unfortunate that, at 


a time when women students are finding exceptional difficulty 
in finding places, a teaching school. for women should be 
obliged to close its doors to undergraduates. Ea 

The West London Hospital has been advised to join the 
Postgraduate Federation and revert to its former position’ 
as a postgraduate training school. It has been suggested that 
it might offer specialist training in general medicine and 
surgery. Such training, in the view of Dr. Maurice Shaw, 
the dean of the present school, would have to be given in the 
form of practice in these specialties, and he suggests it could 
be done by appointing junior and senior house-officers, and 


registrars, who, by working under and with the consulting 
staff, would acquire experience in their specialty. The school 
has a good record for achieving results, even in the face 


of difficulties; whatever it undertakes is likely to be done 


well. 
ASSOCIATION OF AGRICULTURE 


SINCE this association was founded last October it has not 
let the grass grow at any rate under its feet. A series of 
provincial conferences has been planned each to be held in 
an important city or industrial centre, with the aim of showing 
local industrialists what ought to be the relationship between 
Town and Country, and of demonstrating the vital inter- 
dependence and essential need for coöperation between the 
industry of agriculture and other industries. The first con- 
ference took place early in May. Films are now being planned 
to teach the same lessons. At the request of the National 
Farmers’ Union, the association is also undertaking the 
educational and nutritional features of the Country Comes To 
Town exhibition at Blackpool from August 20 to Sept. 6. 
Mr. Walter Elliot, M.P., is chairman of the executive council, 
and the association may be addressed at 232, Abbey House 
Victoria Street, London, S.W.1. | i 


A MEDICO-LEGAL OCCASION | 


THE Medico-Legal Society’s annual dinner was held in 
London on June 12, with Dr. (now Sir) W. Norwood East, the 
president, in the chair. Proposing Medicine and Law, Sir 
Frank Newsam, of the Home Office, said that the two callings 
shared a common aim, the ascertainment of truth; but the 
doctor must needs act on assumption, of which the lawyer 
was rightly suspicious. Perhaps for this reason, conflict in 
certain fields seemed inevitable ; but each should familiarise 
himself with the other’s work. Lord Schuster criticised 
features of the Criminal Justice Bill; the proposed classifica- 
tion of malefactors as suitable for different types of punish- 
ment was, he thought, too elaborate, and he would first like 
to see established a regular corps of well-paid clerks in the 
courts, capable of advising on the disposal of convicted persons. 
Nevertheless, English judicial practice was basically sound ; 
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its system for the ascertainment of truth, though costly» 
was assed and should be preserved. Sir Maurice 
Cassidy said that the two callings were united in the splendours 
of their antiquity ; no one in either profession wished to leave 
it—perhapsbe causethose uninterested were quickly elimi- 
nated by examiners. Toasting the Society, Lord Moran 
suggested that the essential difference between the outlooks 
of doctor-and lawyer lay in the fact that though both were 
concerned with the truth, the doctor answered questions 
bluntly, supporting his replies with objective data, whereas 
the lawyer sought that aspect which was most favourable to 
his client. Dr. Norwood East spoke of the society’s growing 
strength and of the need to maintain its high standard, and 
Dr. C. Thackray Parsons paid tribute to it fur helping the 
man in the dock by studying the roots of crime. 


University of Oxford 


On June 7 the degree of D.M. was conferred on Margaret 
Pickles. 


University of Cambridge 
On June 7 the following degrees were conferred : 


¥M.D.—J. W, D. Bull, G. S. Graveson, J. H. Humphrey, H. S. 
Kellett, * Man Wong. 
. M.Chir.—R. L. Canney. 
M.B., B.Chir.—* G. H. P. Drake. 
$ By proxy. 

Public Health Laboratory Service.—Dr. R. M. Fry has been 
appointed university director of this service and Dr. Joan 
Boissard assistant director. The service is ‘associated with 
the department of pathology and the director will assist the 
professor of pathology in research and teaching. 

University Health Service—The university is inviting 
applications for the whole-time posts of senior and junior 
health officers whose chief duties will be the medical examina- 
tion of undergraduates. The posts will carry yearly salaries 
of £1000 and £700. 


Royal College of Surgeons of England 


At a meeting of the council held on June 12, with Sir 
Alfred Webb-Johnson, the president, in the chair, it was 
announced that a supplemental charter had been granted to 
the college, giving power, among other things, to coöpt 
additional members of the council, to conduct a special 
final fellowship examination in ophthalmology and otolaryn- 
gology, to grant a fellowship in dental surgery, and to institute 
faculties in the college. The following wera coépted members 
of the council for the ensuing year :’ 


H. Guy Dain (general practice), G. F. Stebbing (radiology), 
V. E. Negus (otolaryngology), A. D. Marston (aneestbetics), George 
Black (ophthalmology), R. V. Bradlaw (dental surgery), L. Carnac 
Rivett, subject to the result of the council election (gynecology 
and obstetrics). 


Prof. R. Milnes Walker was re-elected a member of the 
court of examiners, and the following examiners were elected 
for the ensuing year : 


Primary fellowship.—Anatomy: Sir Cecil Wakeley, Prof. H. A, 
Harris, Mr. E. C. B. Butler, Mr. Jaimes Whillis. Applied physiology 
and pathology: Prof. R. J. S. McDowall, Prof. Geoffrey Hadfield, 
Prof. W. G. Barnard, Prof. Samson Wright. 

Diploma of L.R.C.P., M.R.C.S.—Elementary biology: Mr. 
Wilfrid Rushton, p.sc., Mr. J. H. Elgood, Mr. Alan Fisk, Mr. 
Frederick Scgrove. Anatomy: Prof. Mary Lucas Keene, Mr. 
A. M. A. Moore, Dr. D. V. Davies. Physiology: Professor 
McDowall, Prof. D. T. Harris. Midwifery: Miss Alice Bloomfield, 
Mr. A. O. Grey, Mr. Norman White. Mr. H. G. Kirwan-Taylor. 
Pathology: Dr. J. F. Taylor, Mr. Lennox Broster, Dr. H. W 
Clegg, Mr. R. J. McNeill Love. 

Diploma in Public Health.—Preliminary : Dr. Ian McCracken ; 
Part I, Dr. J. D. Benjafield ; Part II, Dr. C. O. S. B. Brooke. 

Diploma in Ophthalmic Medicine and Surgery.—Part I, Mr. J. H. 
Doggart, Mr. G. J. O. Bridgeman ; Part II, Mr. T. M. Tyrrell. 

Diploma in Psychological Medicine.—Part I, Dr. Denis Brinton. 

oe in Laryngology and Otology.—Part I, Mr. Charles Keogh, 
Mr. Geoffrey Bateman; Part II, Mr. J. H. Cobb. 

PRm in Medical Radio-Diagnosis.—Part I, Prof. F. L. Hop- 
wood, D.8c.; Part II, Mr. J. L. A. Grout. 

Diploma in Medical Radiotherapy.—Part I, Professor Hopwood ; 
Part II, Mr. G. F. Stebbing. | 

Diploma in Anesthetics.—Dr. W. A. Low, Dr. E. S. Rowbotham. 

Diploma in Child Health.—Dr. Wilfrid Sheldon, Dr. A. D. C. Bell. 


Diploma in Physical Medicine.—Part I, Dr. Philippe Bauwens, | 


Mr. A. M. A. Moore; Part II, Mr. N. St. J. G. D. Buxton, Dr. 
Frank Cooksey. | 

Diploma in Industrial Medicine.—Part I, Dr. Arthur Massey ; 
Part II, Dr. William Blood. . - 

Diploma in Tropical Medicine and Hygiene.—Sir Philip Manson- 
Bahr, Dr. Sydney Smith. 


Diplomas of fellowship were granted to the following : 


J. McA. McArthur, A. S. Bullough, Robert Petticrew, K. G. Rotter, 
A. W. Lipmann Kessel, Philip Shemilt, R. E. Horton, St. J. M.C. Birt, 
J. V. Crawford, G. R. Crawshaw, M. H. Kinmonth, F. J. Gillingham, 
F. B. Cockett, R. E. Shaw, H. M. Lewis, M. T. Pheils, J. J. Shipman, 


J. G. Taylor, F. T. Wheeldon, K. W. Wilkinson, B. B. Milstein, D. J. 
Robertson, S. G. Tuttill, D. P. Choyce, Romiel Anthonis, D. B. Brown, 
R. T. Campbell, Maitreyee Chaudhuri, L. P. Clark, R. L. Cooke, J. B. 
Curtis, E. T. Dick. J. L. Dowling, Marjorie O. Dunster, S. M. Ghosh, 
N. O. Gibbon, William Girdwood, A. J. P. Graham, R. T. Grime, 
W. G. Hendry. J. P. Herdman, Charles Hollenberg, Boris Lewin, 
G. M. Lewis, E. T. McCartney, S. T. McCollum,, Donald McIntosh, 
A. M. Mair, H. L. C. Maitland, P. E. Marchand, R. P. Melville, 
H. D. Moore. E. J. Nangle, S. M. Nawab, G. E., Nevill, J. S. Peters, 
S. F. Reid. R. B. Scott, R. A. Stephen, H. D’A. Sutherland, R. A. R. 
Taylor, G. J. Walley. 

The following diplomas were granted, jointly with the 
Royal College of Physicians : 

D..A.—D. V. Bateman, O. H. Belan, C. H. Boyd, W. H. F. Boyd, 
P. R. Bromage, E. K. Brownrigg, Roger Bryce-Smith, J. E. Bulow, 
Dennis Canter, A. A. Cilliers, R. B. Clayton, F. E. Clynick, S. W. 
Cotħin. E. R. Coleman, P. B. Conroy, C. J. Corcoran, Giovanni 
Curà, R. M. de Gregory, A. B. Eastwood, I. C. W. English, J. U. 
Forbes, Andrew Fraser, Eileen McC. Gibson,-L. J. Goggin, Jobn 
Gordon, A. H. Grace, P. W. S. Gray, Harry Grenville, J. H. G. 
Halliday, J. K. Harper. A. W. Hind, A. C. Holms, H. R. Hudd, 
Gough Hughes, R. McD. S. Keir, James Lapraik, C. H. Levick, 
J. K. Lewis. Mary E. Lloyd, R. E. Loder, J. M. MacCormack, R. M. 
Mackenzie. R. L. McMillan, S. A. Mason, J. G. Matheson, E. T. 
Moerch, P. H. Moore, W. B. Neff, G. 5. Ostlere, W. J. Patterson, 
Joseph Psaila, H. J. Riehardson, Hilda Roberts, J. D. Robertson, 
F. R. Russell, C. F. Scurr, Eugene Thomas, T. C. Thorne, C. E. 
Tudor, Ambrosine Vaughan, Patricia E. Wallace, Mary Watson, 
H. L. J. Wilson, G. P. Williams, T. M. Williams, T. N. P. Wilton, 
E. H. Winterbottom, Luise Wislicki, R. B. Wright. 

D.M.R.D.—R. L. T. Hill. 

D.C.H.— Sunilkumar Ray. - : ` 

Commonwealth Travelling Fellowship.—Sir Hugh Cairns, 
Nuffield professor of surgery in the University of Oxford, 
has been elected the first Arthur Sims travelling professor. 
The announcement of the endowment of this chair was first 
made last November (Lancet, 1946, ii, 737), and its title is 
now to be associated with the name of the donor, Mr. Arthur 
Sims, a New Zealand industrialist. 

Sir Hugh Cairns is a medical graduate of the University | 
of Adelaide, and his main duty as travelling professor will 
be to visit the principal medical centres of Australia and 
New Zealand, to deliver lectures, and to take part in research 
and postgraduate teaching. It is hoped that it will be 
possible for him to visit the other Dominions during his year 


of office. 


Royal College of Obstetricians and Gynsecologists 


At the meeting of the council held on May 31, with Mr. W. 
Gilliatt, the president, in the chair, it was announced that 
Field-Marshal Jan Smuts had been elected an honorary 
fellow. To mark the grant of the royal charter of incorpora- 
tion the four surviving signatories to the articles of association, 
whereby the college was founded, were also elected to the 
honorary fellowship: Prof. J..M. Munro Kerr, Prof. C. G. 
Lowry, Sir Ewen Maclean, Sir William Fletcher Shaw. 

The following were elected to the council to replace those 
retiring : 

Dugald Baird, Alice Bloomfield, G. I. Strachan (to represent the 
fellows); J. A. Stallworthy, A. M. Sutherland, R. James Wother- 
spoon (to represent the members). 

An Australian regional council has been set up to act as 
a representative committee of the council of the college in 
discussions and negotiations affecting the practice of obstetrics 
and gynecology in Australia. Dr. F. A. Maguire (Sydney) 
has been appointed chairman, and Prof. B. T. Mayes (Sydney) 
secretary. 

The following were admitted to the fellowship : 


M. D. Black, J. S. Hovell, Jerusha Jhirad, T. N. MacGregor, 
Rover Newton, G. D. Shaw, G. S. Smyth, H. S. Waters, Bryan 
illiams. 


The following were admitted to the membership : 


Duncan Ballantine, Margaret R. Biggs, W. S. Campbell, J. B. 
Cochrane, S. J. Cohen, H. V. Corbett, Albert Davis, J. R. Dickinson, 
Bessie Dodd, Morag Dods, R. C. Gill, Jean L. Hallum, R. F. 
Lawrence, T. H. Lawton, J. M. McBride, R. A. E. Magee, M. K. 
O’Driscoll, S. S. F. Pooley, L. J. Quinn, R. B. Salter, P. C. Thomas, 
Kathleen M. F. Worrall, J. L. Wright. 


Indian Medical Service 


The Service’s annual dinner was held in London on June 12, 
under the chairmanship of Sir Bennett Hance; the guests 
were Lieut.-General Sir Alexander Hood, director-general, 
Army Medical Services, Lieut.-General T. O. Thompson, 
D.M.S. India, and Mr. William Gilliatt, P.R.c.o.c. Sir Bennett 
Hance summarised the Service’s work for India, and recalled 
that this was the last dinner which would be held while the 
Service was still in being. Sir Alexander Hood paid tribute to 
its contribution to the whole field of tropical medicine; the 
high standing of the Service was,, he said, due not only to. 
the efforts of those officers whose names had become inter- 
nationally known but to the steady work of the ordinary 
regular officer. : 
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Royal Appointments | : 


„Air Commodore Thomas McClurkin ‘has been appointed 
honorary physician to the King in place of Air Vice-Marshal K. 
Biggs who has retired. Air Vice-Marshal Duncan McLaren 
and Air Commodore F. J. Murphy have been appointed | 
honorary surgeons in place of Air Vice-Marshal A. E. Panter 
and Air Vice-Marshal T. J. Kelly who have retired, 


R.A.M.C. Memorial ` 
On June 12 the Queen was present at a service held in 


Westminster Abbey in memory of all ranks of the Royal | 
Army Medical Corps who died in the war. Afterwards the | 


Queen, who is colonel-in-chief of the R.A.M.C., laid a wreath 


below the memorial window, which was rededicated by the | 


Dean of Westminster. 


Postponement of Appointed Day 
As the appointed day for the start of the National Health 
Service has been postponed from April 1 to July 5, 1948, 
` local health authorities can be given more time for the prepara- 
tion of their proposals. The Minister of Health has therefore 
substituted the following as the last dates for the submission 


of their proposals instead of the list given in our issue of 
March 8 (p. 307). i 


Oct. 31, 1947.—Care of mothers and young children, midwifery 


health visiting, home nursing, prevention of illness, care and’ 


aftercare, domestic help, duties under Lunacy and Mental Treatment 
Acts and Mental Deficiency Acts. 
Dec. 31.—Health centres. 


- ‘Tuberculosis Association 


The joint annual conference of the association and the 
Tuberculosis Society of Scotland will be held at the depart- 
ment of zoology, King’s Buildings, Edinburgh, from July 16 
to 19. The speakers will include Dr. H, A. Pattison (Rehabili- 

tation in the U.S.A.), Mr. T. Holmes Sellors (Assessment of the 
Results of Thoracoplasty), Dr. H. van den Berg (Control of 
Results in B.C.G. Trials), Dr. J. G. Scadding (Pneumonias 
associated with Epidemic Respiratory Infections), Dr. V. 
Reilly (Pathology of Amyloidosis), Dr. W. M. Borthwick 
(Genito-urinary Tuberculosis), Prof. V. Monaldi (Endocavitary 
Aspiration in the Treatment of Pulmonary Tuberculosis), 
Mr. Norman Dott (Skeletal Traction, Surgical Decompression 
in the Management of Pott’s Paraplegia). Dr. Alexander 
MacLean and Dr. B. R. Clarke will also open a discussion 


on the Causes for the Breakdown of Discharged Quiescent. 


Cases. 


Pris Marriages, and Deaths 


BIRTHS 

BARWOOD. —On J une 8, at Woking, the wife of Dr. Antony Barwood 
—a daughter. 

CooPpER.—On June 7, at Edgware, the wife of Mr. Stanley Cooper, 
F.R.C.8., Gold. Coast—a 80n. 

Durrt.—On May 31, at King’s Langley, the wife of Dr. Peter 
Dupré—a daughter. 

Kenneth 


FROOME.—On June 10, at Norwich, the wife of Dr. 
Froome—a daughter. 


Gimson.—On June 7, in London, the wife of Dr. Leslie Gimson — 


—a daughter. 
Hannay.—On June 9, at Wimborne, Dorset, the wife of Dr. J. 
annay—a son. 


Hann 
Kinc.—On June 10, in Dublin. Dr. Elizabeth King, wife of Dr. 


- Jeffrey D. King-—a daughter. 

LEWE. E aae 5, at Cardiff, the wife of Dr. C. W. D. Lewis 

' —a da r 

MOORE. On. June 11, at Guildford, the wife of Captain J. T. Moore, 
R.A.M.C.—a daughter. 


WOLFE.—On June 4, at ‘Cardiff, the wife of Mr. H. R. I. Wolfe, 


F.R.C.S.—a son. 
MARRIAGES 


BAKER—HOSTE.—On June 7, at Bournemouth, Robert Ruckley 
Baker, M.B., surgeon commander R.N., to Margaret Hoste. 
BucHaN--HENDRY. —On June 14, in London, John Forster Bucban, 

M.B., to Mary Mabel Hendry.. 


KENCHINGTON—SWAFFIELD. —On June 11, at Bromsgrove, | Noel © 


Scott Kenchington, M.R.C.S., to Barbara M. Swaflield. 
PICKERING—BINNIE.—-On June 6; in London, Paul Pickering, 
B.M., to Anne Binnie.. 
RUTTER—HUNT.—On June 7, at Cardiff, Frank William Eden 
t; Rutter. M.R.0.8., to Mary Elizabeth Hunt. 
TILSLEY—HOUGHTON.—On June 10, at Sheffield, David Alan 
DUROI, M.R.O.8., to Freda Houghton. 


DEATHS 


FINDLAY.—On June 14, at Farnham, Surrey, Leonard Findlay, M.D., 
D.Sc. Glasg., F.R.O.P. aged 69. 

Grpp.—On June 14, at Shrewsbury, Maurice Gepp, L.R.c.P., aged 87. 

-Hatron.—On June 12, at Claygate, Helen Mary Hatton (née 
Serjeant), L.R.C.P. E. 

HOowELL.—On June 6, at Shaldon, S. Devon, Willam Boyman 

. Howell, M.D. 

MACKINTOSH.—On June 12, in Glasgow, Donald James Mackintosh, 

C.B., M.V.O., LL.D., M.B. Glasg., D.L. 


t 


- Diary of the Week 


= JUNE 22 To 28 
Tuesday, 24th . = | 
MIDDLESEX HospPiITAL, W.1 
4, 30 P.M. Sir Jack Drummond, ‘D.SC., F.R.S. The Nutritional 
Value of Bread. (Sanderson-Wells lecture. ) 
PADDINGTON MEDICAL SOCIETY 
8.45 P.M. (St. Mary’s Hospital, W.2.) Dr. L. Zecitline : 
in Medicine. (Presidential: addr 
LONDON SCHOOL OF DERMATOLOGY, 5, Lisle Street, W.C.2 - - 
5 P.M. Dr. W. J. O’Donovan: Occupational Dermatitis. | 
EDINBURGH POST-GRADUATE BOARD FOR MEDICINE 
5 P.M. (Royal Infirmary.) Dr. T. N. MacGregor : 
l ín Theory and Practice. ` 


Wednesday, 25th 


FACULTY OF HOMQOPATHY 
5 P.M. a ondon Homæopathic Hospital, Great Ormona Street, 
W.C.1.) Dr. Jobn Paterson: Homeopathic Ehtlosophy 

Brought up to date. 
LONDON SCHOOL OF DERMATOLOGY 


5 AM. Dr. C W. McKenny : Teiga of X-ray Treatment 
(Part II). 


Thursday, 26th 


ROYAL COLLEGE’ OF SURGEONS, Lincoln’s Inn Fields.4w.C.2° 
5 P.M. Prof. Arnold Sorsby : The Control of Blindness. - 
FACULTY OF RADIOLOGISTS 
8 P.M. (Children’s Hospital, Ladywood Road, Birmingham. ) 
Prof. Robley D. Evans, Dr. J. Hamilton : aberavenue 
Use of Radioactive Isotopes. 
MEDICO-LEGAL SOOIETY 
8.15 P.M. (26, Portland Place, W.1. ) Sir William Norwood Raat: 
Psychiatry and Degrees.of Murder. (Presidential address.) 


Friday, 27th 


RoyaL SOCIETY OF MEDICINE 


10 A.M. (Royal Sussex County Hospital, Brighton.) TOETER 
and Otology. iss Winifred Hal, Mr. John McGibbon : 


ohn 
Association of” Otitis Media with Acute Non-specific 
Gastro-enteritis. 


Mr: V. E. Negus: Paralysis of the Larynx. Mr. G. E. 
Archer: Subacute “Maxillary Sinusitis. 
FACULTY OF RADIOLOGISTS 

11 a.m. (Birmingham Children’s Hospital.) 


= 7 w A uaa, Dr. P. B. Mumford, Dr. Bernard Tate, 
r. J. 


Bromley : Organisation for Superficial X-ray 
Therapy 


2PM. Dinanows: Prof. J. M. Smellie, Dr. J: C. Bishop, Mr. H. H. . 
Sampson : Bronchiectasis in Children. 
ASSOCIATION OF CLINICAL PATHOLOGISTS 


Humour 


Sex Hormones 


. 
l 


4 


2 P.M. 


Therapy. Prot. 


9.30 a.M. (Dunn School of Pathology, Cambridge.). Dr. K. S. 
Thompson: Chiari’s Thrombosis of the Hepatic Ostia. 
Dr. M. Bodian: Pulmonary Hemosiderosis. Dr. G. T. 


Cook, Dr. 8B. P. Marmion: Outbreaks of Gastro-enteritis- 
of Unknown Ætiology at Leicester and Oxford, 1944—47. 
Dr. H. Sikl: Lesser Known Histological Methods for 
Routine Use in the Laboratory. Dr. R. M. Haines: The 
Eye in Tuberous Sclerosis. Prof. J. S. Mitchell and Dr. 
. M. Barrett: Radiosensitivity of Tumours. 
4.45 P. i. Dr. J. E. McCartney : Use of Electron Microscope in 
' Bacteriology. Dr. David Nabarro : Retrospect of British 
Pathology. (Presidential address.) | i 


‘Saturday, 28th 
ROYAL SOCIETY OF MEDICINE 
10 a.M. (Royal Sussex Hospital.) Laryngology ang Otology. 
Clinical meeting. Miss M. R. Dix, Mr. C. S ae í 
Pure Tone Audiometry in Young Children. 
FACULTY OF RADIOLOGISTS 
10 aM. (Queen Elizabeth Hospital.) eee and Dieii: 
; Dr. Brian Taylor, Dr. T. Lodge, Mr. A. L. d’Abreu, Mr. 


C. J. L. Thurgar, Dr. Peter Kerley: ‘Carcinoma of the 
Bronchus. 


ASSOCIATION OF CLINICAL PATHOLOGISTS 
9.30 A.M. (Dunn School of Pathology, Cambridgeen 

Hynes: The Leucocyte Drift. Dr. J. Unga 
Properties of Pertussis Vaccines. Dr. 3 Ee 
Hremolysin Test for Streptococci. Dr. F. Vanico Simplifi-. 
cation of Diagnostic Methods in Clinical Bacteriology. 
Dr. A. Renshaw: Blood Protein Variations in Rheumatic 
Disease. Dr. J. vV. Wilson : Blood Viscosity as an Index 
of Activity in onir Rheumatism. Prof. E. J. 
D.SC., and Dr. Garner : 
of Glucose. Dri C. E. Dukes: 

SOCIETY FOR ENDOCRINOLOGY 


Dr. 


Colorimetric’ Determination 
Genito- urinary Tuberculosis. 


10 A.M. (Guy's Hospital Medical School, S. E.1.) Mr. Ri K. 
Callow. D.PHIL., Mr. C. J. O. R. Morris, PH.D., 3 Prot. G.F. 
Marrian, Mr. ron W. Emmens, PH.D., Mr. G. A. D. Hasle- 


wood, PH.D., Dr. P. M. F. 


Bishop: 
Steroids. 


Assay of VERAN 


A New HYPODERNIC Syrince.—The ‘Balco’ syringe, 
composed of a metal nozzle and a glass barrel and plunger, 
has been devised for sterilisation by heat when fully assembled; 
the makers claim that it withstands temperatures up to 
200°C. In trials it was undamaged by repeated boiling 
and autoclaving. The syringe is manufactured. by the 
Ballbrook . Surgical Instrument Co. Ltd., 9, Blackfriars 
Street, Salford 3. 3 - 
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PROGRESS AND PRESENT ASPECTS OF 
MEDICAL SCIENCE * 


Sir LioxeL WHITBY 
C.V.O., M.C., M.D. Camb., F.R.C.P., D.P.H. 


REGIUS PROFESSOR OF PHYSIC IN THE 
UNIVERSITY OF CAMBRIDGE 


Discipulus est priori posterior dies—each day is the 
scholar of yesterday ; and yesterday, the second world 
war, was associated with that spectacular progress in 
certain aspects of medicine which always appears as a 
small compensation for lives that are inevitably sacrificed. 
As for what will happen tomorrow, none can tell until 
trial has been made. We live in an era when legisla- 
tion may alter the whole fabric of the practice of medicine, 
and in due course we shall see how *“ changes fill the 
cup of alteration with divers liquors.” 

At the moment the world is hungry for security— 
in day-to-day economy, in employment, in social services, 
and in the anxieties which illness brings. This may be 
the basic stimulus which lies behind the great movement 
towards organised research, which urges the lifting of the 
general standard of medical knowledge, and which calls 
for the provision of a medical service capable of making 
oe opinion readily available to rich and poor 
alike. 

Much time will be required to create the new order. 
This island is woefully short of medical man and woman 
power, of equipinent, of hospital accommodation, and 
of nursing and domestic staff. These cannot be created 
overnight, and until they are available no State medical 
service can operate according to the expectations of the 
public. When expensive services are free, the use made 
of them is always magnified. 

Yet the country and, to a considerable extent, the 
younger members of the profession are in the mood to 
receive this State service; the latter will do their best 
to make it work. Many returned warriors, weary with 
six long years of a relatively narrow medical life, are 
eager and anxious to rehabilitate themselves for the 
task of providing the country with specialists, the 
trained men, and the good doctors which the National 
Health Service will need. 


SPECIALISM 


To me there appears to be some danger in the lavish 
specialism which is so freely publicised. Among all the 
profession, particularly ex-Servicemen, there is a very 
natural ambition to be in specialist employment. Shall 
we perhaps, like a Gilbertian navy, be all admirals and 
suffer from a galaxy of specialists with none to do the 
field work, the work in the home ? 

A surfeit of specialists leads to unintelligent general 
medicine. The pain in the belly, or any other common 

‘symptom, tends to present itself not as a problem for 
diagnosis but simply as one to be referred for specialist 
opinion. Will our general practitioners of the future 
become no more than sorters of cases? Under Army 
conditions, some evidence of this was apparent. The 
malingerer, the scrimshanker, was often referred to the 
specialist as a safety cover, when the old-fashioned 
regimental medical oflicer—the keen observer, the student 
of human nature—would have prescribed a couple of 
number nines and duty. 

A multitude of specialists often means that a patient 
has many doctors but not one he can really call his own ; 
not one to whom humanity is as important as the expert 
opinion. Let us hope that nationalisation will not 
eliminate the oft-ridiculed bedside manner, which in 
effect means a capacity for gaining the confidence of the 


` $ Doctor Isaac Gilchrist lecture delivered at the University of 
Aberdeen on May 7. 
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patient, so that a full and relevant history of background 
is obtained and coöperation in investigation and treat- 
ment is ensured. Should the personal touch go out of 
medicine, the soul of the profession will pass with it, 
whatever equipment and facilities are provided. 


THE DOCTOR’S LIFE 


Much has been said about making the lifo of the doctor 
more easy, with shorter hours and longer holidays, more 
leisure, and financial security for all his working days 
as well as his old age. This certainly cannot happen 
overnight, and one wonders how many really desire such 
things, at the price of independence, or who wish to 
forgo the stimulus of the gamble of life with the oppor- 
tunity to make of it what you will. Our profession, all 
of those who have the instinctive call to be doctors, 
expect and often glory in the overwork, the perpetual 
service at all hours if need be; that is all part of the 
game. The late night call may be a nuisance and some- 
thing to grouse about, but it brings the thrill always 
associated with the unknown. 

In my view the good doctor—and most are good— 
will continue to serve the public as before, in spite of 
being nationalised. lt is only the mediocre doctor, 
the lazy man, the man whose heart is not in his work, 
who will receive an undue reward for a service in which 
he can watch the clock. 


MEDICAL EDUCATION 


We cannot tell whether the profession will continue 
to attract men of the same calibre and quality—men 


- who have the right background and whose upbringing 


has inculcated the habit of true service. When a calling 
is no longer independent and individual, some of its 
attraction has gone. But it is certain that at least the 
standard of learning and knowledge will be maintained, 
and may, by and large, rise, since a long-overdue organisa- 
tion is being created for postgraduate education in all 
the university centres. This can be counted a great 
advantage. 

With the expansion of teaching and with the positive 
development of our university centres will come a proper 
recognition of the vast contribution which this country 
has quietly and unobtrusively made, and will continue 
to make, to the science and art of medicine. Hitherto, 
in Europe, the German and Austrian centres have been 
regarded as the mecca to which those in search of 
advanced medical education should go ; whereas Britain, 
more from diffidence than desert, has been regarded as 
old-fashioned. It is to be hoped that some of our old- 
fashioned methods will long continue, and more especially 
the humane approach. 

Even so, we are, once again, woefully short of first- 
class teachers, and it will take time to create the number 
required. 

RESEARCH 


Homines dum docent discunt—men learn as they teach. 
The great university teaching centres will naturally 
develop a vigorous policy of research, no longer dependent 
on the chance financial endowments of enlightened 
individuals. The university centres will be the focus 
of each region and should bring into close contact the 
whole medical population of the region. In theory this 
should be very beneficial, for the scheme brings into the 
orbit of research not only the patient with advanced 
illness but also the clinical material at general-practi- 
tioner level representing disease at an earlier phase. 
Add to this the information supplied by the apparently 
normal—e.g., in the prophylactic examinations of 
university students—and there is scope for research 
covering all aspects of disease, and a medical community 
willing and interested in supplying all the material. 
Yet even here caution is necessary. With the perfection 

AA 
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of such technical procedures as mass radiography, the 
value of which was shown by war experience, not only is 
the abnormal detected but also trivial deviations from 
normal. Too great an emphasis on such deviations, 
another danger of specialism (reminding one. of the 
nusiform. sac), confuses the boundary between health 
and disease, and often causes needless anxiety. 

The war itself proved the quality of our research- 
workers, but likewise revealed how few we had. This is 
now recognised by the Government, who are pursuing 
. a positive policy to increase the numbers. 


_ ANTIBIOTICS 


The war period showed what can be done by con-. 


centrated effort, team-work, and codrdinated planning. 
Of this there can be no better examples than the anti- 
biotics, the chemotherapy of parasitic diseases, and 
atomic energy. 
Penicillin l 
Fleming’s (1929) discovery of penicillin ranks very 
bigh in the romances of medicine and clearly shows what 
part the individual can play in great scientific advances. 
The story is well known. One day, out of the smoke- 
laden air of the Borough of Paddington, there descended 
on to a plate of Staphylococcus aureus, which Alexander 
Fleming was cultivating, a single spore of Penicillium 
notatum. Next day, in the region of the mould, the 
observer noticed the inhibition of the growth of the 
staphylococcus. Most of us would have discarded the 
plate as a reproach to our bacteriological technique. 
Pasteur said: ‘‘ Chance favours the trained mind ” ; 
and who can doubt that the mind of Fleming was trained 
and tuned? But more than that, Sachs wrote: “It 
is not the facts observed but the conclusions drawn from 
them that determine the progress of science.” And 
Fleming’s conclusions in 1929 were in principle all that 
we nowadays are accustomed to expect from penicillin. 
Yet the exploitation of the discovery remained in 
abeyance for twelve years, and it required the stimulus 


of war, and the coöperation of chemists, bacteriologists, - 


mycologists, and engineers, and the resources of the 
commercial world, to give us penicillin in the quantity 
and in the forms in which we use it today. 

Careful study has shown that penicillin consists of 
at least four substances of varying activity, and of these 
no more than one has been synthesised. Nature is still 
a cleverer chemist than man, but man is ingenious 
at exploiting nature’s gift by various routes of admini- 
stration, in different forms such as pastes, pastilles, and 
sprays, and in ensuring stability. With the perfection 
of this work, the culmination of a single observation, a 
material has been given to us which comes very close 
to Ehrlich’s dream of a non-toxic active antibacterial 
agent; one of the most powerful remedies against a 
common mortal infection; a substance which greatly 
reduced the mortality and morbidity from wound sepsis 
during the war, and bids fair to succeed with consider- 
able frequency in bacterial endocarditis—a disease which 
hitherto has defied all methods of control, quite apart 
from cure. 

With the appreciation of the potentialities of penicillin, 
we have seen the same reaction as when the virtues of 
sulphanilamide were first recognised. There has been 
a rapid and frenzied search through a huge range of 
moulds, bacteria, yeasts, and actinomycetes for an 
antibiotic which would cover the gaps left by penicillin 
or which might be superior to it. Numerous moulds 
have been found to produce antibiotic substances. Some 
have been dignified by names such as spinulosin from 
P. spinulosum, citrinin from P. citrinum, fumigatin from 
Aspergillus fumigatus, and patulin from P. ‘patulum— 
the last enjoying a meteoric rise to fame and an equally 
rapid fall when a properly controlled experiment showed 
that it was not the heaven-sent cure for a common cold. 
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None of these antibiotics has proved of practical use and 
none can attempt to rival penicillin. | 

Likewise with the antibiotic which Dubos (1939) 
obtained from autolysed cultures of the soil bacillus, 
B. brevis. This was found to be a mixture of two poly- 
peptide substances known as tyrocidin and gramicidin. 
Both have proved toxic, and only gramicidin, a pure 
material of crystalline structure, has been subjected 
to limited trial by local application. © 


Streptomycin 

The past few years have seen the dery and 
pr reliminary assays of even another antibiotic which 

as attracted wide interest, in that it appears to open 
the door to the treatment of tuberculosis. Streptonrycin, 
derived from the soil actinomycete Actinomyces griseus, 
has a wide range of activity, apparently filling in some 
of the gaps which penicillin cannot cover; it is active 
in vitro against a whole series of gram-negative bacteria, 
including Br. abortus, Ps. pyocyanea, proteus, salmonella, 
and Past. tularense. But in the human subject tularemia 
is the only disease, so far, in which its value is universally 


acknowledged. Preliminary trials in competent hands 


suggest that the reaction-rate is fairly high, and that 
delayed toxic or other sequele may occur, whilst the 
capacity of an organism for becoming streptomycin- 
resistant is fairly rapidly developed. It seems clear 
that where streptomycin and penicillin overlap there will 
be no question of the former replacing the latter, 

As to tuberculosis, there can be no doubt of the activity 
of streptomycin in vitro and in vivo, but there appear 
to be very definite limitations. Activity is greatest in 
the acute miliary forms of the disease, in which spectacular 
cures, often of limited duration, have been obtained in 
clinical states hitherto always fatal, including tuber- 
culous meningitis. But in the common chronic caseating 
forms of tuberculosis the effect is poor, and even with the 
acute disease the arrest or cure has often been accom- 
plished only to leave distressing cerebral sequele— 
whether due to the disease process or to the material 
itself is not yet certain. 


It appears, therefore, that streptomycin dives not 
provide that for which the whole world has long been 
looking—a simple and easy cure for tuberculosis. Just 
as the action of the sulphonamide . drugs is inhibited 
by the presence of pus, the action of streptomycin is 
apparently inhibited by caseation or the barriers walsh 
are formed simultaneously. 


But at least a hint has been given that iibareodi 
may one day be controlled. At present the cure of this 
disease with its protean manifestations and many variables 
seems unlikely to be accomplished with one single remedy ; 
but other substances have been found to have some 
action, and these too may be capable of further exploita- 
tion. For example, the sulphone group undoubtedly 
inhibit the tubercle bacillus in vitro, and though they 
are far too toxic for general use in the human subject, 
they are available for topical application. There is also 
the claim that diethyl stilbestrol has some retarding 
action on the growth of the tubercle bacillus, a fact which 
fits well with the long-recognised observation that tuber- 
culous women often improve during pregnancy. Here 
then are three lines of approach to the problem of tuber- 
culosis, and progress may result from improvements 
in any or all. 


Resistant Micro-organisms | 

But, despite these great advances in the contral of 
bacterial diseases, and however great such advances may 
be in the future, medical science must always progress. 
It is a remarkable fact that no sooner is the cure or 
control of one disease accomplished than new problems 
appear to arise forthwith. At one time it seemed that 
gonorrhea could be almost controlled with the sulphon- 
amides, but nowadays it is recognised that a large 
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proportion of cases, many more than hitherto, are 
“ gsuiphonamide-resistant.”’ Is this an example of the 
aphorism ‘ Make haste to use a new remedy while it is 
still effective,” or is it that bacteria are really capable of 
rapid adaptation? The latter is probably the truth. 
In due course penicillin-resistant staphylococci may 
become common, whereupon the whole search must 
begin again. Likewise with streptomycin, to which 
resistance appears to be quickly established. 


ANTIMALARIAL DRUGS | 


Thanks to chemotherapy and efficient methods of 
immunisation, many of the major horrors of war have 
been largely controlled., In 1939-45 the incidence of 
typhoid and typhus was commendably low; tetanus 
was a rarity, and the wards were no longer filled with the 
stink and corruption of gangrene and sepsis. Indeed, 
somatic recovery, no longer retarded by chronic infection, 
sometimes outpaced psychological repair. 

Among the most important successes of chemotherapy 
were the advances made in the prophylaxis and treat- 


. ment of protozoal diseases. In the Far Lastern campaigns, 


where casualties from disease were at one time ten 
times as numerous as those caused by lethal weapons, 
the medical services can be considered to have been 
the most important branch of the general staff. With the 
world quinine supplies largely in enemy hands, the 
work of our chemists in producing and perfecting 
the antimalarial drugs—mepacrine, pamaquin, and later 
‘ Paludrine ’"—can be said virtually to have won the 
Burma campaign. The shade of Ehrlich must have 
rejoiced at these successes, for chemotherapy may be 
said to have been born on the day on which Ehrlich’s 
mind connected two simple facts—that methylene- 
blue stained the malaria parasite, and that methylene- 


_ blue was harmless to the human body. Ehriich tried 


methylene-blue for the treatment of malaria; but, 
though he obtained a hint of success, the effect was 
obviously inferior to that of quinine. Nevertheless the 
chemical structure of mepacrine is more closely related 
to methylene-blue than to quinine. 


SURGERY 


Estimates of the efficiency of medical and surgical 
treatment in the late war are not yet complete, but there 
can be no doubt that wounded men had at least twice 
the chance of survival of their predecessors. This is 
attributable partly to the new methods of immunisation 
and treatment, and also partly to the high standard of 
forward surgery, performed by the teams led by young 
but experienced surgeons who removed devitalised and 
damaged tissue before infection was established and who 
did their reparative work within a short time of wound- 
ing. None of these measures would have heen effective 
had there not also been a prompt and eflicient service 
making blood-transfusion available in even the most 
forward areas. Relatively few died of oligamic shock, 
and with this hazard largely controlled there was oppor- 
tunity for the surgeons to do their work and for chemo- 
therapy to do much to banish the grisly spectre of sepsis. 

But even so, and because of the wounded man’s 
greater chance of immediate survival, other dangers 
and new knowledge came to light. It was appreciated 
that so-called neurogenic shock was not a trivial matter, 
and that a severely wounded man who had been 
exsanguinated to the point of oligawmic shock or had 
suffered extensive tissue damage, more especially by 
crushing, ran a grave risk of remote renal failure. 


a BLOOD-TRANSFUSION a 
Under war conditions it was to be expected that great 
advances would be made in blood-transfusion. And 
in fact the civilian and Service blood-bank organisations 
were developed so that stored blood and blood substitutes 
were freely available in almost any place and in any 


country, whatever the climate. These facilities have 
been projected into the regional centres of our coming 
National Health Service. 


Fractionation of Blood 

Much progress was made in the perfection of blood 
substitutes, particularly in the dehydration of human 
plasma, and the general use of this material should now 
reduce the mortality from simple hemorrhage arising 
from accident or childbirth. But the shape of things to 
come was notably forecast by the brilliant work of Cohn 
and his team (1944) on the fractionation of blood. One 
foresees in the future the deliberate transfusion of a 
stable selected fraction of blood appropriate to each 
patient, rather than the mixed bag which whole blood 
supplies, and which with ordinary methods of preserva- 
tion may be deficient in the more ephemeral elements. 
Much has yet to be done to ensure the survival of cellular 
elements, of which, so far, only the red cells can be 
preserved for a reasonable time. Much benefit will 
accrue from the by-products of fractionation work, 
including the various types of fibrin in the form of film, 
foam, and plastics. These provide a most physiological 
method for controlling local hemorrhage under hitherto 
dificult conditions. 


Rhesus Factors 

The wide practice of transfusion, of massive trans- 
fusion, and of inultiple transfusions has led to a fuller 
understanding of the virtues and limitations of this form 
of therapy, and at the same time has revealed unsuspected 
hazards. By good fortune or otherwise it was discovered 
early in the war that the high reaction-rate to multiple 
transfusions and transfusions to pregnant women was 
due to the immunising potentialities of corpuscular 
factors. Simultaneously it was appreciated that these 
so-called rhesus factors were inherited, and that complica- 
tions might arise under certain conditions of mating which 
gave a logical explanation of icterus gravis neonatorum 
and other familial haemolytic manifestations in the new- 
born. With the pathology understood, a rational 
line of treatment for these highly fatal conditions has 
naturally been developed, which has proved of value in 
reducing mortality, but not, unfortunately, in influencing 
the incidence of morbidity in the form of kernicterus. 

Intensive study of the rhesus factors has revealed their 
complexity, the wheels within wheels. Beginning with 
two factors, rapidly passing to four and then to eight, 
there still appear to be even more variations within 
the eight main groups; so that comprehension of the 
finer technicalities is almost confined to geneticists and 
specialists. 

It appears that the red corpuscle is extremely 
individual. The more it is studied, the more factors are - 
revealed ; and, since all are inherited, the blood of an 
individual may eventually be found to be as charac- 
teristic as his fingerprints. How many new factors will 
have immunising properties remain to be determined, 
but no-one nowadays can give multiple transfusions, or 
can transfuse a woman, with the same simple tests 
for compatibility which were regarded as a sufficient 
safeguard before the war. | 

Much indeed has been learnt about hzmolysins, 
revealed or latent, complete or incomplete. With the 
more delicate new tests the pathology of certain obscure 
anæmias has become more clear, whilst the recognition of 
‘‘inapparent hemolysis ’’’ has explained the ineffective- 
ness of transfusion in some blood dyscrasias. With 
red-cell concentrates the transfusion of anemic patients 
whose cardiac musculature is weakened has: become a 
less anxious procedure. 

ANÆMIA E ! 
In the field of anæmias no really spectacular advance . 


in treatment has been made since Minot’s discovery of 
the virtues of liver in 1926. Throughout the intervening 
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twenty years much study has failed to reveal the exact 
nature of the liver principle—or principles, for they 
appear to be many. Crude extracts and proteolysed 
liver are still acknowledged as containing something 
which the purified extracts have not. More recently 
the discovery of the hematinic and other actions of 
folic acid has forged another link in the baffling mystery 
of blood-production and has opened up a promising field 
for research and investigation. 


NUCLEAR PHYSICS 


We live in an epoch-making age, the atomic age, 
at the crossroads of civilisation. Atomic energy, or 
nuclear physics, exploited for destructive purposes with 
incredible rapidity under the stimulus of war, promises 
immense potentialities for the advancement of medicine— 
what Chadwick (1947) has called a ‘‘ safe ” development 
of atomic energy, because the materials which we require 
can be produced in an apparatus incapable of being used 
for destructive purposes. With quite small apparatus 
the transmutation of élements is a commonplace; and 
radioactive isotopes of almost any element can be 
‘obtained. These isotopes, used as so-called ‘‘ tracers,” 
offer a field for the study of body processes, body 


metabolism, and organ function, which will take many | 


years to exhaust. 

Radioactive Iron.—For example, Fe, and Fe,, are 
used by the body in exactly the same way as ordinary 
Fe,,, but because of their radioactivity their whole 
course through the body, and their fate, can be traced 
with measuring instruments. Radioactive iron has been 
used to determine blood volume in surgical shock, the 
relative survival in the blood-stream of fresh and stored 
blood, and the preference of the blood-forming tissues 
for iron derived from hemolysed cells to that supplied 
from without, even when given in large quantities. 

_ Radioactive sodium chloride has been used to determine 
the rate of distribution by the blood-stream and to 
measure the lymph volume of particular organs. 

Radioactive carbon, nitrogen, and phosphorus have a 
tremendous application in the study of body metabolism. 
With radioactive phosphorus, for example, much has 
already been learnt about the metabolism of the different 
nucleotides in normal and in tumour cells and the effect 
of irradiation thereon, the formation of phosphatides in 
the liver, and the origin of milk phosphorus. 

Even preliminary work has shown to what an astound- 
ing extent the chemical substances in all tissues are 
replaced during the life span. It is thought that within 
the space of ten years every molecule present in the 
living body of man will have been replaced by a new 
molecule synthesised within the framework of the living 
cells. Some radioactive isotopes have’ been used thera- 
peutically—for example, radioactive phosphorus in the 
treatment of polycythemia vera, leukemia, and certain 
cancers. Of these only the first has shown any great promise. 

Radioactive Iodine.—Certain elements are selectively 
absorbed by different tissues—for example, calcium and 
strontium by bone, and iodine by the thyroid gland. 
Radioactive iodine reaches the thyroid gland within a 
short time of ingestion; it then gives off rays which 
generate high-speed electrons, and these affect the 
neighbouring tissues within a few millimetres—an effect 
which is ultimately the same as that produced by X rays. 
But the advantages are that the irradiation is internal 
and does not therefore affect the overlying skin, whilst 
the irradiation itself is evenly distributed throughout 
the whole gland. Theoretically, therefore, radioactive 
iodine should produce better results than X rays, and 
this is borne out by clinical reports. 

Radioactive cobalt is an excellent substitute for radium, 
in that it has a steady output of gamma radiation which 
provides a source of radiation with an intensity five times 
greater than most of the beam units now available. 
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RADIOTHERAPY AND CHEMICAL REACTION 


Irradiation therapy has long provided the only alterna- 
tive to surgery, with which it may be combined, for the | 
treatment of malignant disease. With new methods, 
providing new and more powerful beams which do 
relatively little damage to superficial or overlying tissues, 
the scope and effectiveness of ray. therapy bid fair to 
advance, perhaps even to achieve the successes which 
radiotherapy has accomplished in malignant disease 
of the skin and mucous membranes. Nevertheless it is 
as well to appreciate what radiotherapy actually does, 
for therein probably lies the hope of controlling malignant 
disease in the future. 

Rays bring about profound biochemical alterations in 
a cell, particularly the nucleus. Among other things, 
the synthesis of thymonucleic acid and ribonucleic acid 
is inhibited (Mitchell 1943), and these substances are 


important constituents of chromosomes in the metaphase, 
Inhibition may pass to inanition and so to death. Irradia- 
tion is therefore no more than a crude method of bringing 


about a delicate chemical reaction. Simple chemical 
changes should be capable of more subtle control. So 
far, chemotherapy has had its greatest triumphs in 
bacterial and protozoal diseases, where, though the 
mode of action of the various agents is different, all 
drugs interfere to some extent with the metabolism or 
reproductive power of the living organism. | 

The same principles should be capable of application 
to the fixed cells of the body even to the extent of instil- 
ling order into the disordered growth of cancer cells. 
A pointer has been given by the remarkable control which 
stilbcestrol, a simple sex hormone capable of synthesis, 
can exert in the case of prostatic cancer. 


` 


NITROGEN MUSTARDS 


No-one would have even dreamed that when the 
inventiveness of our chemists, stirred by the destructive 
competition of war, devised mustard-gas, one of the 
most devastating methods for causing disablement and 
death, a new chapter was being opened in the history of 
malignant disease. In the 1914-18 war the original 
conception of mustard-gas was that hydrochloric acid 
was liberated and so produced the well-known vesicant 
action. Other effects were also noticed, such as the 
action on the hemopoietic system, the gastro-intestinal 
tract, and electrolyte balance. Work on mustard-gas 
was revived with the onset of the second world war. 
Many new and potent chemicals were made. Interest 
was attracted to the cytotoxic effects of both nitrogen 
and sulphur mustards, and it was soon apparent that 
proliferating cells were more susceptible than static 
cells. This naturally suggested therapeutic. possibilities 
for these compounds. 

The sulphur mustards, because of their intense chemical _ 
reactivity and undesirable side-effects, cannot be used 
clinically. On the other hand, with the nitrogen mus- 
tards a whole series of compounds with differing reactivity 
can be obtained by varying the grouping attached to 
the third valence of the nitrogen atom, thus opening up 
pharmacological possibilities comparable to the range of 
sulphonamide variants available for bacterial diseases. 


. Threshold doses of nitrogen mustard appear to have a 


specific effect on cell nuclei, especially ‘dividing cells, 
in a manner comparable to the effect of irradiation. 
Minimal effective doses inhibit mitosis; though, if 
mitosis has begun at the time of exposure, the process 1s 
completed normally. Large doses cause nuclear frag- 
mentation and chaotic chromatin dispersal. Delayed 
toxic effects occur mainly in the blood-forming organs, 
and lead to lymphopenia, leucopenia, thrombocyto- 
penia, and eventually a depression of erythropoiesis. 
Favourable effects have been obtained in polycythemia 
vera and in Hodgkin’s disease (Jacobson et al. 1946). 
In the latter, symptoms have been quickly alleviated, 
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whilst enlargement of the lymph-glands, spleen, and liver 
has rapidly declined. Clinical remissions have varied 
in duration from one to eighteen months. The leuk«wmias 
and lymphosarcoma do not appear to respond. 

So far the nitrogen mustards, like irradiation, have 
failed to cure Hodgkin’s disease. But the hint of 
beneficial action is of tremendous import, for literally 
hundreds of variants await synthesis and evaluation, and 
it may well be that the success which has previously 
attended the evolution of chemotherapy by chemical 
alteration of a parent compound may also be seen with 
the §-chloro-ethyl amines. 


THE WAY AHEAD 


Thus, though progeas in the past quinquennium has 
been outstanding for the breadth of the advancing front, 
we appear, as always, to be on the threshold of remark- 
able developments. When one problem is solved or 
promises to be so, more and more confront us. New 
difficulties arise as the face of medicine changes and with 
the changing aspects and manifestations of disease. 
Why is it, for example, that gastrie and duodenal ulcera- 
tion have so greatly increased ; why is it that leukemia 
is now five times more common than hitherto (Sacks and 
Seeman 1947), and likewise many forms of cancer ? 
It is not all a matter of improved diagnosis. What is the 
relation of these patent facts to our increased civilisation, 
our habits, and our mode of life? It may be that my 
successor in this lectnreship, in five years’ time, will 
give the answer to some of these questions and will 
complete the story of the evolution of some of the promis- 
ing work upon which I have touched today. Sie ilur 
ad astra—thus do we reach the stars. 


- 
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THE pharmacology of the nitrogenous vesicants, or 
nitrogen mustards, has been summarised by Gilman and 
Philips (1946). Injected into animals in toxic doses 
these compounds provoke an early transient rise in the 
blood-hemoglobin content and the _ red-cell’ count, 
followed by rapid anæmia and leucopenia (Cameron 
1942). Loss of weight and diarrhoea occur, and at 
necropsy scattered hwmorrhage in the gut is seen. 
Examination of the bone-marrow reveals that the white 
cells are more depleted than the red. The leucotoxic 
action is mainly on the polymorphs and their precursors ; 
the lymphocyte series is affected, but to a lesser extent 
(Cameron and Rydon 1942). 

In many respects the effects produced in animals by 
these drugs are similar to those caused by X rays, and 
it was therefore suggested that the nitrogen mustards 
might prove useful in the treatment of malignant 
disease. Gilman and his associates were the first to use 
these compounds clinically. They gave tris (-cliloro- 
ethyl amine hydrochloride (‘ tris’ form) intravenously 
to patients with advanced malignant disease. Their 
results, together with those of other groups of workers 


vomiting was shorter. 


using this compound or methyl-bis 8-chloro-ethyl amine 
hydrochloride (“ bis” form), have been summarised by 
Goodman et al. (1946) and Rhoads (1946). Jacobson 
et al. (1946) investigated the effect of the bis form on 
neoplastic diseases of the haemopoietic system. All these 
workers found 
that definite 
beneficial 
effects were 
obtained in 
Hodgkin’s 
disease, and 
that some 
cases of 
lympho- 
sarcoma, 
mant follicle 
lymphoma, 
and polycy- 
theemia rubra 
improved. 
Damage to 
hemopoietic 
tissue did 
occur, but was 
for the most 
part tempor- 
ary. 

After the 
American 
reports had 
been received 
we used thé 
nitrogen mus- SEPT. OCT. NOV. DEC. JAN. FEB. 
tards in 25 Fig. |—Typical blood-count responses to two courses 
patients: 21 ot creat matic with bis form of nitrogen mustard 
of them had in Hodgkin’s disease. 


Treatment 


Treatment 


‘“Hodgkin’s 


disease in an advanced stage, some recurrent after radio- 
therapy; and 4 had other reticuloses. The diagnosis 
in all cases was confirmed by biopsy. l 


METHOD OF ADMINISTRATION 


Because local thrombosis was said to follow more 
commonly after injection of the tris form of the drug, - 
we gave at first the bis form. The drug was dissolved 
in- 10-20 c.cm. of saline and injected intravenously. 
The usual dose in the first course of treatment was 
0-4 mg./kg. of body-weight. The first patients treated 
were given an injection of 0-1 mg./kg. of body-weight 
on four consecutive days; later we gave instead two 
injections each of 0-2 mg./kg. at 24-hour intervals. 
This dosage routine was used for both forms of nitrogen 
mustard, and with the latter technique the period of 
A few patients were treated by 
intravenous drip, each dose being dissolved in 500 c.cm. 
saline, but the method showed no advantage over direct 
injection in obviating local thrombosis. Courses were 
repeated after an interval of 6-8 weeks, at a larger dose 
of 0-3 mg./kg. on each day. Two patients received 
four daily injections of 0-2 mg./kg., but this dose led to 
a severe leucopenia and has not been repeated. 


TOXIC EFFECTS 


Nausea and vomiting occurred at some period in all 
cases except one. It began during or shortly after 
injection, varied in severity, and lasted 24-48 hours, 
continuing longer after the tris than after the bis form. 
Thrombosis at the site of injection occurred in 6 patients, 
2 of whom were receiving the tris form. 

The most important toxic effect was leucopenia, most 
cases showing this within 3-21 days of treatment. In 
most cases the white-cell count fell to 1500-5200 per 
c.mm. Neutrophils particularly were reduced. Lympho- 
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(a) by 
Fig. 2—Enlarged cervical nodes in Hodgkin’s disease: (a) before 
treatment ; (b) 3 weeks after treatment with 22.4 mg. of bis form 
of nitrogen mustard. 


cytes were less affected, and in a few cases increased 
in number. Exceptional cases included one with a 
white-cell count of 1300 per c.mm. before treatment ; 
after treatment this was increased. In 5 patients there 
was a serious diminution in white cells; 2 of them, 
mentioned above, received double the usual dose of the 
bis compound, and their white-cell count fell to below 
1000 per c.mm. and took about a fortnight to return to 
normal. The other 3 had the usual dose of the tris 
form, and in them the very severe leucopenia was 
accompanied by anemia, thrombocytopenia, stomatitis, 
and petechial hemorrhages. The hemoglobin fell in 
one case to 30%, white cells to 200 per c.mm., and 
platelets to 14,000 per c.mm. The number of platelets 
fell in all cases treated with the tris form. The bis 


form did not affect the platelet-count appreciably with. 


the doses used. All patients received iron, and in most 
cases the hemoglobin was not diminished by more than 
5%. <A typical blood response is shown in fig. 1. 


RESULTS 


The period of observation varied from three to eight 
months. There was a striking improvement in the 
patient’s general condition, the temperature usually 
became normal within 24 hours, lassitude disappeared, 
and weight was gradually gained. Greatly enlarged 


(a) (b) 


Fig. 3—Enlarged mediastinal glands in Hodgkin’s disease: (a) before 
treatment; (b) 2 weeks after treatment with i4:7 mg. of bis form 
of nitrogen mastard. 


cerebrospinal symptoms. 


cervical nodes were reduced in size within a few days. 
The response in one patient is seen in fig. 2.. Serial 
radiograms of mediastinal nodes showed a similar 
diminution. Fig. 3 shows the effect produced in one 
case a fortnight after the first course of treatment ; 
a second course led to further improvement in this 
patient. An enlarged spleen was present in 4 patients, - 
and in all it became impalpable after treatment. 
= Even the most advanced cases showed some benefit. 
One patient, who had X-ray treatment seven years pre- 
viously, on admission showed emaciation, pyrexia, and 
After three courses of the -bis 
form the neurological condition improved, the fever dis- 
appeared, and she gained 31/, st. in weight.. In another 
patient jaundice cleared temporarily. When.he died a 
lymphadenomatous mass was found in the pancreas. | 

All the 21 patients improved after the first course, but 
many of them required further treatment for recurrence 
of symptoms. Of the 13 patients who had two courses, 
12 showed improvement after the second course ;. and 
of the 4 who had three courses only 2 were improved. 
It is possible, therefore, that the disease responds readily 
at first but then gradually becomes more resistant to 
the drug. 

The results of treatment with the bis form are sum- 
marised in the table. The 5 patients treated with the 
tris form have been under observation for three months 


RESULTS OF TREATMENT OF HODGKIN’S DISEASE WITH BIS 
FORM OF NITROGEN MUSTARD. IN 16 PATIENTS 


a r _ First course | Second course-| Third courso 

symptom | rotalltmp.| t| Totalltmp.| Not | Total|Imp.| NOt 
Enlarged nodes .. Erg ah 10 7 = 2} 1 1 
General debility.. | 11 | 10 | 1 4 | 3j 1 2 2] 0. 
Weight-loss sa 11 | 11) 0 4 4 0 a sie 7 i 
‘Fever... .. | 10 71 3 6 5 1 3 1 2 
Enlarged spleen. . 4 4| 0 2 2 0 1 |.1 0 
Pain T sis 1} i 3 1 | 2 L 0 1 
Skin rash | ıļıloļ|ıjojı]ıjļjojı 
Jaundice.. ss sa ias 1 1 0 be aE 


Totals .. | 53 |46| 7 | 31 | 23 


only ; so they are not included. The effect of the tris 
form on the manifestations of the disease was similar. 
to that of the bis form. 


Oomparison with Radiotherapy — 

Comparison of these results with those of deep X-ray 
therapy at the Holt Radium Institute is. of interest. 
The improvement in general condition, nodes, and other 
signs was produced more quickly with nitrogen mustard 
than with X rays but was of shorter duration. In a 
random batch of 20 cases of generalised Hodgkin’s 
disease undergoing radiotherapy, the mean period of 
remission after one course of therapy was 9-5 months, 
whereas most of the cases treated with nitrogen mustard! 
required a second course in about two months; a few! 
had an interval of four to six months between treatments. ' 
Vomiting is more likely and more severe after nitrogen 
mustard than after radiotherapy. There is no skin or 
mucosal reaction with intravenous nitrogen mustard, 
but local thrombosis at the injection site has been 
noted in a few cases. Leucopenia is certain and some- 
times severe after nitrogen mustard, whereas after 
radiotherapy it occurs only when extensive areas are 
treated and can be controlled by stopping treatment. 

It seems worth while to explore the possibilities of 
combining radiotherapy with nitrogen-mustard therapy, 
and this investigation has been started. 


discovered during 


- steeply with age. 
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Results of Treatment in Other Reticuloses 

Four other patients were treated : these included two 
cases of lymphosarcoma, one of which improved; one 
ease of ‘'reticulum-celled sarcoma and one of mycosis 
fungoides did not show any improvement. 


CONCLUSIONS 


The nitrogen mustards are useful in the’ palliative 
treatment of extensive Hodgkin’s disease, the manifes- 
tations of which are consistently diminished. The 
symptoms can still be alleviated by nitrogen mustard 
in cases where radiotherapy has been abandoned. 

Leucopenia seems to be the limiting factor, so far as 


‘dosage is concerned. 


The tris form of the drug has shown no better results 
than has the bis compound. Moreover, diminution of 
leucocytes and of platelets is more severe after the tris 
form. 

Radiotherapy is to be preferred as a first treatment 
in Hodgkin’s disease; for, though the improvement 


with: X rays is slower, it is maintained longer and the 


side-effects are less serious. 
We are indebted to the chief superintendent, Chemical 


Defence Experimental Station, Porton, for the supplies of 
nitrogen mustard used in this investigation. 
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GLYCOSURIA IN RECRUITS 
INCIDENCE AND CLASSIFICATION 


JOYCE A. KEEPING * 
M.D. Lond., M.R.C.P. 


R. D. LAWRENCE 
M.D. Aberd., F.R.C.P. 


PHYSICIAN 1/C DIABETIC DEPARTMENT, KING’S COLLEGE 
HOSPITAL, LONDON 


During the war several papers were published in 
America on the incidence and significance of glycosuria 
in recruits to the Armed Forces. Spellberg and Leff (1945), 
examining 32,644 recruits, found 37 cases of glycosuria, 
of whom 9 (24:3%) had true diabetes mellitus. Blotner 
and Hyde (1943a and b), analysing 367 cases of glycosuria 
the examination of 45,650 men, 
confirmed diabetes mellitus in 208 (56:6%). Wolman 
(1946), examining 77,293 men, found 324 cases of 
melituria, in whom diabetes mellitus was confirmed in 
21 (6-5%). The wide variation in these figures is explained 
in part by the fact that many cases of glycosuria had 
already been rejected before reaching Spellberg and 
Leff’s and Wolman’s induction stations, and by the 
difference in age-groups. Spellberg and Leff were dealing 
almost entirely with men aged 18-35, whereas Blotner 
and Hyde included age-groups up to 45 years, and it is 
well known that the incidence of diabetes mellitus rises 
Further, Spellberg and Leff’s cases 
included a relatively high proportion of negroes, in whom 
diabetes mellitus is less common. 

This work led us to survey the cases of glycosuria 
discovered by a single urine test at the British medical 
boards and referred by them to various laboratory 
centres in London for further investigation. Between 
1939 and 1944 there were 956 such cases referred, 
glycosuria being confirmed in 782. We have no idea of 
the total number of Service personnel examined, or 
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TABLE I—MINOR VARIANTS OF SUGAR LEVELS IN RECRUIT 
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AGED 32 
Test and date Fasting 1/3 br.jl br./1?/; hr.j2 hr, 
July 8, 1940 : 
Venons-blood sugar (mg./ wT 
100 ml.) .. sie s 90 BS 160 |130) 140 | 130 
Urine sugar (%) .. | ©3 [SA] .. | 22] . | 0-2 
July 17, 1940 EE 
Venous-blood sugar (mg./ Os 
100 ml.) .. ae .. | 100 145 | 75| 85 65 
l 
Urine sugar (%) | 0-1 0:5 0 
| 


a i nn ne a A a 


TABLE II—MINOR VARIANTS OF SUGAR LEVELS IN RECRUIT 


"AGED 38 
Test and date Fasting E 1J br.} 1 hr. |l?/s hr. 2 hr. 
c$ 
Nov. 26, 1943 SS 
Capillary- Dopa ean Cae: / g= 
100 ml.). . | 104 Se 144 | 122 
JE Trace 


Urine sugar (%) .. ae Q 


whether all cases of glycosuria were referred, and so 
these figures throw no light on the problem of percentage 
incidence of glycosuria in this sample of the population 
between the ages of 18 and 45, which are also the ‘ages 
for life assurance. Nor do we know the sex-distribution, 
though undoubtedly many more men than women were 
examined, and of the 956 cases referred for glycosuria 
only 6 were women. We are concerned here only with 
the significance and classification of these glycosurias. 
The numbers are sufficiently large to make the conclusions 
of the investigation of interest and importance, as it . 
shows that 80% of these glycosurias were non-diabetic. 
In 8% in our series a single blood-sugar curve gave a 
doubtful result, and these curves should have been 
repeated for a conclusive result. But this repetition 
was often impossible in the circumstances, and a clear 


answer has to be given at once to the war question: 


“Is this glycosuria negligible and innocent, or actually 


or potentially diabetic ? ” 


All the 956 cases referred for glycosuria had urine 
tests and blood-sugar estimations done, aud all but 58 
were submitted to a full sugar-tolerance test. The 
technique used in these examinations varied slightly 
in the seven different centres. The blood-sugar was 
estimated on capillary blood in 352 cases, and on venous 
by the method of Folin and Wu in 
632 cases and by MacLean’s method in 255 cases. In 
the remainder the technique used cannot be ascertained. 
Glucose 50 g. was given for the test in all cases. 


DEFINITIONS 


Before attempting a classification of this sort it is 
necessary to define what is meant by the normal and 
various types of abnormal blood-sugar curves. On this 
matter there is no absolute consensus of opinion among 
different workers in different countries, but the standards 
differ so little that most workers would agree from the 
results of a single blood-sugar curve whether a patient 
was diabetic or not. On the other hand, it may be 
extremely difficult to pronounce him normal, and it is 
sometimes essential to carry out repeated tests under 
controlled conditions before coming to a diagnosis. 

We therefore had to establish certain definite but 
somewhat arbitrary figures for this classification. They 
are standards commonly used in England and at least 
demonstrate the situation clearly. The classification is 
based on three concepts : 

(1) Tho normal blood-sugar curve has a fasting level below 
120 mg./100 ml., does not riso above 180 mg./100 ml. after’ 


the ingestion of glucose, and returns to a normal fasting level 
within two hours. During this time there is no sugar in the 
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(2) The normal renal threshold for sugar is 180 mg./100 ml. 


(3) After the ingestion of glucose the blood-sugar level in 
venous blood is 10-50’ mg./100 ml. lower than in capillary 
blood .as a result of absorption by the tissues. All figures 
given in defining these groups are for capillary blood; where 
venous blood has been used the critical limits have been 
reduced by 10 mg./100 ml. 


CLASSIFICATION 


The 782 cases of glycosuria were then divided into 
four groups arising out of the above definitions. 
No. of cases 
(1) Diabetes Mellitus.—These show a fasting 
value which may be normal or raised, a 
post-glucose rise above 180 mg./100 ml., 
and a failure to return to 120 mg./100 ml. 
or lower within two hours 


(2) Renal Glycosuria.—The blood-sugar curve _ 
is normal, but the urine contains sugar, 
proving a low renal threshold for sugar. . 


141 (18% 


510 (65%) 


(3) Oxyhyperglycemia or Lag-storage Curve.— 
These curves show a normal fasting level, 
a rapid post-glucose rise above 180 mg./ 
100 mil., but a return to normal p fasning 
value within two hours .. i 


Unclassified. —(a) Minor variants: these 
show either a fasting or a two-hour 
‘figure between 120 and 130 mg./100 ml., 


108 (13-8%) 
(4 


w 


37 (£7%) 


being normal in other respects .. 
(b) Major variants: these curves present 
peculiarities outside the previous three 
groups is ; 24 (3-1%) 
820 


The total of 820 is due to the fact that 38 cases (1 diabetic, 
20 oxyhyperglycæmic, and 17 slight variants) showed a low 
renal threshold besides their other abnormality. 

‘As said before, the exact figures adopted for the 
delimitation of these categories are somewhat arbitrary ; ; 
but, though some will disagree with them, they gain 
support from the literature. 


Joslin and others (1941), using venous blood, say a normal 
fasting level should be between 70 and 120 mg./100 ml.; a 
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fasting level between 110 and 130 mg./100 ml. should be ` 


regarded as suspicious; and a fasting level above 130 mg./ 
100 ml. .‘‘ as sufficiently abnormal to warrant a diagnosis of 
diabetes mellitus’’; that the postprandial rise should not 
be above 170 mg./100 ml., and that it is important that the 
level should return to normal within two hours. 

John (1944), on the other hand, accepts a return to 
120 mg./100 ml. or lower in two and a half hours as 
sufficient to exclude diabetes mellitus. 

Blotner (1946) records the results of 479 sugar-tolerance 
curves in 1383 cases of glycosuria in Service personnel, and 
classifies 52% as diabetic on criteria which are not entirely 
clear to us. He appears to define a normal curve as having 
a fasting blood-sugar level below 130 mg./100 ml. and a peak 
below 165 mg. in }/,-1 hour. If the peak is about 165 mg. the 
patient is potentially diabetic, and if above 170 mg. actually 
diabetic. In his analysis he seems to pay little attention to 
the fall of the curve and does not define what the two-hour 
figure should normally be. 

Wolman’s (1946) criteria are more precise, and his definition 
of the normal blood-sugar curve agrees with ours. 

Joslin and others (1941) sum up the situation by saying : 
**Some depend most on the height of curve obtained, others 
on the length of it, and still others on both. The last attitude 
is undoubtedly the safest, but even then we regard formal 
sugar-tolerance tests as often unsatisfactory.” 


(1) Diabetes mellitus was demonstrated in 141 (18%) 
of the 782 cases. A few of these were declared diabetics 
on whom the test was carried out for confirmation. 
The rest were found on routine examination, and most 
had no inkling of their condition. It would have been 
_interesting to establish the age-distribution ‘of the 
diabetic cases, but unfortunately this was not noted in 
47% of the cases. Of the other half, 54 were over thirty 
years of age and 20 under thirty, again demonstrating 


¢ 
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the rapid increase in the incidence of diabetes with 
advancing years. 


(2) Renal glycosurias present no difficulty and are 
easily recognised by a full blood-sugar curve, with 
accompanying urine tests, or by a single blood-sugar 
estimation, with urine samples taken immediately before 
and after this test. Some Americans recognise renal 
glycosuria only when sugar is passed in the fasting state, 
but this seems to us a curious attitude, because many 
with a renal threshold of, say, 130 mg./100 ml. have a 
sugar-free urine when fasting but develop glycosuria 
after the ingestion of glucose, though their blood-sugar 
level never rises to the normal average threshold of 
180 mg./100 ml. Of our 510 patients with renal glycosuria, 
203 passed sugar when fasting, 283 only after the ingestion 
of glucose, and in 24 this question was. not determined. 
Moreover, the renal threshold is not always the same on 
the rise and fall of the curve, and one commonly finds 
that sugar is passed at lower blood-sugar levels during 
the descent of the curve. 


(3) Oxyhyperglycemia, or lag-storage, curves represent 
the rapid absorption of glucose from the small intestine, 
and are the type of curve often seen after gastro- 
enterostomy (Lawrence 1936). It is not recognised as 
an entity by the American authorities ; but, though the 
blood-sugar concentration at 4-1 hour may be as high 
as 250-300 mg./100 ml., the rapid return to normal 
blood-sugar levels within two hours excludes diabetes 
mellitus. 

(4) Unclassified cases present difficulties which might 
in some cases be cleared by repeated sugar-tolerance 
tests. We have subdivided the group into minor and 
major variants, with a feeling that further investigation 
would prove most of the minor variants to be normal. 
In most cases one: would have liked more information 
than was available about their previous diets, family 
histories, and general physical condition. Sweeney (1927) 
first demonstrated the effect of previous diet on tolerance 
of sugar ; but other factors, such as sepsis, liver disease, 
or thyrotoxicosis, may impair carbohydrate metabolism 
either temporarily or permanently. Occasional technical 
errors cannot be entirely eliminated. In some curves 
one can postulate as probable causes of the abnormality 
such things as pylorospasm and trickery; it is known 
that some conscripts took adrenaline before their exami- 
nation, to produce glycosuria and raised blood-sugar 
levels. In some cases it is impossible to give a dogmatic 
opinion on a single curve or, rarely, after repeated blood- 


TABLE ITI—MAJOR VARIANTS OF SUGAR LEVELS IN FOUR 
RECRUITS 


Fast- 
Case} Test and date ing 


1 Sept. 24, 1943 
Venous- blood 
sugar (mg./ 


100 ml.) .-| 105 222 
Urine sugar (%).. 0 5 0 |Trace 
» acetone ..|Trace| $ 0 
2 April 15, 1943 
Capillary-blood 
sugar (mg./ 3 
100 ml.) ..| 115 ab 115 
Urine sugar (%) ../Trace| = ss 
3 | June 13, 1943 D 
Blood suga 5 
(mg. /100 ml. ye 228 | Z3 | 256 
oO » 
Urine sugar (%).. 2 2-1 
4 Nov. 10, 1939 
Venous-blood 


sugar (mg./ 
100 ml.) --| 210 


Urine sugar (%)..| 1-8 
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sugar curves. It is hoped to consider these abnormal 
curves in more detail later when more information may 
be available; meanwhile a few examples with possible 
explanations are given. The importance of repeating 
and following up these abnormal curves cannot be over- 
emphasised. 

(a) Minor Variants.—Examples are given in tables I 
and Ir. In table 1 both tests demonstrate renal glycosuria ; 
but, whereas the first curve does not return to normal 
in two hours, the repeated curve, ten days later, is normal 
in all respects. 

In table m the patient shows renal glycosuria and 
again a curve which does not quite return to normal in 
two hours. The abnormality is slight, but it was known 
that both parents of the patient had diabetes mellitus, 
and therefore the curve might in this case 1epresent 
incipient diabetes. Certainly the sugar-tolerance test 
on this patient should be repeated in 6-12 months. 

(b) Major Variants.— our examples are given in 
table m1. Case 1 shows a normal fasting blood-sugar 
level, with a trace of acetone in the urine. After the 
ingestion of glucose the blood-sugar level rises above 
the normal upper limit of 170 mg./100 ml. and only returns 
to normal in two and a half hours. This type of curve 
is commonly seen as a result of starvation, and the traces 
of acetone in the urine when fasting support this diagnosis. 
The renal threshold is somewhat raised in this case. 
Case 2 shows renal glycosuria and delayed absorption 
of sugar such as may result from pyloric obstruction or 
the administration of ergotamine. Cases 3 and 4 suggest 
trickery, most probably by taking adrenaline. Case 4 
was tested again next day, when a completely normal, 


_ curve without glycosuria was found. 


SOME OTHER RESULTS 


One or two other points have been brought out by 
this investigation. When samples of venous blood have 
been used for the blood-sugar estimations, a surprisingly 
large number of curves never rise above 120 mg./100 ml. 
There are only two such “ flat curves’ where capillary 
blood was used. Hypoglycemic levels were seen with 
considerable frequency, but unfortunately we do not 
know whether these were associated with symptoms of 
hypoglycemia or not; presumably they could not have 
been severe. Blood-sugar estimations on capillary blood 
showed levels below 70 mg./100 ml. in 9 cases, and on 
venous blood below 60 mg./100 ml. in 18 cases. Only 
four of these figures were fasting values, the remainder 
occurring 1!/,-2)/, hours after glucose. One patient, in 
whom glycosuria was not confirmed, showed extremely 
low levels throughout: his fasting. blood-sugar level 
was 57 mg./100 ml. ; after the administration of glucose 
50 g. it was 61 mg./100 ml. at 45 min., 51 mg./100 ml. 
at 90 min., and 50 mg./100 ml. at 135 min. 

Our incidence of “diabetic glycosuria (18%) agrees 
closely enough with 24- 3% of Spellberg and Leff (1945) ; 
Wolman’s (1946) 6-5% is somewhat lower, but all differ 
widely from 56-6% of Blotner and Hyde (1943b). We 
find it difficult both to assess their standards and to 
agree with their classification. They classify cases as 
diabetic, or potentially so, if the blood-sugar level at 
1/,-1 hour after the glucose is 165-170 mg./100 ml. and if 
sugar is found in one or more samples of urine, and we 
can note no clear emphasis placed on the fall of the curve 
or on the two-hour figure. Thus it appears that they 
would classify many cases as diabetic, either actual or 
potential, whom we would confidently regard as non- 
diabetic. We have tried to apply their standards to our 
curves, whereby all our oxyhyperglycemias and some 
renal glycosurias become “‘ diabetic,” raising the incidence 
of diabetes mellitus from 18% to 38%, and lowering the 
renal glycosurias from 65% to 59%, from which it will 
be seen that even then their percentage incidence of 
diabetes mellitus still far exceeds ours. 


£ SUMMARY 

In routine examination of recruits 782 cases of 
glycosuria were analysed and divided into four groups 
according to their blood-sugar curves. Except for 6 
women, all the tests were made on men aged 18-45. 

The interpretation of the curves often required some 
latitude and more clinical information than was available, 
but in classifying this type certain arbitrary limits had 
to be imposed. Thus, though not entirely satisfactory, it 
is hoped that this survey is-of interest in revealing the 
relative frequency of the various forms of glycosuria, 
and particularly in showing that only 18% were diabetic, 
the remainder being almost entirely due to a low renal 
threshold. 

Our thanks are due to Drs. J. D. Robertson, H. Scott 
Wilson, R. S. Ralph, D. Stark Murray, T. H. C. Benians, 
E. Irene Clark, and Martin S. Spink, who kindly placed their 
results at our disposal. 
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LABORATORY DIAGNOSIS OF 
INTESTINAL AMCBIASIS 


K. R. HILL 
M.B., B.Sc. Lond. 


From the Department of Pathology, Medical School, King’s 
College, and Royal Victoria Infirmary, Newcastle-on-T yne 


PATHOLOGISTS in this country when confronted with 
an occasional investigation, or medieal officers arriving 
in the tropics for the first time, will find in the text- 
books only brief accounts of the practical aspects of the 
laboratory diagnosis of intestinal amebiasis. It is to 
supplement such accounts that this article is written. 

Much of the information is compiled from notes left 
behind by Lieut.-Colonels B. G. Maegraith and G. T. L. 
Archer, R.A.M.C., former assistant directors of pathology, 
West Africa Command, and from personal experience at a 
military hospitallaboratory, W.A.C., through which passed - 
about 45,000 stools for examination in eighteen months. 

Collection of Specimens.—The time-honoured bedpan 
with feces fresh from the ward is ideal and, in difficult 
cases, essential. However, in a laboratory working at 
high pressure bedpans are impracticable. Empty cigar- 
ette tins or, more hygienically, the official fæces containers, 
consisting of glass bottles fitted with corks carrying a 
spoon made from sheet tin, are the only methods 
of coping with large numbers of examinations. Most 
ambulatory patients are dexterous in supplying a speci- 
men in a cigarette tin, which should be free from anti- 
septic. In the case of bed patients the selection of the 
part of the stool for examination is by no means the least 
important task in reaching a diagnosis and should 
always be done by the sister. 


Acute Intestinal Amebiasis 
NAKED-EYE EXAMINATION OF STOOL 


The most frequently observed stool of acute amosbic 
dysentery is composed of bloodstained semi-solid or 
liquid fæces in which are scattered small pieces of 
mucus and small blood-clots. The blood is often dark 
(occasionally chocolate-coloured) and the mucus tinged 
dirty brown, quite unlike the white mucus of bacillary 
dysentery. The reaction is usually acid to litmus, 
whereas that of bacillary dysentery is alkaline. The 
stools of ameebic dysentery are always foul-smelling. 


e 
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MICROSCOPICAL EXAMINATION 


Selected Portions of Stool in Saline.—It is essential to 
examine stools as soon as possible after they have been 
passed. It is a useful measure to preserve the stool 
“hot” by placing the containers in an incubator. 
Iodine-stained preparations from stools containing 
blood and mucus are unnecessary, and tbe use of 

. concentration methods does not constitute part of the 

examination for vegetative amæœbæ. 

The portion of the stool to be examined should be a 
selected piece of mucus as free from fæcal matter as 
possible. If excess of fæcal matter cannot be avoided 
the mucus should be washed lightly in saline. When 
-= blood and mucus are present no other part of the stool 
need usually be examined. 

A loopful of warm physiological saline is placed on a 
warm slide, a loopful of the selected mucus added and 
emulsified, and a coverslip pressed down to get the 
preparation evenly spread on the slide. The hest loops 
to use are made of thick iron wire about 1 mm. in 
diameter. 

As a routine the whole area under the coverslip should 
be quickly scanned with the 2/, in. objective. It is 
important to cut down the light when searching for or 
examining amobsx. Suspected parasites should then be 
examined with the }/, in. objective. 
of amæœbæ with the low-power objective always presents 
some difficulty to the inexperienced, though the intro- 
duction of a special stain (see below) has rendered the 
task easier. Until the observer builds up his experience 
it will be as well if he conducts his initial examinations 
by examining every slide with the high-power objective. 
When an ameeba is encountered he can then examine it 
under the low-power objective and assess its charac- 
. teristics at this magnification. Only practice will render 
him proficient in performing the low-power search followed 
by the detailed high-power differentiation. 

The Exudate—There is no such thing as a typical 
amoebic exudate. An exudate is said to be “ amoebic ” 
only when Entamæba histolytica is found. In the acute 
stages there are many red blood-cells, pus cells, and 
macrophages, and often necrotic epithelial cells; but, 
compared with bacillary dysentery, the mucus is Tolatively 
non-cellular. 

Ameabe in Saline Preparations.—Care must be taken 
-to distinguish the amæœbæ of E. histolytica from the 
non-pathogenic amobe of E. coli, Iodameba buetschlit, 
Endolimax nana, and Dientameba fragilis, as well as 
from macrophages. E. histolytica should never be 
diagnosed unless one or both of the following criteria are 
present : 

(1) The amcebe are progressively motile—i.e., they move from 
place to place. 

(2) The amobe have ingested red cells; E. histolytica is 
unique in this respect, for no other amoeba found in stools 
have this property. 

Vegetative E. histolytica is generally 20-30 u i in dia- 
meter, which is also the average size of E. coli or a 
macrophage. E. nana, I. buetschlii, and D. fragilis are 
all about 10 u in diameter and may cause confusion with 
E. histolytica minuta, the smaller variety of E. histolytica, 
which should be considered as pathogenic. 

The pseudopodia of ŒE. histolytica are finger-like 
projections which are pushed out ‘explosively.’ The 
whole body of the ameba (both ectoplasm and endo- 
plasm) may flow into the pseudopodium, and it is this 
which gives the amoeba its progression, which is ribbon- 
like and has been aptly described as like a “‘ slug moving 
at express speed.” This is quite distinct from the 
motility of E. coli and the macrophages. In both the 
latter the pseudopodia are very blunt and may constitute 
what looks like a bulging of a large segment of the 
limiting membrane, and the appearance may suggest 


The identification . 


‘karyosomes consisting of clusters of granules. 
_macrophage nucleus, unless degenerate, occupies about 


~v 


itself as the slow movement of a bag of wriggling worms. 
Sometimes E. histolytica may, for the time being,. be 
non-progressive, possibly owing to cooling of the speci- 
men or to its being caught up by fecal debris. However, 
if the observer waits he will probably see an explosive 
protrusion of a finger-like pseudopodium in a manner. 
which prevents confusion with E. nana and I. buetschlit, 
both of which have well-defined and rather blunter 
pseudopodia which are only sluggishly extended. On 
the other hand, D. fragilis does push out finger-like 
pseudopodia explosively. The following characteristics, 
however, differentiate it from E. histolytica : 


(1) The pseudopodia may be multiple at any one time and 
thus take on a star shape or have points and comers, 
whereas Æ. histolytica pushes out only one peers 
at a time. . . 

(2) The pseudopodia become nipped, with the result that 

_ the ends become spherical, and sometimes they remain 

so for some time; a state which is never seen with 
E. histolytica. — T ; 

(3) At rest .D. fragilis becomes perfectly circular, whereas 
E. histolytica has an irregular amceboid outline. — 

In E. histolytica the ectoplasm is structureless, consti- 
tutes from a quarter to a third of the total volume of the 
amoeba, and is very different from the finely granular 
endoplasm. This is also found in E. nana, I. buetschlit, 
and D. fragilis, but not in E. coli, where there is so little 
ectoplasm that it is often difficult to distinguish between 
the two components of the cytoplasm. The macro- 
phage may have a clear cytoplasm with a large nucleus 
but more often there is cytolysis with a ragged cytoplasm 
surrounding pyknotic nuclei. . 

In contradistinction to all other amæœbæ found in 
fæces, the nucleus of E. histolytica is invisible or is only 
poorly seen in saline preparations, except when the 
endoplasm is flowing into a pseudopodium. If observed, 
the refractile appearance of the nucleus will be that of a 
fine thread-like nuclear membrane, studded with fine 
chromatin dots with a central single-dot karyosome. 
The nuclear membrane and chromatin dots of E. colt 
are coarse, and the karyosome is eccentric. E. nana 
has a fine nuclear membrane, very often broken in 
segments, with a single or large karyosome, placed 
anywhere in the nucleus, sometimes against the nuclear 
membrane; I. buetschlit has a nuclear membrane and 
chromatin granules, but the karyosome is large and 
vesiculated, often giving the appearance of a “ dilated 
pupil”; D. fragilis has one or two nuclei with fine 


nuclear membranes, multiple chromatin dots inside the 


nucleus but not in the external membrane, and large 
The 


a quarter of the whole cell; it is not ring-like but solid 
and densely packed with chromatin. 

E. histolytica is the only amoeba which ingests. red 
cells. Macrophages, however, often exhibit . ingested 
red cells but also invariably show bacteria, food particles, 
and leucocytes. All amæœbæ may show ingested bacteria 
and often starch, and I. buetschlii has the large clear 
vacuole which indicates the presence of the glycogen 
mass. 

Rounded-off Amæbæ.—If the stool has become cold, 
or the patient has the clinical condition well named 
“ walking diarrhooa,’’ rounded-off forms may be present 
in large numbers. Rounded-off amcebe are degenerate, 
with little or no activity, are irregular in shape or round, 
have sluggish pseudopodia, and are sometimes difficult 
to differentiate from macrophages. A rounded-off 
amceba may be coaxed into activity by heating a metal 
loop (the one used in preparing the microscope specimen) 
and holding it to the under surface of the slide as it lies 
on the microscope stage. (Ideally a warm stage should 
be used.) Often this device is successful, and an explosive 
extrusion of a pseudopodium may give the clue to the 


- tory technicians. 
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identity of an E. histolytica. If this is unsuccessful, and 
if active ameb: have not been found in other examina- 


tions of the same stool, these facts are reported as: 


“ Rounded-off amæœæbæ seen—identity unknown, please 
repeat.” ‘‘ Presumptive ŒE. histolytica”? should never 
be reported, for it is impossible to be exact about the 
identity of amcebe in their rounded-off state. Such 
amæœæbæ disintegrate and die ; they do not form cysts. 


ADJUNCTS TO DIAGNOSIS 


Aqueous Smears (Hakansson !).—An aqueous prepara- 
tion similar to the saline one is made. All vegetative 
forms of amæœbæ are destroyed within 5-15 min., but 
the modes of destruction afford a good differentiation 
between E. histolytica and D. fragilis. D. fragilis in 
aqueous smears has an explosive extrusion of its endo- 
plasm within about 15 min., immediately followed by 
a sealing at the point of extrusion by the ectoplasm, 
leaving a faultless transparent sphere. Ly. histolytica 
and E. colt rupture explosively, but there is never 
complete emptying of the endoplasm; nor is there 
restoration of.the ectoplasmic shell. LF. nana and 


I. buetschlii, on the other hand, distend to a maximum, 


when they burst and crumble. 
Wet Film Stain (Beemer ?).—This consists of two 
solutions : 


Solution A 
Brilliant cresyl blue a 0-2 g. 
Sod. citrate ss eH be ll g. 
Sod. chloride .. ae .. 055g. 
Hyd. perchlor. (at: soln.) 0-1 ec.cm. 
-Water 100 c.cm. 
Solution B 
Eosin T J Da l g. 
Water 100 c.cm. 


This stain has TA Rai in my laboratory with success, 
especially in the training of medical officers and labora- 
A loopful of solution A and a loopful 
of solution B are mixed on a slide, the selected piece of 
mucus is emulsified in the stain, and a coverslip is applied. 
Active amcebe take up the particles of cresyl blue, with 
the result that they are easily picked out as blue-green 
objects under the low-power objective. Motility seems 
to be unimpaired by the stain, and amebx have been 
found active under the coverslip seven hours after the 
preparation has been made and left on the bench in a 
West African laboratory. 


Chronic Intestinal Amecebiasis 


Under this heading are included cases of chronic 
amoebic dysentery and of the complications of amebiasis, 
such as liver abscess, convalescent cases, and carriers 
who may be handlers of food. 


NAKED-EYE EXAMINATION OF STOOL 


More often than not the stool in these cases*will be 
formed and of normal appearance. However, super- 
ficial shreds of mucus and blood may be detected on 
close examination. If the stool is loose it is often 
of the ‘‘ pea-soup”’ variety or light chocolate-coloured. 
Invariably it has a foul smell. 


MICROSCOPICAL EXAMINATION 


The same procedure is used ag for acute ameebic 
dysentery, with the addition of an iodine preparation 
made with the following solution : 


Iodine... ie Sie T 44... ep: 
` Pot. iodide Sa TT ies ies ee | 
" Water : . 100 c.cm, 


Often specimens fom ‘this type of case contain no 


blood and no mucus, and in such a case several examina- 


1. Hakanason, E. G. aom J. trop. Med. 1942, 22, 325. l 
2. Beemer, Army Fa thology Laboratory Service: 
Current Notes, 1945, no. 14, p. 3. 
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tions of different parts of the outside of the fæces are 
made. Time is better spent on multiple examinations 
of a specimen of fæces than on concentration methods 
for cysts. Further, in cases of suspected amebic 
dysentery it is imperative to examine several specimens, 
and as a routine it is suggested that speciinens be 
examined every second or third day for ten days. For 
convalescent cases, after a full course of treatment lasting 
3-6 weeks, stools should be examined daily for the week 
before discharge, then once monthly for three months, 
and then once every six months as conditions indicate. 

The Exudate.-—The commonest findings are scanty 
red cells and a few leucocytes, but the appearances may 
vary from no exudate at all to those described under 
acute intestinal amebiasis. The presence or absence of 
Cliarcot-Leyden crystals is not considered significant. 

Cysts in Saline Preparations—Cysts are very easily 
picked up with the 2/, in. objective. In general, cysts of 
E. histolylica are perfectly round but they vary in size, 
measuring anything from 5-20 p in diameter. Cysts of 
E. coli are usually bigger, 10-30 u in diameter and are 
round or oval, but sometimes one side alone is flattened. 
As a rule E. nana and I. buelschlii are irregular and 
smaller, with a diameter of 5-15 u. 

One characteristic feature of E. histolytica cysts in the 
unstained preparation is that the nuclei are nearly always 
invisible whereas those of E. coli and I. buetschlii are 
easily seen. The nuclear visibility of E. nana is poor. 
The cytoplasm of E. histolytica is clear and homogeneous, 
and that of E. coli, E. nana, and I. buetschlii coarsely 
granular, but I. buetschlit has a large highly refractile 
vacuole denoting the site of the glycogen mass. 

About 90% of E. histolytica cysts show highly refractile 
chromidial bars which are usually broad and blunt. 
About 10% of E. coli exhibit chromidial bars, which are 
generally acicular. However, I have seen acicular 
chromidial bars in E. histolytica and blunt bars in E. coli. | 
E. nana and T. buetschlit have no chromidial bars, but 
E. nana occasionally shows long filamentous rods. 

Besides the above cysts there may be present in the 
saline preparation many cyst-like structures, such as 
Blastocystis hominis, of vegetable origin. Some forms of 
blastocystis will resemble protozoan cysts so closely that 
even the expert may be in doubt about their identity. 
Such cases are usually those in which the peripheral 
granules have been lost, or displaced into the centre, 
with the result that they resemble chromatoid ‘bodies. 

Further, the presence of Blastocystis hominis in large 
numbers, even if recognised, increases the difficulties of 
the search for cysts of E. histolytica, particularly if these 
are scanty. Fortunately, with the use of the aqueous 
preparation, the blastocystis can be eliminated, as it 
rapidly distends, loses its refractability, and appears 
dull and dead compared with the glistening protozoan 
cysts. 

Cystic forms of D. fragilis are never found, but the 
vegetative form in the resting phase in saline has a 
perfectly circular outline and may resemble a cyst of 
E. histolytica. However, such forms disintegrate very - 
quickly in the fæces ; hence, if the specimen is left 15-30 
min., D. fragilis will have disappeared, leaving the true 

cysts behind if they are present. 

Cysts of the ciliate Balantidium coli are very large, 
being about 50u in diameter, and textbook illustrations 
SO faithfully reproduce the microscopical picture of such 
cysts and of the cysts and ova of other parasites, with their 
distinctive internal structures, that there should be no 
likelihood of confusion with cysts of E. histolytica. 

Oil globules in the feces—e.g., liquid paraffiin—are 
easily identified by their multiplicity, their variable size, 
their very high refractability, and their failure to stain. 
with aqueous iodine. 

Oysts iù Iodine Preparations. —The iodine preparation 
can be made directly from the fæces, as for the saline 
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preparation, or iodine solution can be run under the 
coverslip of the saline preparation. This latter method 
is especially useful if a doubtful cyst is in the field of the 
' microscope and its exact identity is to be established. 
This entails dexterity (which can be acquired) and luck, 
for the application of the iodine usually sets the field 
moving. ; l 

The nuclear characteristics are similar to those 
described for the respective vegetative forms but are more 
clearly outlined. EH. nana and I. buetschlii very often 
show a large mass of chromatin which tends to obscure 
the whole nucleus. ŒE. histolytica has 1-4 nuclei, E. coli 
1-8, E. nana 1-4, and I. buetschlii 1 (sometimes 2), 
the exact number being ascertained by focusing up and 
down on the slide. 

The cytoplasm of E. histolytica when stained with 
iodine is seen to be finely granular, whereas that of the 
three other cysts is coarsely granular (most marked in 
E. colt). : 

The iodine stain tends to bring out the glycogen mass, 
when present, in all four cysts, but it should be noted 
that a glycogen mass may not be present, and chromidial 
bars do not stain with iodine. l 

The glycogen mass of E. histolytica is always a faint 
brown indefinite patch tending to disappear as the cyst 
attains maturity—i.e., 4 nuclei. The glycogen mass in 
cysts of E. coli is large and deeply stained, tending to 
push the nucleus to the edge and so flatten it. It 
reaches its maximum at the 2-nuclei stage and has dis- 
appeared at the 4-nuclei stage. E. nana shows a small 
poorly stained glycogen mass at the 2-nuclei stage, but 
I. buetschlii always presents a large, clearly outlined, and 
~ almost black mass—hence its generic name. 

The diagnosis of E. histolytica is often not easy and in 
general can only be made by carefully deliberating and 
summating all positive findings. For example, there is 
often great difficulty in differentiation between E. coli 
and E. histolytica up to the 4-nuclei stages: 


(1) Cysts with 1 nucleus and central karyosome: though 
the karyosome of £. coli is said to be eccentric, it is 


obvious that, if the cyst is turned so that the karyosome | 


is viewed in direct line with the centre of the nucleus, 
the karyosome will appear to: take a central position and 
will resemble that of EH. histolytica. Differentiation, 
however, would be made on the visibility of nuclear 
detail and the presence of chromidial bars in the saline 
preparation, and on the cytoplasmic granularity and 
nuclear membrane structure, as previously outlined 

in the iodine preparation. The glycogen mass at this 
stage is indeterminate. 


(2) Cysts with 2 nuclei, showing very often a large glycogen 
mass pressing and flattening the nuclei to the sides, are 
characteristic of E. coli. If the glycogen mass is absent 
(as it may be), the diagnosis hinges on the other 
differential findings described above. : 

(3) Cysts with 4 nuclei sometimes show one, two, or three 
centrally placed karyosomes and the remainder eccentric. 
However, the presence of only one eccentrically placed 
karvosome is almost peculiar to Æ. coli. The karyosome 
of E. histolytica is always central and never eccentric ; 
that of E. coli is eccentric but may appear to be central. 


In the above description the cysts of Giardia lamblia 
have not been included ; but, since iodine preparations 
always reproduce most faithfully the illustrations in 
textbooks, there should be no difficulty in identification. 


ADJUNCTS TO DIAGNOSIS 


Provocative Emetine.—The following procedure is very 
efficacious and should be more often used in ambulatory 
Cases : 

The night before the examination, two to three hours after the 
last meal, the patient is given emetine hydrochloride gr. 1 intra- 
muscularly. Next morning a saline purgative—e.g., mag. 
sulph. 1/, oz.—is administered, and the first, second, and third 
stools are examined for amcebe. 
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‘As an alternative to emetine hydrochloride, emetine bis- 


muth iodide (E.B.1.) gr. 3 may be given by mouth. This 
drug is likely to cause vomiting, which, however, may be 
prevented by the giving of phenobarbitone gr. '/, an hour 


before the administration of the E.B.1. 


_ Sigmoidoscopy.—This procedure, though necessitating 
admission to hospital for two or three days, well repays 
the trouble expended. The following is a modification 


of the procedure originally suggested by D’Antoni®: 


The evening before the test, provocative emetine gr. 1l 
(or E.B.1. gr. 3) is given at 8 p.m. and is followed by mag. 
sulph. 1/, oz. at 11-12 p.m. Next morning at 6 a.m. (one and 
a half hours before sigmoidoscopy) a-litre of warm physio- 
logical saline is given as an enema. This is returned, and 
another litre is given, a specimen from the last portion of this 
enema being retained on evacuation for examination. Feces 
and enema specimen are examined by direct-smear prepara- 
tions. Sigmoidoscopy is then performed, suspicious areas 
of the mucosa are swabbed, and smears are made for direct 


examination from the swabs. a 


Summary — l 

The laboratory diagnosis of acute amoebic dysentery 
is described. So ee 

In saline preparations the salient characteristics of 
E. histolytica are progressive motility and ingestion of 
red cells. l 

For the occasional difficult differentiation between 
E. histolytica and D. fragilis aqueous preparations are 
recommended, and for ease in identification and for 
teaching purposes a method of wet staining is described. 

Rounded-off forms of vegetative amæœbæ cannot be © 
identified with any exactitude. They should always 
be reported as: “ Rounded-off amesbe seen—identity 
unknown—please repeat.” B 

The diagnosis of chronic amoebic dysentery (including 
carriers and convalescents) is made with saline and 
iodine preparations for the identification of cysts. 

Multiple examinations of several specimens over 
several days are considered to give better results than 


concentration methods. 


As adjuncts to diagnosis the use of provocative emetine 
and sigmoidoscopy are described. 


I wish to thank Dr. R. Mowbray for his advice in writing 
this paper, and also Lieut.-Colonels Maegraith and Archer, 
though the opinions here expressed are the author’s own. 


INTRAPLEURAL HEMORRHAGE 
FOLLOWING ARTIFICIAL-PNEUMOTHORAX 


REFILLS 
A. K. MILLER L. R. J. RINKEL 
M.R.C.P. M.R.C.S. 
MEDICAL ASSISTANT MEDICAL 
SUPERINTENDENT SUPERINTENDENT 


ROYAL NATIONAL HOSPITAL, VENTNOR 


In refilling an- artificial pneumothorax the usual 
dangers which the operator has in mind are those of 
causing an air embolus or of puncturing the lung and 
creating a spontaneous pneumothorax. Seldom, if ever, 
does the possibility occur to him of causing serious 
hemorrhage by driving a needle into the chest wall ; 
yet to one unaccustomed to artificial pneumothorax 
refills this must seem one of the likeliest accidents. 
It is the purpose of this paper to show that it is not so 
uncommon as appears to be thought. | 

Alexander (1937) dismisses it by saying that an 
artery may be punctured, and Kayne et al. (1939) 
mention it as a possible complication, and state that 
open thoracotomy may be necessary to check hamorrhage 
so caused. 

Incidence.—Not less than 5000 refills are carried out 
yearly at this hospital, almost equally divided between 


3. D'Antoni, J. S. Amer. J. trop. Med. 1942, 22, 319. 


‘ prevented by early aspiration. 
ture usually followed the aspirations but soon settled. 
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ANALYSIS OF 7 CASES OF INTRAPLEURAL HÆMORRHAGE AFTER ARTIFICIAL-PNEUMOTHORAX REFILLS 


Pain 


j Temperature 
Later | 


en ee eR 


Later same day 2nd day 100°-4°F 


Treatment Result 


A.P. lost through obliteration 
of pleural space 


3rd day: asp. 50 oz. bl., w.o. 

4th day: asp., w.o., followed 
by repeated asp., first 3 pro- 
ducing bl.st. tluid 


{| 
2 | M! No | After 24 br. No rise 2nd day: asp. 14 oz. bl., w.o. | Pleural space remained dry; 
good A.P. 
3 Mi No Later same day No rise Ist day: asp. 12 oz. bl., w.o. | A.P. maintained, but some 
Sth day: asp. 20 oz. bl.st. obliteration of space at base ; 
fluid, w.o. pleural space dry 
ith day : asp. bi.st. fluid, w.o. 
Yth day : asp. bl.st. fluid, w.o. 
-4 M | Yes | None until 30 hr. later No rise Ist day: asp. 70 oz. bl., w.o. | Pleural space remained dry; 
| 2nd day: asp. 14 oz. bl., w.o. good A.P. 
|- oth day: asp. 12 oz. bl.st. 
' Huid, w.o. 
| 8th day : asp. 9 oz. bl.st. fluid, 
i W.O. 
5 M | No Ten minutes after refill, | 3rd day 99°F 8th day: asp. 5 oz. bl., w.o. Gradual obliteration of pleural 
continued 24 hr. | space, but refills on dis- 
| i charge ; pleural space dry 
6 F | Yes | Continued 6 br. Ist day 99-4°F | 12th day : asp. 5 oz. bl., w.o. | Pleural space remained dry, 
2nd day 100-2°F | but A.P. lost through 
| Mild pyrexia for 2 weeks obliteration of pleurai space 
T- | M { Yer | Continued 12 hr. | Ist day: asp. 1 oz. bl., w.o. į Pleural space remained dry; 
Ti | 


| Same evening 99°F 
! | 
' l 


| good A.P. 


w.o., =wash-out with saline; asp. =aspiration ; bl.st, = bloodstaincd. 


males and females. The technique is one commonly 
used, in which a Morland needle, diameter 2 mm., 
connected to an appropriate pneumothorax apparatus, 
is thrust through an intercostal space near the upper 
margin of a rib, usually without previous anæsthetisa- 
tion, save at the induction and the two succeeding 
refills. This method is practically painless in most 
cases if a sharp needle is used. 

During the past three years 6 cases of bleeding (5 in men, 
1 in a woman) have been recognised at this hospital, an 
incidence of 1 in 2500. Im all the cases but one there 
was a free pleural space without adhesions; in one 
the pleura was adherent to the mediastinum. Another 
case, in a male, was noted by one of us (A. K. M.) in about 
3600 refills in six years. A further case, also in a male, 
was admitted from a tuberculosis clinic, but no estimate 
is possible of the incidence there ; this case is not included 
in the present series. 

Diagnosis.—In making a diagnosis the presence of 
pain during a refill has been helpful. In 3 cases the 
patient noted or recalled that the refill was definitely 


painful, one of these cases being the only one in which - 


a local anesthetic was used. In 2 of these cases the 
pain diminished directly the needle was withdrawn, and 
in 1 case disappeared immediately only to recur thirty 
hours later. 

In all cases pain was experienced later the same day, 
save in one case where it did not develop within thirty 
hours. The pain is similar to that experienced at the 
onset of a pleural effusion—i.e., a dull ache, never very 
severe, and quite different from the pain experienced at 
refill. Malaise, such as is seen with the onset of a 
pleural effusion, is usually absent, and this proved very 
helpful in making a clinical diagnosis. 

In 4 cases there was a rise of temperature before 
aspirations were carried out. In 1 case this took place 
the same evening, but in the remaining cases it’ took 
place some time during the next three days. In those 
cases that were aspirated immediately there was no rise 
of temperature, and it seems probable that this was 
A brisk rise of tempera- 


Treatment.—In these cases treatment is important. 
In all our cases aspirations were carried out immediately 
the hzemothorax was diagnosed. When aspirations were 


performed, the pleural space was washed out with saline, 
and this was continued until the return fluid was clear. 
In some cases difficulty was experienced in carrying out 
the first aspiration owing to flakes of fibrin covering the 
end of the cannula when suction was applied. After 
the first aspiration the patient was screened daily, and 
if any fluid reappeared this was aspirated and, if blood 
was present, was washed out as described above. This 
may have to be done several times, as bleeding may 
continue. 


In 3 cases the condition was recognised within 
twenty-four hours, in 1 case after forty-eight hours, 
and in another case after seventy-two hours. In the 
remaining 2 cases it was not discovered until the eighth 
and twelfth days, after pleural exploration. 


The accompanying table shows that in 4 cases aspira- 
tion was necessary only once, whereas in the remaining 
3 cases up to five aspirations with saline wash-outs were 
necessary before the pleural space was free from blood- 
stained fluid. 


Results —A follow-up of these cases shows that no 
artificial pneumothorax was lost in those cases that were 
aspirated within forty-eight hours. There was partial 
obliteration in 1 case, but the patient still had an adequate 
collapse on discharge eight months later. 


Where the aspirations were delayed more than forty- 
eight hours, obliteration of the pleural space took place 
in all cases, in 2 of which the pneumothorax was lost 
completely. In the remaining case there were definite 
radiological appearances of an incipient obliterative 
process at the base, but a follow-up of this case showed 
that the collapse was still satisfactory and controlling 
the tuberculous lesion three months later. 

Our most recent case with this complication illustrates 
the more common points. 


A man, aged 42, had a refill at 10 a.m. The refill was 
definitely painful the whole time the needle was in the chest, 
but the pain was not bad enough to warrant the removal of 
the needle. After he had risen from the couch, the pain, though 
less, persisted. : 

He was seen at 12.30 P.M. still complaining of diffuse pain 
in the axilla round the site of the refill. As he still had pain 
at 6 P.M. he was screened, and a small effusion was seen in the 
costophrenic angle. The same night the temperature reached 
99°F. 
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Next morning he was again screened, and the fluid was 
found to have increased slightly. The same day 1 oz. of 
blood was aspirated and the -space washed out with saline. 
After this the pleural space remained dry and the ii 
had no further discomfort. 

At thoracoscopy later a small thread-like artery was seen 
branching about the site of the refills, and a larger vein crossed 
this area. There seemed ample reason to suppose that-a 
hæmorrhage might arise from puncture of one of these vessels. 


DISCUSSION 


The presence of the blood in the interpleural space is 
not likely to be due to the damage of an intercostal vessel, 
as the needle is purposely inserted near the upper margin 
of a rib, and in pleural hæmorrhage it is probably due to 
a vessel subpleurally placed. On many occasions there 
is bleeding from a small surface vessel after an artificial- 
pneumothorax needle has been withdrawn, and there is 
every reason to believe that the same might happen from 
a surface vessel on the parietal pleura, which is very 
much more vascular than the skin. 

The signs and symptoms produced by this complication 


may be minimal and would probably only be noticed | 


where the patient is under direct observation, as in a 
sanatorium. Even then they may be so slight that it 
might be considered a refill ‘‘ reaction,” and no further 
investigation might be carried out. 

Pain on the insertion of the artificial-pneumothorax 
needle should arouse suspicion. Waterston (1934) states 


that puncture of an artery produces severe pain, which 


- tends to radiate along the course of the artery; such 
pain is usually attributed to injury to the intercostal 
nerve. The importance of this syndrome lies in the fact 
that obliteration of the pneumothorax space usually 
follows, unless the blood is aspirated without delay. 
Indeed the injection of blood into the pleural space has 
been recommended as a method of securing symphysis 
of the pleural layers. We are of the opinion that, once 
there ‘has been any intrapleural bleeding, fibrin is 
deposited on the pleural surface, with the resulting risk 
of losing the pneumothorax through — an obliterative 
pleurisy. 


SUMMARY 


In 15,000 refills there were 6 cases of intrapleural 
hemorrhage. A 7th case in 3600 refills was seen 
elsewhere. | 

Pain was present in all the cases. 

In 4 cases the pleural space became obliterated. 

To avoid obliteration of the space early aspirations 
and wash-outs are essential. 

Bleeding may continue for several days. 
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. There are shortages of food, clothing, and housing. ... 
But our standard of life does not consist in these things alone. 
Security of employment; higher average earnings, longer 
holidays, and holidays with pay; the schools, technical 
colleges, and universities fuller than ever before; a social 
insurance scheme coming into operation stage by stage ; 
a State medical service available to all about to be set up, and 
a nation which the statistics show to be healthier than ever 
before—these are not the indications of a collapsed standard 
of living, although I agree they are not all things of which 
the middle classes are always able or always inclined to take 
full advantage. Our aim ...is to make the State educational 
system and “the State medical service better than anything 
that can be obtained privately. They must be made so 
good that the middle classes will use them in preference 
to private services for which they have to pay over again.” 
—Sir HARTLEY Siawcross, the Attorney-General, speaking 
at Croydon on June 20 (Times, June 21). 


or indirectly derived from an animal source. 


(JUNE 28, 1947 | 


PENICILLIN IN SURGICAL TREATMENT - 
OF PASTEURELLA SINUSITIS 


EEEN O. BARTLEY KENNEDY HUNTER 
M.D., D.P.H. Balf. M.B. Belf., F.R.C.S.E., D.L.0- 


LECTURER IN PACTERIOLOGYE ASSISTANT SURGEON, ROYAL 
IN THE QUEEN’S UNIVERSITY, VICTORIA HOSPITAL, - 
BELFAST BELFAST 


Homan infection by Pasteurella septica is uncommon, 
but among animals pasteurellosis is widespread, and it 
is therefore likely that in man the infection is directly 
Regamey 
(1938) states that Past. septica has been isolated from 
human saliva and sputum, and Kapel and Holm (1930) 
suggest that the organism may sometimes inhabit the 
human respiratory tract besides those of the rabbit, 
pig, cow, and cat. Topley and Wilson (1946) cite the case 
of an animal-house attendant who carried Past. septica 
in his nose for several months without showing any 
symptoms of illness. Proof of direct infection has been 
recorded in certain cases of infection following animal 
bites (Boisvert and Fousek 1941, Allott et al. 1944, 
Cooper and Moore 1945). 


CASE-RECORD 


A farmer, aged 27, who had been in contact with domestic 
animals all his life, was first seen by one of us (K. H.) in the 
spring of 1943, when he complained of frontal headache. A 
right middle turbinectomy temporarily relieved his symptoms. 
On March 27, 1945, he returned because the frontal headache 
had persisted and become more severe, being continuous 
and accompanied by a greenish purulent nasal discharge. 

There was tenderness over the right frontal sinus and pus 
coming from the right frontonasal duct. Radiography dis- 
closed a very large and very opaque right frontal sinus 
extending back over the orbit. Bacteriological examination 
of the pus produced a culture of a small gram-negative 
bacillus partially sensitive to penicillin. 

On May 19, 1945, the patient was admitted to hospital. 
A frontal-sinus catheter was passed and fixed in position, 
and through it penicillin 2000 units was injected daily for 
ten days. There was no improvement, and a swab of the 
pus again yielded a pure culture of a small gram-negative 
bacillus partially sensitive to penicillin. 

On the 28th a course of intramuscular penicillin was begun, 
100,000 units being given in each period of twenty-four hours. 

On June 1, 1945, a right radical external] -fronto-ethmoidal 
operation was performed, disclosing a bilocular cavity. The 
anterior cavity into which the frontal-sinus catheter had been 


put did not show any pus, though the lining was very polypoid.. 


The other loculus, with a tiny opening oozing pus, extended 
back over the orbit, and the pus in it was under pressure. 
The sphenoids were opened and ethmoids exenterated: The 
new wide frontonasal duct was skin-grafted. A small catheter 
was left in each loculus, the ends were brought out through 
the wound and sutured, and through them 5000 units of 
penicillin was injected daily. 

Bacteriological examination of a swab taken during the 
operation showed that the gram-negative bacillus was still 
present. 

On June 6 the sutures were removed, and a swab taken from 
the wound was sterile. The catheters came out accidentally 
on the 9th, and local administration of penicillin ceased. On 
the- 13th intramuscular penicillin was discontinued,. and 
bacteriological examination of a nasal swab proved it sterile. 

On the 15th the patient was discharged feeling well, with 
a healed wound and no pain. When he was seen on the 28th 
his condition was satisfactory. During his stay in hospital 
there was no rise of temperature above normal, and the 
maximum pulse-rate was 80 per min. In January, 1947, one 
patient was well and without symptoms. l 


BACTERIOLOGICAL FINDINGS 


Morpholog y.—-On primary isolation the organism, labelled 
“A. W.,” was a small coccoid gram-negative rod about lg 
long, arranged singly and without definite bipolar staining. 
There were a few long thread-like forms present. This appear- 
ance led to its being regarded as possibly belonging to the 
hæmophilus group, but its reaction to penicillin and its 
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morphology cast some doubt on this assumption; so mice 
were inoculated. The mice died in less than twenty-four 
hours, and at necropsy their blood and spleens showed very 
large numbers of organisms with the bipolar staining charac- 
teristic of Past. septica. Cultures from them gave rise to forms 
with the same morphology as that noted on primary isolation. 

The organisms were not acid-fast and no spores were seen. 
Motility was absent when cultures grown at 37°C and 22°C 
were tested. 

Cultural and Other Characteristics.—Colonies after eighteen 
hours’ growth on blood-agar were shining, confluent, greyish- 
yellow, and translucent. They were of creamy consistence 
and easily emulsified. There was no hemolysis and no 
browning of the blood-agar. Growth was enhanced by the 
addition of blood or serum to the medium. On both, a good 
even turbidity developed in twenty-four hours; it was much 
increased after a week’s incubation and gave rise to a heavy 
viscid deposit which was easily emulsified. There was a 
feeble growth on MacConkey plates in twenty-four hours. 

The: following sugars, of a large number tested, were 
fermented (acid only): galactose, glucose, mannitol, sorbitol, 


-and xylose. Slight acidity occurred in arabinose. There was © 
‘no alteration of litmus milk, and the methyl-red test was 
-Indole was produced. There was reduction of - 


negative, 
methylene-blue. 

The organism was killed by heat in 5 min. at 56°C, but 
survived exposure to 0-5% phenol for 60 min. at room tem- 
perature. Its coefficient of resistance to penicillin, measured 
by the broth method and with stundard (Oxford) staphylo- 
coccus as control, was 128. 


Serology. An agglutinating serum giving a titre of 1/640 . 


was prepared by intravenous inoculation of a rabbit with 
graded doses of an emulsion of the organism A.W. killed by 
heating at 56°C for 30 min. 

Agglutination tests were set up against four strains of 
Past. septica obtained from the National Collection of Type 
Cultures, one of each of Cornelius (1929) serological types 
being included. Of these, no. 1737 (N.C.T.C.—C type m1) 
was agglutinated to a titre of 1/640, whereas nos. 948 (N.C.T.C. 
1s type n) and 1875 (N.C.T.C.—C type 1v) gave a titre of 

0. 

Absorption tests were carried out with emulsions of serait 
A.W. and 1737 (Cornelius type 111) and the antiserum A. W. 
The absorbed sera were used in agglutination tests against 


emulsions of A.W. and 1737, and gave the following results : 


Serum A.W. 
Organism Unabsorbed Absorbed A.W. Absorbed 1737 
A.W. .. 1/640 — 1/80 
1737 .. 1/640 — —. 


It is evident from these tests that the strains A.W. and 
1737 (Cornelius type 111) are closely allied but not serologically 
identical, and that A.W. also bears some relation to Cornelius 
types rr and Iv. 

The patient’s serum taken four weeks after his discharge 
from hospital gave a negative agglutination reaction with the 
strain A.W., a not unusual finding in these cases. 


DISCUSSION 


There was no osteomyelitis of the bone surrounding 
the infected sinuses, though Cooper and Moore (1945) 
mention that extension to bone is common in infected 
bites of dogs and cats. Adenitis was not demonstrated, 
and recovery after adequate treatment was fairly rapid 
instead of slow and indolent. The patient’s general 
condition was always good, and at no time during his 
stay in hospital had he a rise of A or pulse- 
rate. 

Nasal infection of man with Past. septica has previously 
been recorded on only two occasions: once by Topley 
and Wilson (1946), and once by Hadorn (1938), who 
reported a case of meningitis, in a farmer, developing 
eight months after a fracture of the skull involving the 
right frontal sinus ; this patient also recovered. 


SUMMARY 


A case of frontal-sinus infection with Pasteurella septica 
is reported. 

The organism was sensitive to penicillin in high 
concentration. 


The condition responded to adequate surgical treat- 
ment combined with vigorous penicillin therapy. 
ee 
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SURVIVAL OF A BABY WEIGHING 
24 OZ. AT BIRTH 


J. P. Busu 
M.R.C.S. 


RESIDENT OBSTETRIC OFFICER, ST. THOMAS’S HOSPITAL, 
LONDON 


TuE birth of a baby, at the twenty-seventh week of 
pregnancy, weighing only 1 lb. 8 oz., which survived, 
seems worth recording. 


On Sept. 20, 1945, a woman aged 23, who had received no 
previous antenatal care, was admitted to the gynecological 
ward of St. Thomas’s Hospital with the diagnosis of inevitable 
abortion. She was then twenty-seven weeks pregnant, her 
period of amenorrhea coinciding with the abdominal findings. 
She had six years previously given birth to a normal full-time 
infant, and had had one miscarriage at the tenth week of 
pregnancy five years before. ‘There were no signs of toxemia, 
the membranes had ruptured the previous day, and there was 
a mild pyelitis. She complained of rhythmical abdominal 
pains, and shortly after admission a female child, presenting 
by the vertex, was delivered normally. The third stage was 
completed without incident, and there appeared to be no 
placental abnormality. The puerperium was uneventful, and 
the patient was discharged on the fourteenth day after 
delivery. 

At birth this minute infant was vigorous, and respirations 
soon became established after the air passages had been 
cleared with a mucus catheter. She was then transferred to 
the nursery of the obstetric ward, and her weight was found 
to be 1 Ib. 8 oz. 

During the first three days she was fed by pipette two- 
hourly on glucose water with one minim of brandy to one 
drachm, and took her feeds well. The size of the feeds was 
gradually increased, and on the third day the infant was 
taking 1'/, drachms of 1 in 8 expressed breast-milk with 
glucose (1 drachm to 10 oz.) two-hourly. The strength of 
the feeds was gradually increased until on the tenth day 
the baby was taking 3 drachms of 1 in 3 expressed breast- 
milk. 

The infant was completely cot-nursed, with a radiant-heat 
cradle and continuous oxygen in an oxygen tent. She was . 
only removed from her cot once a week, when she was weighed. 
At the end of the first week she had maintained her birth- 
weight, and at the end of the second week she had gained 
3/4 OZ. 
or the twenty-sixth day regular brandy with each feed 
was discontinued, and on the thirtieth day she took her 
first feed of 5 drachms of boiled breast-milk from a Belcroy 
feeder. 

Thirty-two days after birth a small abscess had developed 
on her right thigh at the site of a previous injection of 1 c.cm. 
of lobeline hydrochloride which had been given after a severe 
cyanotic attack after a feed. This abscess was incised and 
penicillin ointment applied. Penicillin 5000 units was injected 
intramuscularly every three hours for five doses. The infant 
was then taking 5 drachms of boiled breast-milk to which 
brandy had again been added 

The incision wound healed without incident, and on the 
forty-second day—i.e., six weeks after delivery—the infant 
weighed 2 lb. 2 oz. She gained a further 2 oz. by the end of 
the following week, by which time her feeds had been increased. 
to 6 drachms of boiled breast-milk three-hourly from the 
Belcroy feeder. She occasionally had a slight blue attack | 
after a feed, but usually tolerated her feeds well. 


r 


\ 


910 THE LANCET] 


-= 


From this time onwards she continued to make progress 
and to gain weight satisfactorily at the average rate of 4 oz. 
a week. At the end of fourteen weeks night feeds were dis- 
continued, the baby then weighing 41b. At the age of twenty- 
one weeks she was transferred to the St. Thomas’s Babies’ 
Hostel, at which satisfactory progress continued. 

In July, 1946, the hostel reported that she gave the impres- 
sion of being mentally in advance of her age, and at nine 
months was formed like a child of eight months. She 
was discharged from the hostel on Nov. 16, weighing 
17 Ib. 5 oz. 

I have found no record of the survival of any child 
weighing less than 24 oz. at birth. 

I am indebted to Dr. J. Forest Smith for permission to 
record this case. Great credit is due to the nurses of Dorcas 
Ward, St. Thomas’s Hospital, for their coöperation in the 
management of the infant. 


PLASMACYTOMA OF PANCREAS AND 
DUODENUM CAUSING ACUTE 
INTESTINAL OBSTRUCTION 


ANGELA HEFFERMAN 
M.B. Lond. 


‘LATE HOUSE-PHYSICIAN, CONNAUGHT HOSPITAL, LONDON 


MULTIPLE myelomatosis is a rare disease characterised 
by multiple tumours in the skeleton, originating in the 
bone-marrow, and Bence-Jones protein in the urine. 
Metastases may develop in viscera, particularly liver, 
spleen, and kidneys. Atkinson! mentioned that 


“secondary growths have been found in the pancreas, 
‘and Patek and Castle? reported a case of plasma-cell 


leukemia, in which there was a small tumour in the 
tail of the pancreas. No instance of diffuse infiltration 
of the pancreas, or of infiltration of the duodenum, 
appears to have been reported. In the present case 
extensive involvement of the duodenum led to a rapid 
termination from acute intestinal obstruction. 


; j CASE-RECORD 


A butcher, aged 53, was admitted to the Connaught Hos- 
pital, Walthamstow, in January, 1943. For two or three 
months he had been feeling weak, and for about six weeks 
he had had an aching pain in the small of the back and in 
the right side of the chest over the lower ribs; for about a 
week a similar pain had been felt in the lowor part of the left 
side of the chest. For three weeks he had had to get up two 
or three times a night to pass small quantities of urine. He 
had recently begun to have much flatulence and abdominal 
distension, and had been rather constipated. He thought 
he had lost weight. Albumin had been found in the 
urine. 

He was pale and ill looking, but not greatly wasted. He 
was tender over the lowest four ribs on the right side and just 
to the right of the spine in the dorsolumbar region. The 
heart and lungs showed no abnormal signs. The abdomen 
was rather distended, with a resonant percussion note. A 
firm mass was palpable in the right hypochondrium, extending 
down to about 4 in. below the costal margin ; it was not tender 
and was slightly mobile. Bence-Jones protein was present 
in the urine. 


Special Investigations 

Urine: Bence-Jones protein constantly present; occasional 
leucocytes and red cells. Blood-count: Hb 92%, white 
cells 25,000 per c.mm. (polymorphs 81%, lymphocytes 
12-5%, large hyalines 6%). Seruwm-protein 8-4 mg., plasma- 
phosphorus 4:5 mg., and serum-calcium 10-8 mg. per 
100 c.cm. Radiography of spine, skull, ribs, and pelvis 
showed no bony disease. 

Four days after admission the-patient began to vomit after 
meals. A barium meal, followed for twenty-four hours, 
passed into the first part of the duodenum but no farther. 
The vomiting increased, dark brown intestinal contents began 
to appear, and the patient’s condition became rapidly worse. 


1. Atkinson, F. R. B. Med. Pr. 1937, 195, 312. 
A Amer. 


2. Patek, A. J. jun., Castle, W. B. J. med, Sci. 1936, 191, 
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Continuous stomach aspiration was started and glucose-saline 
given intravenously. 


Operation i 
Mr. O. V. Lloyd Davies. opened the abdomen through a 
right upper paramedian incision. A large retroperitoneal 
mass was found to the right of the midline ; it was adherent 
to the inferior vena cava and was apparently continuous with 


the pancreas, which was very hard throughout its length. 


The gall-bladder was greatly distended ; the liver appeared 
normal. The obstruction was thought to be in the second » 
part of the duodenum, and a palliative gastro-enterostomy 
was performed. A biopsy specimen taken from the mess 
proved on histological examination to be a portion of a 
plasmacytoma (hematogenous myeloma). ‘The patient’s 
condition deteriorated rapidly, and he died next day. 


Necropsy 

Ribs: the right Ist and 2nd ribs each showed a lump 
1/, in. in diameter, on the inner surface, about !/, in. from the 
vertebre ; the ribs broke easily at this point, and the bone 
Spine : pronounced scoliosis, maximal 
at the level of the 8th thoracic vertebra, which had an exostosis 
on the left side of the body. 

Liver large and pale; some fatty change seen on transverse 
section. Gall-bludder greatly distended with bile: the 
common bile-duct ran through a mass of new growth and 
the proximal part was much dilated. 

New growth: a hard lobulated mass 3 in.» 4 in. retro- 
peritoneal and fused with the head of the pancreas. The 
second and third parts of the duodenum passed through the 


‘mass, which was also adherent to the inferior vena cava. 


The aorta ran down immediately alongside it but was not 
involved. The mass was not fixed to the vertebræ. 
Pancreas : the head was fused with the growth; the tail 


was firmly adherent to the spleen ; the whole organ was very 
hard. 

Stomach : dilated, thin-walled, and filled with dark fluid ; 
mucosa bloodstained; ruge flattened. Duodenum : first 
part dilated and filled with dark fluid ; second and third parts. 
embedded in growth. Small intestine filled with dark blood 
down to within 4 ft. of the ileocecal valve.. Large intestine 
filled with hard dry fecal matter. 


Histological Report (Dr. W. W. Woods) 

(1) Diffuse infiltration of pancreas with myeloma (plasma- 
cytoma) without destruction of pancreatic gland tissue. 

(2) Dense infiltration with myeloma of all coats of duo- 
denum in an area 6-5 cm. diam. in region of head of pancreas, 
immediately below the bile papilla. 

(3) Focal areas of myeloma in marrow of lst and 2nd right 
ribs near vertebral ends, with very little erosion of trabecule 
of bone. Larger masses of plasmacytoma in their periosteum 
and in neighbouring connective tissue and voluntary muscle, 

(4) Post-mortem degeneration and hzematoxophil casts in 
renal tubules. 

(5) Liver showed brown atrophy of centres of lobules. 


DISCUSSION 


The initial diagnosis in this case was made entirely on 
the presence of Bence-Jones protein in the urine. There 
was never any radiological evidence of skeletal lesions, 
and the two small tumours in the ribs were all that could 
be found post mortem. Had the patient delayed his 
attendance for two or three days he would have presented 
as a surgical emergency with acute intestinal obstruction. 
Despite the compression of the lower part of the common 
bile-duct there were no signs of obstructive jaundice. 


SUMMARY 


In a case of plasmacytoma (hematogenous myeloma) 
of the pancreas and duodenum, terminating with acute 
intestinal obstruction, bony lesions could not be demon- 
strated during life but two small tumours were found 
on the ribs at necropsy. 

Bence-Jones protein was present in the urine through- 
out the period of observation. 

I wish to thank Dr. Kenneth Perry and Mr. O. V. Lloyd 
Davies for permission to publish this case; and Dr. W. W. 
Woods for the histological findings. 
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Reviews of Books 


Rh: Its Relation to Congenital Hemolytic Disease and 
to Intragroup Transfusion Reactions 


Eprru L. POTTER, M.D., PH.D., assistant professor of 
pathology, University of Chicago. Chicago: Year Book 

; Publishers. London: H. K. Lewis. 1947. Pp. 344. 30s. 6d. 
Ir is not the least of the merits of this good little book 
that it makes the nomenclature of the Kh and Hr sub- 
groups quite clear. A general survey summarises the 
more important aspects of the Rh factor, and a detailed 
section quotes published work. The survey, though 
only 20 pages long, covers all the general reader needs to 
know about Rh, without omitting any of the more 
complicated aspects of the subject, such as the Rh 
subgroups, the place of Hr, and the rôle of blocking 
antibodies. The detailed section begins with a historical 
survey of our knowledge of blood-groups and transfusion 
reactions. The properties of Rh antigens and antibodies 
are discussed, and the schemes of Wiener and Fisher to 
explain the inheritance and relation of the subgroups are 
fully set out with clear diagrams. Wiener’s table of the 
possibilities in cases of disputed parentage is reproduced. 
The various schemes of nomenclature are compared, but 
Professor Potter rightly points out that for clinical 
application it usually suffices to know whether a person’s 
blood is positive or negative when tested with the 
standard anti-D (anti-Rh,) serum. Some intriguing 
figures on racial incidence are given: the Basques have 
the doubtful privilege of the highest proportion of Rh- 
negatives (33°6°%); in the Far East and Polynesia 
almost 100% are Rh-positive; American whites are 
mostly Rh, (CDe), American negroes Rh, (cDe), and 
Japanese Rh, Rh, (CDE); while chimpanzees’ blood 
does not react with Rh antigen at all. The way trans- 
fusion reactions are produced by Ith immunisation is 
thoroughly discussed, and it is noted ‘that pregnancy 
produces immunisation much more effectively than 
incompatible transfusion. Potter does not consider that 


the ‘‘ biologic ” test for anti-Rh agglutinins is justifiable 


now that the blocking antibodies have been discovered ; 
Diamond’s slide technique is usually adequate. The 
hemolytic disease of infants is dealt with at length in 
chapters detailing its etiology, clinical forms, prevention, 
treatment, and post-mortem findings. There is a final 
chapter on technique and a bibliography of 794 references. 
The book has many good illustrations, the style is easy 
and readable, and it can be confidently recommended 
to those who want to know about Rh. 


Medical Emergencies 


(3rd ed.) CHARLES NEWMAN, M.D. Camb., F.R.C.P. London : 
J. & A. Churchill. 1946. Pp. 117. 10s. 6d. 


MEDICAL emergencies are among the most dramatic 
incidents in medical practice ; for the general practitioner, 
however, they are relatively rare. This Jittle book gives 
him what he needs—a brief account of the conditions 
and what to do for them. All the commoner emergencies 
—such as poisoning, asphyxia, and coma—are covered, 
and this new edition is on the whole well up to date, 
though the rapid advance in our knowledge of penicillin 
has already outstripped it in places: there is, for instance, 
no reference to the use of penicillin in the treatment of 
agranulocytosis, or of heparin in the treatment of 
thrombophlebitis. The nikethamide group of drugs perhaps 
deserve more mention than they receive, and a reference 


to the rapid response of some resistant cases of asthma — 
to theophylline ethylenediamine would enhance the. 


value of the section on asthma. The statement that 
‘congestive failure is common in pneumonia” is surely 
misleading. Taken as a whole, however, this is a book 
which the practitioner will find it wise to keep by him. 


Essentials of Neuro-Psychiatry 
Davip M. OLKON, S.B., A.M., M.D., associate professor of 
psychiatry, University of Ilinois. London: H. Kimpton. 
1945, Pp. 310. 22s. 6d. 

AN outspoken, prejudiced textbook like this is 
refreshing, after the many tediously impersonal 
oblations to conformity. Professor Olkon’s prejudices 
may be recognised from his comment on psychodrama : 
“ psychiatry is suffering from so many isms, panaceas, 


dogmas, etc. that one more innovation does not actually 
do great harm ” ; and from the statement in his preface 
that “the many inconclusive doctrines, speculations 
as to mental operations, theoretical and rhetorical 
opinions as to mental modalities, and fanciful ideas as 
to how these arise,” have been intentionally left out of 
his book. Changes in the capillary vessels of the skin 
have been studied by Dr. Olkon for many years; he 
devotes a long chapter to the description of his methods 
of observing these and the consequent findings, especially 
in schizophrenia. Though* unconventional, his book is 
not eccentric ; the psychiatry it, teaches is intelligently, 
if narrowly, organised ; and the reader is offered evidence 
and references for the numerous statements on unsettled 
or recently developed topics. 


Human Genetics 


R. R. GATES, D.SC., F.R.S., emeritus professor of botany, 
University of London. London: Macmillan. 1946. 
2 vols. Pp. 1518. £5. 


GENETIC factors in the etiology of disease have, in the 
past, been more of academic interest than of practical 
significance to the doctor; but advances in knowledge 
of heredity in anima!s and man have lately been so rapid 
that medicine now depends on genetic principles in certain 
fields, notably in the treatment of some hematological 
and biochemical anomalies. No comprehensive, authori- 
tative, accurate, and up-to-date account of the whole 
of human genetics is available at present, largely because 
the field is so enormous: an expert in serology, for 
example, would hesitate to write a textbook on inherited 
eye diseases, and a cytologist on neurological defects. 
Professor Gates has valiantly attempted to give a com- 
plete account of our knowledge in one book, albeit two 
volumes of over 700 pages each; but though the reader 
will find these a storehouse of references—some thousands 
of papers are abstracted in the text—he will search in 
vain for guidance in evaluating the work summarised. 

Professor Gates approaches genetics from the stand- 
point of a botanist with exceptional knowledge of some 
polyploid species, and inevitably his outlook on medical 
problems is limited by lack of clinical and pathological 
experience. For example, taste deficiency’ for phenyl- 
thiourea, present in a third of the population, is classed 
as a hereditary disease of the nervous system; neuro- 
fibromatosis is described in the chapter on cancer; and 
the syndrome of tuberose sclerosis and adenoma sebaceum 
is treated as two separate entities—under skin and teeth 
abnormalities and under nervous diseases. Fortunately 
the excellent index compensates for this lack of coherence 
in arrangement—a, defect which the author regrets in his 
introduction. 

The views expressed by Professor Gates on questions 
of race biology are somewhat rigid. Eugenics, he says, 
has never contemplated mixture of races as a desirable 
future for mankind; and he supports this contention 
by stating that chromosome rearrangements have | 
occurred in isolated races of man, as in different species 
of drosophila. In spite of his eminence as a biologist, 
medical readers not expert in the subject will be well 
advised to treat his generalisations on human genetics - 
with reserve. | . 


To take one example, a pedigree of epidermolysis simplex 
is shown and interpreted as an example of y-chromosome - 
inheritance from fathers to all their sons. However, a footnote 
reports that recently an unaffected female in the same family 
has had an affected son. This is explained by saying that 
the gene has crossed over on to the x-chromosome ; but since 
the condition is, in any case, commoner in males than in 
females and sometimes skips a generation, it may be sex- 
influenced and not sex-linked at all. 


Throughout the book too much attention is given to 
the possibility of crossing over between the x and y 
chromosomes in man; and the fact that pedigrees of 
apparently the same condition are often on record, sug- 
gesting different types of inheritance, leads the author 
to the explanation that autosomal genes can becomc 


sex-linked by “‘ simple ” translocation. There is no reason . 


to doubt that in man, as in other animals, quite different 
genes can give rise to similar end-results from the clinical 
aspect. Altogether, the question of linkage in human 
genetics is presented in a misleading manner. Thus, 
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association between characters—e.g., absence of the 
macula and .aniridia, or harelip and cleft palate—may 
be due to a common genetic or environmental origin. 
To establish linkage, the repulsion phase as well as that 
of coupling between the two characters must be observed. 

References to parallel conditions known to animal 
- geneticists are scattered freely through the text, and 


should specially interest those to whom such work is not | 


readily accessible. Readers can be grateful indeed to the 
author for assembling the massive published work, and 
for his conscientious summaries of papers. The result 
is emphatically not a textbook suitable for teaching 
human genetics but it is of immense value treated purely 
as a work of reference. | ‘ 


Penicillin Therapy 
Including Streptomycin, Tyrothricin and other Anti- 
biotic Agents. (2nd ed.) JOHN A. KOLMER, M.S., M.D., 
F.A.C.P., professor of medicine, Temple University. 
New York and London: D. Appleton-Century. 1947. 
Pp. 339. 30s. - 

OUR knowledge -of the antibiotics and their applica- 
tions in therapeutics has reached a level where any book 
devoted to them must be either a symposium or a 
compilation. Professor Kolmer has chosen the latter, and 
the result justifies his preference. He describes the pharma- 
cology and bacteriology of antibiotics in some detail, 
but the greater part of the book deals with their use in 
clinical medicine ; in a useful and interesting chapter he 
discusses their employment in veterinary practice. He 
gives standard methods for laboratory control and 
assay but covers commercial production in general 
terms only. His references are well chosen and he 
treats with judgment subjects which are still open to 
debate. Published work ‘of alarming proportions is 
here reviewed in reasonable space, and the book gains 
wherever the author has drawn on his personal experience 
—for example, in the chapter on methods of administra- 
tion. The chapters on antibiotics other than penicillin 
will be specially welcome to English readers, since no 
‘other reasonably complete account has yet appeared. 


Thorpe’s Dictionary of Applied Chemistry 


(4th ed.) Vol. vm. Iodazide—Metellagic Acid. Editor: f 


M. A. WHITELEY, D.SC., F.R.I.C. London: Longmans, 


Green. 1946. Pp. 629. 80s. 

NEw volumes of. the fourth edition of Thorpe’s 
Dictionary continue to appear despite present-day 
difficulties. This, the first to be under the care of the 
new editorial board, contains like its predecessors much 
valuable stuff. The articles on iodine, vitamin K, keratin, 
lactic acid, lipins, isoelectric point, and membrane 
equilibria are specially noteworthy, while those on lard, 
margarine, and meat-extract are most informative, and 
the little treatise on liqueurs irresistible. Though there 
is much '‘“‘ pure” chemistry in the work, medical 
and biological chemistry are treated as important 
parts of ‘‘ applied’’ chemistry ; hospitals and universities 
may not realise this fully and an extra word or two in 
the title might help them. Moreover, short up-to-date 
summaries of the biochemistry of some organic com- 
pounds, and even of metals, might well be added, for the 
benefit of the biochtmist, to the existing articles—for 
example, to malic acid, malonic acid, and magnesium 
in this volume. Since biochemical concepts are changing 
rapidly, it is inevitable that some of the biochemistry 
given should already be out of date. Finally, a firm line 
might be taken by the editors over the difficult question 
of the notation for configuration and optical rotation of 
organic compounds. l 

Practical Physiological Chemistry (12th ed. London: 
J. & A. Churchill. 1947. Pp. 1323. 50s.)—Mr. Philip B. 
Hawk, PH.D., with his new collaborators Mr. Bernard L. Oser, 
PH.D., and Mr. William H. Summerson, PH.D., has completed 
the latest revision of this important textbook. Many of the 
chapters have been written afresh, and all have been corrected 
in the light of modern knowledge. New sections have been 
added on the polarograph, isotopes, sulphonamides and anti- 
biotics, the Warburg tissue-slice procedure, photometric 
analysis, electrophoretic fractionation of the plasma proteins, 
and new vitamins, new quantitative methods for analysis of 
blood and urine, and several other subjects. 


atc, the bulb glows. 


New Inventions 


AIDS TO BONE SURGERY 


Brace-handle Screwdriver 


Screwing home several screws in a bone with an 
screwdriver can be tiring and may add appreci<. 


ordinary 
ably to the length of an operation. This can be mitigated 


by. ang epee a the hand-piece of a screwdriver and 
fitting a brace to the end (fig. 1). The screw-holding end 
used here is that made by the London Splint Co. 


Fig. |\—Brace-handle screwdriver. 


This brace-handle screwdriver has been used now for 
nearly five years in a large series of bone-grafting and 
plating operations. There are only two disadvantages. 
First, if an ordinary Lowman clamp is used, it is difficult 
to insert the screws nearest the clamp, as the brace is | 
obstructed by its handle; an angled clamp overcomes 
this difficulty. Secondly, some screws may not fit the 
screwdriver. ` z 


Apparatus for Estimating Screw Length 

When a hole is being drilled in a bone for a screw with a 
power drill, it is helpful to know the moment when the 
drill pierces the deep cortex. The apparatus illustrated 
in fig. 2 does this in a simple manner. ° 


Fig. 2—Apparatus for estimating screw length. 


The box A contains a battery and has an electric- 
light bulb B fitted on top. Two lengths of flex come 
from the box; one is fitted to the drill handle, the other 
to a retractor placed on the deep side of the bone. When 
contact is made between the drill point and the retractor 
A small rubber band, fitted over 
the drill before operation, is then moved down until it is 
in contact with the cortex. The distance between the 
rubber band and the drill point is the length of screw 
required. 

The screwdriver was made for me by Messrs. A. L. 
Hawkins & Co. Ltd., of New Cavendish Street, W.1, 
and the screw estimator in the works department of the 
Royal Northern Hospital. 

F. P. FITZGERALD, M.B., F.R.C.S.I. 


Surgeon to the Orthopedic Department, 
Royal Northern Hospital, London. 
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Infective Endocarditis 


Ir is four years since the FLoREyYs ! first reported 
that penicillin sterilised the blood in patients. with 
subacute bacterial endocarditis. In spite of the 
war-time shortage -of penicillin nearly 500 cases 
treated with penicillin have since been published. 
The immediate success of this form of ‘therapy in 
a previously incurable condition naturally led to its 


-enthusiastic but indiscriminate adoption, and it was 


not until controlled studies, such as that of the 
Penicillin Clinical Trials Committee of the Medical 
Research Council, established the optimum dosage, 
method of administration, and duration of treatment 
that consistent results were obtained. Subsequent 
reports have confirmed that penicillin controls the 
infection in a way that has never before been possible. 
KoLmeER,? for instance, recorded a 68% recovery-rate 
among the cases so far reported—292 recoveries out of 
428 cases—while in 34 unselected cases subsequently 
described by PRIEST and colleagues? 22 patients 
(65°) were free from evidence of active disease 13-35 
months after treatment. The revolutionary change 
in outlook is well illustrated by SEABURY’s 4 series 
of 165 cases seen at Ann Arbor between 1934 and 
1945. Of the 66 patients treated before the intro- 
duction of the sufphonamides none recovered ; 
of the 53 patients treated with sulphonamides 4 
recovered; of 13 treated with combined chemo- 
therapy and pyretotherapy 2 recovered; whereas 
of 12 treated with penicillin 7% recovered. These 
numbers are small, but since they come from the same 
hospital they provide a fair comparison. 

Opinion is still divided on the best method of 
administration. The Americans mostly favour con- 
tinuous intravenous infusion.” PRIEST and colleagues 4 
support this view because they found that in some 
patients blood-cultures were positive three hours 
after an intramuscular injection of penicillin, whereas 
with continuous intravenous infusion cultures were 
repeatedly negative. They claim that with this 
method venous thrombosis occurs only if the penicillin 
is dissolved in distilled water or 5% dextrose, and 
not if it is dissolved in isotonic saline. Even in 
America, however, the experts differ. Thus SEA- 
BURY ĉ noted thrombophlebitis in all of 6 patients 
treated with a continuous intravenous drip, so he 
switched over to a continuous intramuscular drip ; 
and THILL and MEYER ® found three-hourly intra- 
muscular injections satisfactory. In this country 
the intramuscular route, whether intermittent or 
continuous, is usually preferred; but continuous 
intravenous drip, where feasible, is probably best in 
severely ill patients, at least in the initial stages. 


Next the total amount to be given and the dura- 
tion of the course have to be decided. In the 


. Florey, M. E., Florey, H. W. Lancet, 1943, i, 387. 

. Kolmer, J. A. Penicillin Therapy, 2nd ed. London, 1947, p.146. 

Priest, W. S., Smith, J. M., McGee, C. J. Arch. intern. Med, 
1947, 79, 333. 

. Seabury, J. H. Jbid, p. 1. 

. Thill, C. J., Meyer, O. O. Amer. J. med. Sci. 1947, 213, 300. 
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M.R.C. investigation CHRISTIE ê found that of 19 
patients receiving 1,000,000 units daily for five days 
all but one relapsed or died, whereas of 19 given 
500,000 units daily for three to four weeks only 5 
did so. As a result of further experience he recom- 
mends ? that 500,000 units should be given daily for 
four weeks provided the causative organism is not more 
than ten times as resistant to penicillin as the Oxford 
staphylococcus. PRIEST and colleagues? advise a 
minimum of 500,000 units daily by intravenous drip 
for at least four weeks, and raise this to 1,000,000 
units daily if the disease has lasted more than twelve 
weeks. The best results, in their experience, have been 
attained when the serum level is 100 or more times 
greater than the in-vitro inhibition level of the organism. 
If intermittent intramuscular injection is used, they 
recommend at least $00,000—900,000 units daily, 
divided into twelve or eighteen doses. Using a 
continuous intramuscular drip SEABURY gives not 
Jess than 500,000 units daily, or 2,000,000 units 
daily if positive blood-cultures persist after three 
days’ treatment. There is general agreement that 
treatment must be continued for at least a month, 
and that neither sterilisation of the blood nor a normal 
temperature is a reliable guide to the adequacy of 
dosage. A normal leucocyte-count is not of much 
value in assessing success, but a persistently high 
or a rising count, in the absence of complications, is 
an indication of insufficient treatment, and if the 
leucocyte-count rises steadily after treatment has 
ended it should be reinstituted. A simultaneous 
rise in the sedimentation-rate is an additional strong 
indication for renewal of treatment in large doses. 


Some other practical points arise out of the American 
reports. It seems that the penicillin-sensitivity of 
the infecting organism is a useful guide to dosage but 
of little significance in prognosis. Thus, PRIEsT et al.’ 
noted that there were 5 deaths among 12 cases in 
which the organism was inhibited in vitro by 0-06 unit 
of penicillin per c.cm. or less, whereas there were 
also 5 deaths among 9 cases in which the inhibition 
level was 0:07 unit per c.cm. or more. These 
observers found that a constant fluid intake led to 
less fluctuation in the serum concentration of penicillin, 
and they therefore limited their patients to 800 c.cm. 
of fluid daily, given at the rate of 100 c.cm. two- 
hourly from 7 a.m. to 9 P.M. In most cases nothing 
is gained by combining sulphonamides with the 
penicillin—indeed, Priest and colleagues say that 
sulphonamides are contra-indicated because of the 
risk of renal complications. On the other hand, 
sulphonamides will occasionally be of value, as 
when the causative organism belongs to the para- 
influenzal group. PRIEST cured one such case with 
penicillin plus sulphamerazine, but he and McGEE è — 
now look on streptomycin as the drug of choice in. 
infections with gram-negative organisms insensitive 
to penicillin. Anticoagulant therapy adds little, if 
anything, tothe value of penicillin. THL and 
MEYER, after treating 22 cases, 13 of them with 
penicillin and dicoumarol and the remainder with pent- 
cillin alone, concluded that the occasional advantage 
of dicoumarol was outweighed by its disadvantages. 


6. Christie, R. V. Lancet, 1945, ii, 123. 
7. Christio, R. V. Peni uin edited by Sir Alexander Fleming, 


London, 1946, p. 134. : 
8. Priest, W. S., McGeo, C. J. J. Amer. med. Ass. 1946, 132, 124, 
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Of their 7 failures 5 were in - patients who 
had been inadequately treated with penicillin before 
coming under observation. Their experience empha- 
sises the lesson that full doses of penicillin must be 
given as early as possible in this disease. To await 
the classical picture is to court disaster. Constant 
watchfulness for the earliest manifestations, repeated 
blood-cultures in suspected cases, and the administra- 
tion of full doses of penicillin for at least 4-6 weeks 
are the basic rules for the practitioner to follow if his 
patients with subacute bacterial endocarditis are to 
recover. But the best results will not be attained 
until every dental extraction and every respiratory 
infection in a patient with valvular disease of the 
. heart are routinely treated with full doses of penicillin. 


Statistics in Medicine 

Ir is sixty years since Sir WILLIAM HARCOURT 
proclaimed that “we are all socialists now.” 
A “real” socialist of that time said this was just a 
rhetorical falsehood ; and even now there are men of 
mark, like Mr. CHURCHEL and Lord Woo.ron, who 
are not whole-hearted socialists. But Sir WILLIAM’s 
flourish had a kernel of truth. If Lord MORAN were 


to say of the fellows of the Royal College of Physi- 
we are all statisticians now,” the president of 


cians, ‘‘ 
the Royal Statistical Society might mutter “ rhetorical 
falsehood !”’; but, as Prof. BRADFORD HILL pointed 
out in a recent address, our profession is at least more 
= statistically minded than it was a generation ago ; 
and whether we like it or not we doctors are con- 
fronted by problems which can only be solved, if 
they can_be solved at all, by statistical methods. 

The provision of statistical controls is much more 
difficult than many people think. As an example of 
the difficulties Professor HiL cited a series of cases of 
otitis media in which mastoidectomy was necessary 


in 15% of the cases where the patient had been 


treated with a sulphonamide but in only 9% where 
sulphonamides were not exhibited. This was a 
“ natural”? series; the patients were not sorted by 
lot into those who were or were not to receive sul- 
phonamides ; they were treated as, from judgment 
based on signs and symptoms, the doctor thought 
best. Hence one would expect a larger proportion of 
patients seriously ill in the treated series. This 
{when it is pointed out) is obvious. It may not be 
quite so obvious why tracing the children born to 
mothers suffering from rubella may: give quite a 
different’ answer from that found by tracing back the 
mothers of children suffering from the congenital 
defect which there is good reason to think may depend 
on the maternal disease. The second method may 
make it probable that the particular defect is only 
produced when the mother of the child had rubella 
early in the pregnancy ; the first is needed to enable 
us to assess the practical importance of this liability 
—what proportion of children born under the dis- 
ability of the mother suffer from the defects. Still 
more difficult is the control of tests of prophylactic 
measures, such as protective inoculation against 
whooping-cough. A mere mass comparison of results 
in families whose mothers volunteered with results in 
families whose mothers refused is not enough. There 
1. Statistics in Medicine, Read to the Manchester Statistical Society 


on April 16, 1947. Reprints from the hon. secretary of the 
society, 38, Mosley Strect, Manchester. . 
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may, for instance, be differences in the size of families 
and therefore of exposure to risk. 

Puzzles like these can be solved by the applicato 
of common sense, which is a by no means common 
endowment. Indeed all that is meant by the phrase 
is that no technical statistical knowledge is needed. 
What is needed is an intelligent appraisal of the 
possibilities that an answer to the question asked— 
Did the treatment do good ?—might be “ Yes ” for 
reasons other than the treatment. This appraisal 
needs intelligence and medical knowledge of the 
That is why knowledge of the possi- 
bilities should be first in line when a large-scale 


. experiment is planned. Of course technical statistical 


knowledge is also important. A professional statis- 
tician may be able to tell much more quickly than an 
amateur whether the scale of a. properly planned 
experiment is adequate to give a reliable answer. If 
the medical investigator has a sound knowledge of 
the technique of modern statistical analysis it will 
make his work so much the more convincing. But 
no medical man should be scared away from research — 
in his field—whether clinical or sociological—because 
he has no passion for algebra and eyes characteristic 
functions with an indifference bordering on aversion. 


Nitrogen Mustards 


“ Poison Gas Treatment for Cancer” ran’ a headline 
in a recent daily newspaper.’ Little has so far been 
published in Britain about the therapeutic applications 
of mustard gas and related substances, hecause of the 
veil of secrecy that has obscured all poison-gas 
research ; but American reseafch-workers seem to 
have been quicker in casting off such restrictions, and 
last year a good deal of their information was released. 
Thus, though the British work mostly remains buried 
in unpublished reports, it is possible to summarise 
some of the scientific evidence behind the newspaper’ s 
startling announcement. 

Experience in 1914-18 with mustard gas had shown 
that it was toxic .to blood-forming tissues. In 1939 
and succeeding years a group of closely allied com- 
pounds, the “ nitrogen mustards,’’ were being prepared 
in factories in this country, and workers. who were 
exceptionally exposed to these substances or got 
burnt by them showed. a depressed white-cell count, 
the lymphocytes being especially lowered, while some 
had a low granulocyte count and later anemia. 
When the exchange of information between Britain 
and the U.S.A. began, these ‘findings were passed 
across the Atlantic, and on both sides research into 
the toxic effects was pressed on, beginning with 
animals. The pharmacology and therapeutic uses of 
nitrogen mustards were discussed last year by GILMAN 
and PHILLIPS ? in America. Two substances of special 
importance have emerged ; their chemical names are 
tris(®-chloro ethyl)amine hydrochloride and methyl- 
bis(B-chloro ethyl)amine hydrochloride. These sub- 
stances—or rather their breakdown products—proved 
to have a special predilection for actively dividing 
cells. AUERBACH and Rosson.® experimented with 
the drosophila fruit-fly ; in the adult fly the only 
organ with actively dividing cells is the gonad, and - 
sa mustards were found to have a selective 

. Daily Worker, March 8, 194 


Gilman, A., Philips, F. S. 
A Auerbach, C., Robson, J. M. 


7. 
Science, 1946, 103, 409. 
Nature, Lond. 1946, 58, 878. 
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action on gametogenesis ; in the developing fly, many 
of whose tissues were still growing, the effect was 
much more widespread. In normal adult man, the 
bone-marrow and the lymphatic nodes are the most 
important’ sites of active cell division, so it is not 
surprising that these are the tissues earliest affected 
by nitrogen mustards. All these facts suggested that 
the nitrogen mustards might be active against pro- 
liferating neoplasms. They were given to mice with 
transplanted lymphosarcomata—and the tumours 
disappeared. The next step was to attempt the 
treatment of human disease. This had to be done 
very carefully because .the mustards are powerful 
cytotoxins and because they are very liable to cause 
thrombosis at the site of injection. Eventually a 
safe technique was worked out and the first results 
have been reported in America by RuHoaps,‘ and by 
JACOBSON, DICK, and others.® 

Methyl-b:s(8-chloro ethyl)amine is the drug most 
often used. As a rule it is given in a dose of 
0-1 mg. per kg. body-weight intravenously ; to avoid 
thrombosis—and excessive concentration—a rapidly 
running saline drip is set up, and the dose, already 
dissolved in 10-20 c.cm. saline, is slowly injected 
through the saline delivery tube, taking 2-3 minutes ; 
a “course ” is one daily dose for three or four days. 
There are various toxic effects. An early symptom 
is nausea and yomiting coming on within a few hours, 
and some patients get this after every dose. 
blood change is lymphopenia, and then the granulo- 
cytes are diminished; with this dosage the anæmia 
produced should be only slight ; the platelet-count is 
often lowered. These effects are temporary and after 
about five weeks hemopoicsis is back to normal. So 
far as the research has proceeded—the longest follow- 
up is two years—it seems that doses of this nitrogen 


mustard can be repeated without the danger of- 


inducing an irreversible aplasia of the blood-forming 
tissues. Overdosage, or giving the drug in too 
concentrated a form, is liable to cause serious destruc- 


tion of hemopoietic and lymphatic tissues, and fatal 


aplastic anemia may be the result. 

Nitrogen mustard treatment has now been given to 
patients with several neoplastic diseases, but signifi- 
cant success has been obtained only, in diseases 
involving the blood-forming or lymphatic tissues. 
Trials with metastatic mammary and cervical carci- 
noma and with melanosarcoma have not been 
encouraging, though RwHoaps reports a temporary 
remission with “ anaplastic carcinoma ” of the lung. 
The best results have been obtained in Hodgkin’s 
disease, of which Dr. APTHomasS and Dr, CULLUMBINE 
report 21 cases in this issue. All their patients, even 
those with the most advanced disease, showed some 
benefit in the three to eight months of observation. 


_JACOBSON et al.5 report 27 cases, in 8 of which the 


patient died without responding to mustard or X-ray 
treatment, but the others showed significant reduction 
of gland masses, including abdominal and thoracic 
glands; enlargement of liver and spleen regressed, 
anemia remitted, and the patients were greatly 
improved in general condition ; in 4 patients response 
was obtained to mustard treatment when X rays had 
failed. The effects lasted six to eight weeks, and then 
another course of two or three daily injections had 


4. Rhoads, C. P. J. Amer. med. Ass. 1946, 131, 656. 
5. Jacobson, L. O., Spurr, C. L., Barron, EB. S. G., Smith, T., 
Lushbaugh, C., Dick, G. F. Zbid, 1946, 132, 263. 
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to be given. With lymphosarcoma, 4 out of 6 patients 
had clinical remissions lasting three to eighteen 
months—a result comparable with that gained by 
X-ray treatment. Acute leukæmia is as unresponsive 
to nitrogen mustard as to other therapy. With 
chronic lymphatic leukemia the results have not so 
far been as satisfactory as with X rays; in chronic 
myeloid leukæmia the results have been variable, 
in some cases a remission lasting several months 
being obtained, while in others there was only transient 
symptomatic improvement although the leucocyte 
count was reduced. In polycythemia vera nitrogen 
mustard treatment induced a lowering of the red-cell 
count and symptomatic improvement: lasting a few 
months. The treatment had no effect in multiple 
myeloma. 

In short, the results so far show that the nitrogen 
mustards are of no value in the treatment of carcinoma ; 
they will induce regression in some neoplastic or 
neoplasm-like conditions involving the blood-forming 
and lymphatic tissues, but these effects are temporary 
and the treatment must be repeated every few weeks 
or months—very like X rays. The best results have 
been in the treatment of Hodgkin’s disease and perhaps 
polycythemia vera. The mustards are dangerous 
toxic substances whose main effect falls on the 
hemopoietic tissues, and the margin between safety 
and disaster does not seem to be very wide; as 
ROADS points out, the extent of this effect is the 
limiting factor in their use and it may exceed the effect 
on a tumour. They are emphatically not for general 
use, and their applications must for the present 
continue to be studied only in special clinics. Their 
importance lies in the fact that here are substances 
that in vivo break down liberating agents with a 
selective action on actively dividing tissue, and there- 
fore on tumour tissue, and that it may be possible to 
obtain substances with a greater margin of safety—that 
is, with a still more selective action. If a safer sub- 
stance cannot be found, the use of nitrogen mustards 
is likely to be confined to the palliation of cases of 
Hodgkin’s disease in which X rays have already failed. 


Pensions Under the Act 


In 88 pages the Minister of Health has presented 
to Parliament his superannuation scheme for the National 
Health Service. It is designed, he says, to provide 
benefits comparable to those obtainable by established 
civil servants under the Superannuation Acts, 1918-46, 
the major ones being a pension, a- lump-sum retiring. 
allowance, and a widow’s pension. To secure these 
benefits, all members of the service (other than manual 
workers) will contribute 6% of their remuneration, 
as defined. Doctors employed by regional hospital 
boards, including specialists, will be entitled on retire- 
ment to a pension amounting to one-eightieth of their 
average remuneration for each year of service up to 40, 
and a retiring allowance amounting to three-eightieths. 
General practitioners will be entitled to a pension 
amounting to 11/,% of their remuneration in each year of. 
service—“ remuneration ” to include all payments made 
in respect of general medical, dental, or pharmaceutical 
services, less practice expenses—and a retiring allowance 
amounting to 41/,%. Allowances are reduced by two-thirds 
where a widow’s pension may be payable. Practitioners 
holding life-assurance policies may apply for exemption 
from the scheme, and as a contribution to the main- 
tenance of their policies may receive from the Minister 
an amount equal to 8% of their remuneration. 
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STORIES OF THE ROTUNDA 


THE achievement of the Rotunda Hospital over two 
centuries—soon to be celebrated by an international 
congress—must always be linked with the memory of 
Dr. Bartholomew Mosse, whose genius and initiative 
made possible the foundation and development of the 
famous institution. In a book! which might well have 
been called ‘‘ The Romance of the Rotunda,” Mr. C. P. 
Curran describes Mosse’s burning enthusiasm for this 
cause, which carried him along like a strong tide, despite 
many obstructions, to its, fulfilment. The beginning of 
the eighteenth century in Ireland was not particularly 
encouraging to an idealist; but Mosse, returning from 
travel on the Continent, lost no time in establishing a 
hospital “ for poor lying-in women ” and found the way 
_ to pay for it. Himself a musician of no mean order, he 
conceived the happy idea of calling St. Cecilia to his aid, 
and in due course the finest vocalists and instrumentalists 
in Europe were engaged for a series of great concerts. 
In addition Mosse, ever on the alert to hold the public 
eye and ear, arranged for all manner of lighter entertain- 
ment, until Dublin became for the time the musical 
centre of these islands, while London languished in 
the shade. 
honour and glory but to further the growth of his 
hospital. 

The Rotunda, with its fine architecture, is one of the 
sights of Georgian Dublin; and the round pillared hall, 
which gives it its name, has been the scene of 
concerts, lectures, and balls for two centuries—a 
constant fountain of income for the great charity 
beside it, and a means of keeping this charity pro- 
minently before the eyes of the citizens. The hospital 
itself, the first of its kind in Eire, and for years the largest 
maternity hospital in the British Empire, has been the 
training ground of thousands of medical men from all 
over the world. In a commemorative volume ? written 
in honour of the bicentenary, Prof. O’Donel T. D. Browne 
gives a comprehensive picture of its history. Its 
constitution is peculiar: it is governed by a ‘‘ master,” 
who is already a recognised gynecologist, and who is 
aided by two assistant masters whom he appoints, 
and who serve for three years. The master holds his 
post for seven years, and when he retires from it is usually 
appointed to the staff of one of the teaching hospitals 
of the city. Professor Browne, who has himself been 
an assistant master, gives a biographical account of all 

the masters, from Mosse to the present holder of the 

appointment, Ninian Falkiner. He relates the history 
of obstetrical advances over 200 years to the work of 
the hospital and to the wisdom, or otherwise, of the 
master at the time. In chapters ‘on puerperal fever, 
operative midwifery, anesthesia, and eclampsia we are 
given a valuable and accurate description of each 
advance, together with an unbiased account of the way 
in which it was received by the Dublin school. Naturally 
the record ‘of advances in the treatment of eclampsia 
is particularly vivid, and Tweedy’s pre-eminence gets the 
emphasis it deserves. His treatment, indeed, has been 
the main modern contribution of the Rotunda school 
to the saving of women in childbirth. The description 
of the early struggles of the hospital and its financial 
ups and downs is graphic, and running from those early 
days till recent times is the story of the fight against 
puerperal fever, which this maternity hospital like every 
other fought through the centuries—a fight which has 
been decisively won only in our own time. 


1. The Rotunda Hospital—its Architects and Craftsmen. 2nd ed. 
Dublin: The Sign of the Three Candles. 1946. Pp.49. 108.64. 

2. The Rotunda Hospital. 1745-1945. Edinburgh: E. & S. Living- 
stone. 1947. Pp. 295. 42s. 
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“GLUTAMIC ACID AND MENTAL FUNCTION 


In 1945 American workers showed that the addition 
of the amino-acid l-(+) glutamic acid -to the diet 
enabled rats to learn a maze much quicker than the 
controls,! and it also increased the percentage of animals 
capable of overcoming an increasingly difficult set of 
obstacles in search of food.? The effect of glutamic 
acid on mental function has since been tested in children 
and adolescents.? ‘‘ A universally increased mental and 
physical, alertness”’ had previously been observed in 
patients treated with glutamic acid * for petit mal, a 
condition which seemed to be improved by -this 
treatment, though the amino-acid has no effect on 
experimental convulsions.>— 

Zimmerman and his colleagues tested the effect of 
glutamic acid on nine patients aged 16 months to 17!/, 
years, seven of whom had convulsive disorders and two 
mental retardation without convulsions. These patients 
were given verbal, motor, and personality tests before 
and after a 6 months’ course of glutamic acid. The 
dose ranged from 6 to 24 g. per day, with an average 
of 12 8- daily (4 g. t.d.s. by mouth).. The subjects 
‘showed “ impressive changes ” in their intelligence scores, 
with an average increase of 8 in the intelligence quotients 
after glutamic-acid therapy, with no negative deviations 
at all, The results were regarded as highly significant. 
In all subjects sharp positive increments in mental age 
were reported after treatment, and in the low-grade 
defectives treated the ‘rate of increase was faster than 
is expected in normal children. Thus three subjects 
gained 7, 14, and 16 months in mental age in the 6 
months’ ‘period. Moreover, Rorschach records showed 
that “ glutamic acid has an effect on menfal functioning 
which not only is reflected in verbal and performance 
test scores but can be observed in rather basic personality 
changes.” Although the number of patients investigated 
was small and the period of test somewhat short, it is 
suggested ‘‘that glutamic acid may have a genuine 
facilitating effect on mental functioning in human 
subjects.” The glutamic acid sometimes caused gastric 
distress, and it should be noted that motor activity is 
increased by large doses of glutamic acid, producing 
restlessness, overactivity, and sleeplessness. 

The 1-(+) glutamates are readily water-soluble sub- 
stances with a characteristic meat-liike flavour. The 
sodium salt is manufactured and consumed as a food 
and condiment in China and Japan and to some extent 
in the U.S.A. Numerous patents for the use of l-(+) 
glutamates in the food industry are in existence. Gluta- 
mic acid occurs abundantly in the normal human diet, 


especially in milk, where it makes up 22% of the casein, 


and the greater mental alertness of school-children 
receiving extra milk may possibly be connected with 
the effects of glutamic acid. A pint of milk containg 
3-3-5 g. of glutamic acid, so the average dose used by 
Zimmerman and his colleagues (i.e., 12 g.) would be 
contained in ohly about 3-4 pints of milk. 

The role of J-(+) glutamic acid in the metabolism 
of nervous tissue has also been studied. Weil-Malherbe ° 
discovered in 1935 that this amino-acid is the only one 
oxidised directly by brain, and that the enzyme respon- | 
sible is bound in the cell. But he doubted whether 
glutamic acid is present in sufficient amounts in brain 
to compete with carbohydrate as a fuel. He therefore 
suggested that the enzyme (glutamic ‘acid deaminase) 


1. Zimmerman, F. T., Ross, S. Arch. Neurol. Psychiat. 1944, 
51, 446 (see Lancet, 1945, "il, 408). 

2. Albert, K. E., Warden, C. J. Science, 1944, 100, 476. 

3. Zimmerman, F. T: purser: B. B., Putnam, T. J. Arch. 
Neurol. Psychiat. 1946, 489. 

4. Price, J. C., Waelsch, a E T.J. J. Amer. med. Ass. 
1943, 122, 1153. 

5. Goodman, L. S., Swinyard, E. A., Toman, J. E. P. Arch. 
Neurol. Psychiat. 1946, 56, 20. 

6. Weil-Malherbe, H. Biochem. J. 1935, 30, 665. 
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probably acts in vivo by catalysing the reverse reaction— 
namely, the synthesis of glutamic acid from ammonia 
and a-ketoglutaric acid, which in turn is known to 
arise in carbohydrate metabolism (Krebs _ citric-acid 
cycle). Both the exogenous and the hypothetical 
endogenous supply of glutamic acid acquire some signifi- 
cance in relation to nervous metabolism through the 
work of Nachmansohn et al.,? who showed that the addi- 
tion of l-(+) glutamic acid to dialysed brain extracts 
increases the rate of acetylcholine formation 4-5 times, 
the only other substance with a comparable effect being 
citric acid, which is interesting in view of Weil-Malherbe’s 
work. Zimmerman and his colleagues also assume that 
the observed effects of glutamic acid are somehow 
related to acetylcholine synthesis. However, like some 
other amino-acids such as aspartic, glutamic acid has 
been shown to be a sugar-former; though the hypothesis 
that glutamic acid acts on the central nervous system 
by virtue of its hyperglycemic action is weakened by 
the recent results of Klein and Olsen,® who found that 
the transfer from blood to brain of l-(+) glutamic acid 
after intravenous injection is much less than that of 
glucose. l 


PROSTITUTION IN FRANCE 


THE shutting of the brothels in France by the decree 
of April 13, 1946, was a confession of failure in the 
medical control of their inmates. - The reasons for this 
failure are not far to seek. As Gounelle and Girault ° 
point out, women in brothels were medically inspected 
only twice a week, and tests of the genital secretions 
and of the blood were done only once in three months, 
a system which must prove quite ineffective for women 
who might have forty clients each day and also might 
escape inspection by rapid moves from brothel to brothel. 
The proportion of known cases of venereal disease in 
Paris traceable to brothels has been estimated at 40%, 
though in 1942, for example, there were only 1500 
inmates of ‘brothels as against 5000 registered and 
working 
independently. 

The French had their first large-scale experience 
of doing without brothels after the war of 1914-18, 
when their Army occupied the Rhineland, where German 
law did not allow brothels. The general incidence of 
venereal disease among soldiers remained steady at 
0-96 per 1000, but in occupied territory the incidence 
was only 0:19-0:28 per 1000. In 1931, at Grenoble, 
the brothels were closed and the registration of prostitutes 
was also forbidden; but these measures were supple- 
mented by the creation of an anti-venereal social service, 
for the reclamation of prostitutes and the protection of 
girls, and by the provision of facilities for treatment 
after working hours. There followed a remarkable 
decrease in cases of primary syphilis, and, contrary to 
expectation, there was no increase in sexual offences. 


Gounelle and Girault conclude that it is not enough 


-to close the brothels. The displaced inmates must be 
cared for and the public enlightened about venereal 
disease. Infectious contacts must be found and effective 
treatment supplied conveniently and-if necessary free. 
Early diagnosis is essential, and_ the patients should 
attend general clinics to avoid the stigma which may 
attach to known special centres. 

Opponents of the closure of brothels point to the large 
increase of venereal diseases in France since the decree 
of 1946 was passed, but Gounelle and Girault show, 
from statistics of twenty large French towns, that the 
steep rise in incidence began in 1941. Blum 1° reports, 
however, that only a small proportion of the registered 

7. Nachmansohn, D., John, H. M., Waelsch, H. J. biol. Chem. 
1943, 150, 485. 
8. Klein, J. R., Olsen, N. S. Ibid, 1947, 167, 1. 


9. Gounelle, H., Girault, P. Pr. méd. Jan. 18, 1947, p. 47. 
10. See Ibid, March 8, 1947, p. 167. i 
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prostitutes, who are still allowed to practise away from 
“maisons de tolerance,’ attend for their periodical 
medical inspection, and that admissions to St. Lazare 
have fallen off because arrested prostitutes are sent to 
the common gaols. The number of arrests has also fallen 
considerably, but among the women arrested there is a 
much higher incidence of infectious syphilis and soft sore. 


INCIDENCE AND SIGNIFICANCE OF GLYCOSURIA 


ONE of the many lessons that we have learned from 
the 1939-45 war is how ignorant we are of the incidence 
of disease and of the precise border between health and 
sickness. The incidence of glycosuria and its relationship 
to diabetes mellitus is a case in point. Most of the investi- 
gations hitherto reported have been done in the United 
States,! but two analyses of British findings—that of 
Lyall? and the one by Dr. Keeping and Dr. Lawrence 
in this issue—emphasise the uncertainty concerning the 
real significance of glycosuria. Comparison of these 
reports must not be pressed too far, for the conditions 
of the investigations varied considerably ; they have all 
been based on the cases in which glycosuria was detected 
on routine examination in recruits for the Armed Forces, 
but in some series many cases of glycosuria had been 
excluded at a preliminary examination. The age and 
sex distributions also varied. 
be summarised as follows : 


Percentage of— 


No. of exces Sees 
Reference cases of , 
glyeosuria | Diabetes i Lag Renal 
mellitus : curve : glycosuria 

Blotner and Hyde ?.. 367 56-6 | 9 
Keeping and : 

Lawrence 956 18 138 : 65 
Lyall ? ia i 387 5 ny or 
Pee) and Peel 4 F 115 $7 10-4 | 40 
Speliberg and Leff £.. 37 24:3 aa sa 
Wolman ê ; 324 6:5 : 


Thus in the American figures we have proportions of 
true diabetes mellitus among recruits with glycosuria. 


ranging from 6-5% to 57%, while in Great Britain the - 


range is from 15% to 37%. Among Lyall’s 387 cases of 
glycosuria there were 94 cases which he described as. 
either “ borderline ” or ‘‘ doubtfully diabetic.” He also. 
included in his series 23 cases characterised by low blood- 
sugar values and persistent glycosuria even during 
fasting, for which he suggested the term “‘ renal diabetes.” 

This mass of data clearly requires further analysis and 
correlation, but two important lines of research emerge. 
In the first place, those found to have glycosuria. 
which is not definitely diabetic in origin should be. 
carefully followed to determine whether they develop 
diabetes mellitus later in life. Secondly, diabetic experts 
in this country and America should poo! their information 
so as to define criteria for the diagnosis of diabetes 
mellitus, renal glycosuria, the lag-storage curve (or 
oxyhyperglycemia as it is sometimes called), and renal 
diabetes. The confusion in nomenclature is exemplified 
by the fact that most American authorities do not reeog- 
nise the lag-storage curve as a separate entity. Clear 
indications should be given as to whether the blood- 
sugar estimations are based on the findings in capillary 
or venous blood ; for, as Keeping and Lawrence point out, 
there is a significant’ difference between these two levels. 

While the experts are clearing the ground there are 


two practical lessons for the clinician to bear in mind +: 


that every case of glycosuria requires full investigation, 
and that only a minority of them will turn out to be 
diabetic in origin. : 


1. See Lancet, 1944, ii, 794. 

2. Lyall, A. Quart. J. Med. 1946, 15, 243. 

3. Biotner, H., Hyde, R. W. New Engl. J. Med. 1943, 229, 885. 
4. Peel, A. A. F., Pecol, M. W. Glasg. med. J. 1941, 135, 141. 

5. Spellberg, M. A., Leff, W. A. J. Aimer. med. Ass. 1915, 129, 246. 
6. Wolman, I. J. Amer. J. med. Sci, 1946, 212, 159. i 
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REINFORCEMENT IN DIPHTHERIA PROPHYLAXIS 


Ir the value of mass immunisation in the control of 
diphtheria still required proof it would be found in the 
recent statement of the chief medical officer of the 
Ministry of Health t that “ of every 5 children suffering 
from. diphtheria during the years 1942-45 inclusive 
4 had not had an immunisation course, and of every 30 
deaths from this disease in the same period 29 weré of non- 
immunised children.” But, ignoring the small percentage 
refractory to immunisation and those whose course may 
have been incomplete, there still remain children who, 
in spite of a full primary prophylactic course, do contract 
-diphtheria—usually mild, but occasionally severe or even 
fatal if the infecting strain is highly virulent and diagnosis 
late. The immunity conferred by diphtheria prophy- 
lactics wanes with time, and although it is known that 
the virulent gravis and intermedius strains of C. diph- 
theriæ can sometimes break dowmthe barrier of immunity 
as assessed by a negative Schick test, clinical diphtheria 


among the previously immunised is usually an indication — 


that the level of antitoxic immunity has fallen dangerously 
low. Hence the importance of the reinforcing dose, or 
anjection de rappel, of the prophylactic which will secure 
for the child immunised in infancy a high level of 
immunity at the time of school entry and throughout 
school life, with its greatly increased risks of infection. 

In a circular letter to medical officers of health Sir 
Wilson Jameson suggests reinforcing doses at the age 
of 4 to 5 and again at 10 years. He points out that, 
during 1945, of 593 children who died of diphtheria only 
36 were reported to have been immunised, and of these-36 
about 30 had not received a reinforcing dose subsequent 
to primary immunisation in infancy. Current prepara- 
tions of 4.P.T., the prophylactic of choice for children, 
produce a high degree of immunity and cause fewer and 
less severe reactions than was usual in the past. But 
while primary immunisation may be reactionless, when 
used for reinforcement A.P.T. sometimes provokes unduly 
sharp reactions. Hence the chief medical officer suggests 
that for this purpose in children 1.4.F. (which is less 
likely to cause reactions) might be preferable. Reinforce- 
ment doses of this prophylactic can now be obtained 
free of charge from the same sources as A.P.T. 


NURSES FOR THE ELDERLY 


EXCLUDING its county boroughs, Kent has a population 
of some 125,000, and of these at least 2500 people, or 
about 2%, can be classed as chronic sick and are known 
to need institutional beds. Dr. Elliott,? the county 
M.O.H., says that last January over 800 patients were 
waiting for beds (the number has since risen to 928), 
and some 1800 were already in hospitals or institutions. 
He speaks of the nursing problem as being especially 
heavy, since about “ 20% of the patients are incontinent 
both of urine and fæces and over half are bedridden.” A 
recent study of work in the West Middlesex Hospital 3 
suggests, however, that these particular nursing problems 
could be reduced : experience there has shown that with 
active ‘treatment the number of bedridden patients 
among the chronic sick can be kept between 10% and 
20%, and that patients can be trained back to continence 
much more often than is usually supposed. Lack of nurs- 
ing staff, of course, hinders proper training of incontinent 
patients, as it hampers every part of the care of the 
_ chronic sick. The solution which comes at once to mind 

is a well-planned part-time nursing scheme ; but though 
part-timers are used to supplement the full-time nurses, 
Dr. Elliott believes that a scheme on the Gloucestershire 
lines—where the part-time workers are the staff, supple- 
mented by full-timers—could not be applied as it stands 
1. Report of the Ministry of Health for the Year ended March 31, 

1946. res M. Stationery Oflice. 1947. 


2. Eliott, Med, Offr, May 17, 197. 
3. Lancet, May 31, p. 760. os i 
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He estimates that if treatment were to be 
provided for all who require it in the county—including 
patients waiting for beds in sanatoria and general 
hospitals, as well as the chronic sick—some 2000 to 3000 
part-time nurses would be needed. With a county popula- 
tion of 125,000, however, this does not seem an out- 
rageous figure; it would be interesting to know how 
many would be needed for the chronic sick alone. An 
intensive campaign for part-timers has already been 


. launched, and will probably alleviate acute difficulties, 


especially if the newcomers are shown clearly that their 
value is recognised. 

Dr. Elliott has a further proposal—that healthy 
middle-aged and elderly people should be called upon to 
do more for ‘ casualties arising in their own ranks.” 
Experience -has shown that older nurses have more 
sympathy with the aged than young ones, and that they 
bring more tact and insight to the care of the chronic 
sick. We cannot go all the way with Dr. Elliott when 
he says that “the younger entrants to the nursing 
profession should be allocable mainly to the more strenu- 
ous and specialised aspects of nursing, and should, after 
completion of training, undertake periodic duties of the 
oversight and instruction of older and less able nurses 
and attendants who would be primarily engaged in 
tending the chronic sick.” This implies that nursing of 
the chronic sick is unpleasant and suited only to inferior 
nurses ; indeed, he describes it as ‘‘ arduous, monotonous 
and at times revolting.” It might be instructive to hear 
the comment of a sister in one of the chronic wards of 
the West Middlesex Hospital on that string of adjectives. 
Chronic-sick nursing, if properly done, is not only one 
of the most “ strenuous and specialised ”? but also one of 
the most engrossing and testing forms of nursing, suited 
certainly to the more mature but emphatically. ‘not to 
the ‘‘ less able ” nurses and attendants. The interest of 
nurses in the care of such patients seems to be directly 
proportional to the interest of doctors in their active 
treatment. As geriatrics begins to attract the more able 
members of our profession, it is to be hoped that wards © 
and institutions for the aged will also become the resort 
of the aor of our nursing Sgnete ne 


TH E LISTER INSTITUTE 


In their annual report just issued the governing body 
of the Lister Institute of Preventive Medicine giv 
impressive account of the work accomplished by the staff, 
headed by Dr. A. N. Drury, F.R.S., during the past year. 
The institute continues to house several independent 
units. The Medical Research Council’s blood products 
research unit, and its bacterial chemistry unit under 
Sir Paul Fildes, F.R.S., are still there, and accommodation 
has also been found for the council’s blood-group research 
unit, directed by Dr. R. R. Race, and for the blood- 


group reference laboratory of the Ministry of Health. 


This ‘last, in the charge of Dr. A. E. Mourant, has 
concerned itself with the supply of standard A, B, O, 
and Rh blood-grouping sera, and it has been preparing 
to supply the rarer types ; it also undertakes the investi- 
gation of difficult cases. Dr. S. T. Cowan has succeeded 
Dr. R. St. John Brooks as curator of the National 
Collection of Type Cultures, which is still housed at 
Elstree. During 1946 the collection supplied more than 
7000 cultures to workers at home and abroad, and 


helped to re-establish culture collections in several of 


the countries formerly occupied by the Germans. 


A ROYAL charter has been granted to the College of 
Midwives, which will in future be known as the Royal 
College of Midwives. 


Dr. CEcIL WALL, consulting physician to the London 
and Brompton Hospitals, and archivist and past master 
of the Society of Apothecaries. died in London on 
June 19 at the age of 77. 


, 


Special Articles 


AMERICAN MEDICAL ASSOCIATION 
CENTENNIAL MEETING 
FROM A CORRESPONDENT 


THE venue of this meeting, from June 9 to 13, was 
Atlantic City. Imagine Brighton or Blackpool, but 
on a larger scale ; take away the promenade and substi- 
tute a wooden broadwalk of great width and enormous 
length devoted solely to pedestrians and those more 
jaded who prefer to be wheeled slowly in well-sprung, 
pheumatic-tyred, upholstered chairs; flank this broad- 
walk on one side with a perfect sandy beach, large 
Atlantic rollers breaking in a froth of spindrift, tents, 
bathers, and all the paraphernalia of the seaside including 
three mammoth piers, and on the other side with a 
series of low-built shops containing anything from the 
most expensive mink coats and jewellery to the apparatus 
of the practical joker; intersperse these shops with 
numerous luxury hotels, more reminiscent of Le Touquet 
or Juan les Pins than our native hostelries ; add a con- 
vention hall which appears to be larger than Olympia or 
the White City; back the whole with a large and 
apparently prosperous town with good shops, banks, 
and boarding-houses ; and you may get some idea of the 
atmosphere of the place. ` 


Atlantic City was chosen because at least 15,000 doctors, 
most of them accompanied by their wives, and some 
by their families also, were to attend the meeting ; 
a town used to accommodating a very large number of 
transient guests was the only possible location. . 

~The convention hall was not inuch used for meetings ; 
here were housed the exhibits of instrument manu- 
facturers, publishers, and drug houses, in a display 
reminiscent of the exhibitions seen at home. Here 
also was the scientific exhibit, where by means of charts, 
coloured transparencies, and other devices including 
anatomical preparations some 1300 items were cleverly 
and succinctly shown. 

The American Medical Association had invited a large 
number of distinguished guests, representing other 
medical associations and governments, to attend the 
meeting. The British Medical Association was repre- 
sented by Dr. Guy Dain, Dr. Charles Hill, Dr. 
Hugh Clegg, and Dr. J. A. Pridham. Representatives 
came from as far away as Syria, Saudi Arabia, and 
Siam ; and distinguished clinicians and scientists from 
many countries were to be seen wearing on their lapels 
the golden medallion of the A.M.A. with the words 
“ Invited Guest ” printed in gold on a green ribbon 
below the medallion. 

The programme of the section meetings covers some 
190 closely printed pages in the official manual; and it 
is impossible to do more than outline some of the titles 
of the more important contributions, in full awareness 
that the selection may do less than justice to the efforts 
of many men. 


In the seclion on internal medicine, the chairman, 
J. T. Wearn, delivered a paper on the challenge of 
functional disease; R. Fitz gave the centennial address 
on the history of the specialty of internal medicine in the 
United States; whilst H. D. Claro, of Chile, the section’s 
foreign guest, spoke on the contribution of the laboratory 


to the differential diagnosis of jaundice. 


In the section on surgery, Sir Heneage Ogilvie, the 
forei guest, opened the proceedings with a paper 
entitled gastric surgery after one hundred years; he 
was followed by the chairman, A. Ochsner, who spoke 
on carcinoma of the lung; and the centennial address 
was given by E. A. Graham, whose subject was a century 
of American surgery. (In each section the centennial 
address concerned American work in the _ section’s 
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specialty during the past hundred years.) After some 
eight other papers authorities from the surgical section 
and the section on gastro-enterology combined to give a 
wide-ranging symposium on peptic ulcer. 

In the section on obstetrics and gynecology, J. E. Eyre, 
of Montreal, spoke on cervical cytology in the diagnosis 
of early cancer; E. A. Schumann delivered the centennial 
address ; Alice F. Maxwell, the chairman, gave a paper 
entitled a medical inventory; the foreign guest, 
J. Heyman, of Stockholm, spoke on the comparability 
of material in evaluating results of radiotherapy of 
cancer of the uterine cervix. | 


The section on ophthalmology heard an address by 
Sir Stewart Duke-Elder, the foreign guest, witnessed a 
demonstration of new instruments, and among other 
matters received a communication from J. G. Bellows and 
C. J. Farmer on streptomycin in ocular infections. 


The section on laryngology, otology, and rhinology were 
addressed by G. Ewart Martin, of Edinburgh, the foreign 
guest, on the present position of bronchwsophagology 
in Great Britain; they met under the chairmanship of 
J. Mackenzie Brown, who spoke on the future of oto- 
laryngology, and their centennial address was delivered 
by R. A. Fenton. 


R. Debré, of Paris, lectured to the pediatric section on 
the deleterious results of overdusage of vitamin D, 
during infancy; E. P. Copeland gave the centennial 
address; and other subjects ranged from the manage- 
ment of tick typhus in childhood to rheumatic fever. 


The section on experimental medicine and therapeutics 
received contributions which may eventually affect the 
practice of medicine in many specialties. R. A. Wood- 
bury and his colleagues discussed asymatrine hydro. 
bromide in the treatment of gastro-enteric hypermotility, 
and L. O. Jacobson the use of nitrogen mustards in the 
treatment of disease. Jacobson has found that the 
course of acute leukemia and multiple myeloma is 


_ unaffected by these drugs, but that significant clinical 


remissions are produced in Hodgkin’s disease, lympho- 
sarcoma, chronic lymphatic and myelogenous leukemia, 
and polycythemia rubra vera. I. Snapper, in a paper 
on stilbamidine in the treatment of multiple myeloma, 
reported that whilst the drug might ‘relieve pain it did 
not cure the disease. J. Luetschar and W. T. Longcope 
discussed B.A.L. therapy in arsenic and mercury poisoning, 
and F. M. Rackemann the use of anti-histamine drugs. 
C. Heymans, of Ghent, the foreign guest, contributed a 
paper on blood-pressure homeostasis and circulatory 
failure. The chairman, C. A. Dragstedt, spoke on ` 
idiosyncrasy to drugs. 


In the section on pathology and physiology, besides a 
symposium on the present status of cancer research, 
papers were contributed by J. J. Moore, the chairman, 
on the practice of pathology ; G. Liljestrand, of Stock- 
holm, on regulation of the arterial pulmonary pressure ; 
H. T. Karsner (centennial address); E. W. Schultz on 
viruses and virus diseases; and H. J. Corper and 
M. L. Cohn on various phases of the use of streptomycin 
in tuberculosis. 


T. Alajouanine, of Paris, was the foreign guest in the 
seclion on nervous and mental diseases. S. Cobb gave the 
centennial address, and R. P. Mackay, the chairman, 
spoke on the Neurologist Looks at Discipline. 


O. S. Ormsby delivered the centennial address to the 
section on dermatology and syphilology, and was followed 
by the foreign guest, R. M. B. MacKenna, who spoke on 
the international outlook in dermatology. The chairman, 
N. P. Anderson, in a paper on cysts, sinuses, and fistulas, 
did much to make simple a subject which is complicated. 
in many books by traditional beliefs and muddled think- 
ing. H. E. Michelson spoke on sarcoidosis, and amongst 
many other papers that by H. J. Templeton, C. J. 
Lunsford, and H. V. Allington on autosensitisation 
dermatitis may be referred to as confirming views first 
suggested by Whitfield in England. 


The work of the section on preventive and industrial 
medicine and public health was made particularly interesting 
by a paper from S. Forssman, of Sweden, on comparative — 
practices in industrial medicine in Sweden and in the 
United States, and by a symposium on the question of 
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how scientific proof could be eye’ in workmen’s 
compensation controversy. 


In the urological section W. J. Kolf, of Holland, spoke 

on the artificial kidney (his apparatus was demonstrated 
in the scientific exhibition); G. Carroll, the chairman, 
_ discussed Ps. aeruginosa (pyocyanea) and related’ bacillary 
infections of the urinary tract; and F. S. Patch, of 
Montreal, the foreign guest, read a paper on epithelial 
metaplasia of the urinary tract. 
_ The section on orthopedics was addressed by J. Valls, 
of Buenos Aires, on aspiration biopsy in the diagnosis 
of lesions of the vertebral bodies; by L. F. Bush and 
C. Z. Garber, who discussed storage in the bone-banks 
by “‘ deep freeze ” methods ; and by E. W. Ryerson, who 
gave the centennial address.. H. J. Seddon, of Oxford, 
contributed a paper on nerve lesions complicating 
certain closed bone injuries. 

The section on gastro-enterology and proctology held a 
symposium on the pancreas, another on ulcerative 
colitis, and a third on gastritis and gastric neoplasms. 
The chairman, M. S. Kleckner, spoke on proctologic 
surgery of the large bowel; J. A. Bargen gave the 
centennial address; and J. - McMichael, of London, 
the foreign guest, reviewed clinical and biochemical 
problems of liver disease as revealed by systematic 
biopsy studies. 

G. W. Holmes gave the centennial address io the section 
on radiology ; G. E. Gomez, of Colombia, South America, 
-~ was the foreign guest and spoke on cardiac hypertrophy 
in residents of high altitudes. 

The section on anesthesiology, under the chairmanship 
of C. F. McCuskey, considered many topics, and were 
`- addressed by A. R. Hunter, of Manchester, the foreign 
Bun; on anæsthesia for operations within the vertebral 
cana 

E. Ashworth. Underwood, of Landon, addressed the 
section on miscellaneous topics on the spread of the 
public-health movement, 1847-1947 ; and D. Y. Solandt, 
of Toronto, spoke on the relationship of physical 
medicine to industrial medicine; both were foreign 
guests. 

General scientific meetings were held on June 9 and 10. 
G. W. Pickering, of London, addressed the first of these 
on the subject of hypertensive encephalopathy, and also 
took part in a panel discussion on the modern manage- 
ment of heart disease. H. J. Seddon gave a paper on 
nerve grafting in the limbs, and took part in a panel 
discussion on emergency surgery. Sir Howard Florey, 
F.R.S., spoke on new antibiotic agents and later 
discussed the development of bacterial resistance to 
antibiotics. 

The foreign guests were royally entertained. Not 
only were their creature comforts tended in the spacious 
rooms of their hotels, but they were wined and dined 
with heart-warming cordiality by private groups, societies, 
and official bodies. On June 10, before an audience 
said to number 6000, they heard a concert given by the 
Philadelphia Festival Orchestra, in which a surprise 
item was a military march written by the new president 
of the American Medical Association, Dr. E. L. Bortz ; 
they also watched the installation of Dr. Bortz, who 
read a most able paper on the work, aspirations, and 
policy of the association ; and they were then individually 
introduced to the audience. The guests were awarded 
honorary fellowship of the association. On June 12 
they dined with the Alpha Omega Alpha Honour Society, 
of which they were made-honorary members; as the 
society has a limited entrance this is a greatly prized 
distinction. Later in the same evening, at the president's 
reception and ball, they had the pleasure of greeting the 
president’s guests, shaking hands with hundreds of 
representatives of the American medical profession, their 
wives, and their families. 

Doubtless some other convention is now being held in 
‘Atlantic City; doubtless the curving waves caress the 
vigorous bodies of other young Americans—honeymoon 
couples, the young, the middle-aged. 


"over. 


The scientific. 


exhibits and the technical exhibits are no doubt packed 
away in crates and cases. Medical controversies no 
longer écho through the meeting rooms. As far as — 
Atlantic City is concerned, the Medical Convention is 
But in the minds of those who attended will long 
remain the memories of friendships made and renewed, 
of hospitality on a scale seldom experienced, and of 
knowledge gained. 


Reconstruction 


LOCAL GOVERNMENT IN TRANSITION 
Sir RONALD Davison 


OUR system of local government dates back to 1888, 
and everyone agrees that it is in need of a drastic over- 
haul. Reform has been in the air for a long time; it 
should now come down to earth. One part of the task 
was entrusted in 1945 to the Local Government Boundary. 
Commission which is: now beginning to show its hand 


-and has published its first report. 


I do not envy Sir Malcolm Trustram Eve and_his 
five colleagues; they have a difficult job in recasting 
the jig-saw of areas. Their mere existence as a com- 
mission has aroused the worst passions of local councillors: 
and their chief ‘officers. There is apprehension and 
cupidity at all four levels of the hierarchy: the boroughs 
are préparing for war on their county councils, while 
urban and rural district councils are afraid of the county 
boroughs/’and are jealous of one another. Money is at 
the root of most of this—i.e., the desire to enlarge 
rateable values and keep rates down—but civic pride 
comes in too. Most councillors at all four levels see 
themselves ruling over a larger and nobler domain, and 
they dislike the thought of being subordinated or reduced 
in area. The great county boroughs (50,000 to 500,000 
population) are the most aggressive; some of them 
have not even shrunk from ‘asking that their future 
boundaries should be enlarged eightfold or tenfold. In 
face of all this, the commissioners are treading cautiously ; 
for they know that as soon as they make actual alterations 
of status and area a will have to face very strong 
objections. 

Civic patriotism is a curious emotion; I have heard 
of one fervent Lancastrian who swore that he would 
quit his home and his village if it was transferred to 
the Yorkshire County Council: ‘‘ I :couldn’t possibly 
stand up to the Yorkshire winters,’ he said. In my 
own district of Oxfordshire the urban district council is 
spending £600 on a plan for encroaching on its surround- 
ings, including my home, but the rural district council 
is preparing to die in the last ditch rather than surrender 
any territory. In my opinion it is the councillors 
rather than their constituents who feel all this bitterness. 

One of the wise suggestions of the commission is.that 


we should now get rid of this complicated hierarchy 


from non-county boroughs‘down to rural district councils. 

In all of them the major functions, like education, are 
run over their heads by the county councils. There is 
nowadays very little difference between the powers and 
duties and rateable values of non-county boroughs, 

urban districts, and rural districts. It is the rural 
authorities that have caught up on the small towns; 
and henceforth, say the commissioners, all small town and 
county district councils should have the same status 
and be known by a common title. Stimulated by new 
tasks in housing and coming duties in respect of their 
local hospitals under the National Health Service, our 

county councils plus district councils -and their staffs 
are very much alive. This two-tier system of govern- 
ment covers 97 % of the area of England and Wales and 

60% of the population. It is therefore at least as 
important that any new reforms should work out well 
in these sectors of Britain as that they should do so in 
the great county boroughs. 


THE COUNTY BOROUGHS 


At present it is the big cities and conurbations’ that 
get all the limelight; and they certainly get it in the 


1. See Lancet, May 3, p. 617. 


. adventure and novelty, each with 
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Boundary Commission’s report. But strange to say, 
when our modern system of municipal government was 
constructed in 1888, it was the new county councils— 
including the mighty L.C.C.—that were to be the 
favoured instrument of government. At that time, I 
believe, only 6 of the largest British cities, including 
Manchester, were held to qualify for county borough 
status with powers and duties equivalent to a county 
council. Yet today there are 83 county-borough coun- 
cils, and 80 of these have demanded extensions of area. 
There may also be 33 new all-purpose county boroughs, 
making 116 in all. The claim is that the county borough 
has proved to be the most convenient and efficient of 
all forms of municipal administration, but that nearly 
all of them are sadly overcrowded and have long over- 
spilt their borders, so that they want to rehouse or 
recapture a large surplus population outside their present 
legal boundaries, usually in a county district. It certainly 
seems wrong that an urban agglomeration should be 
partitioned under various minor authorities; and still 
worse that large conurbations, such as those centring on 
Manchester, should be created into a solid block of 
separate county boroughs, ten or a dozen in number. 
On the other hand, what is to happen to the depleted 
county councils when their richest districts are taken 
from them ? In Lancashire the county’s rateable value 
would be reduced by two-thirds. 

The commissioners offer various solutions, but un- 
doubtedly the one which attracts them most is the new 
idea which has emanated from the South Lancashire cities. 
The Manchester plan is to create a new kind of county 
council, rather like the L.C.C., embracing all the urban 
areas and working on the two-tier principle. All major 
services like education and highways would fall to the 
strong central council, while enough powers and duties 
would be left to the individual boroughs to keep them 
lively and democratic—again very much like London 
with its county council and its borough councils. 


CHANGES AND CHANCES 


All these new plans for urban and rural administration 
are tentative at present. What are the chances of their 
being realised ? 

Some of the adumbrated changes will call for new 
legislation of a rather thorny kind, and I cannot see 
our present Government seeking such a troublesome 
addition to their overcrowded programme. Then there 
is vital interrelation between all this and the emerging 


~ policies of the Ministry of Town and Country Planning. 


New trunk roads, new housing, and the relocation of 
industry—all these will give rise to new boundary 
problems and will affect. the status of certain local 
authorities. What about the schemes for new towns at 
Stevenage, Crawley, and elsewhere? These are a big 
(in time) 50,000 
inhabitants decanted from Croydon, Mitcham, and such- 
like boroughs. The creation of new communities on 
the lines of Welwyn may become fashionable in the 
north as well as in the south. 

Finally, money being the king-pin in this as in 
other reform projects, there are now to be substantial 
modifications of the block grants from the Treasury. 
The Boundary Commission should, of course, be able to 
revise their decisions, but they have not yet got power 
to do so under an interval of ten years. Altogether 
it looks as if ‘‘ interim reforms” were going to be 
the order of the day for some years to come. 

But something more vital than changes of boundaries 
and statutory powers will be needed before our local 
government is really reformed. We need a far more 


active civic life among the citizens—instead of leaving 


local affairs to small exclusive groups of councillors or 
would-be councillors and their friends. I lived in London 
during the 1930’s and the war, and the only times I 
had any real contact with my borough council and 
mayor were, first, when we started occupation centres 
for the unemployed in 1934, and, second, when we were 
all enrolled as air-raid wardens or firewatchers. It seems 
almost as if nothing but danger and disaster will stir up 
the civic consciousness of the citizens of this country as 
a whole. Active democracy in the neighbourhood and. 
street is even more necessary in times like these. 


friend, and used for growing vegetables. 


Modern Care of Old People 


vV 
INDEPENDENT DWELLINGS 


Many old people, especially women, are well enough 
to look after themselves, and like to keep their indepen- 
dence. Some local authorities are providing for these 
by including two-roomed bungalows or flats in their 
new housing estates; and some almshouses offer very 
much the same sort of accommodation. 


Bungalows 


In Trowbridge, Wiltshire, the urban district council 
has three housing estates, two already complete and one 
now in the building ; and in each of these provision has 
been made for old people. In the first estate, which 
dates from 1935, there are 10 bungalows among the 
154 houses, and in the second 20 bungalows among 214 
houses. The third estate will have 144 houses with 12 
bungalows among them. It is interesting to see how 
practical experience over the years has led the council 
to modify the design and equipment of these small neat 
homes. | 

In the first estate the semi-detached bungalows 
contain a living-room, bedroom, kitchen-scullery, cup- 
board-larder, bathroom, indoor water-closet, and indoor 
coal-house. The front door, set back in a porch, opens 
directly into the living-room, into which the kitchen 
and bedroom doors also open. Though the fireplace is 
at the opposite end of the room from these three doors, 
the arrangement is bound to be a little draughty. In 
some of the living-rooms there is a cooking-range, in 
others an ordinary open fireplace; in either case there 
is also a gas-cooker in the kitchen and a gas-copper in 
the bathroom, which besides being used for household 
washing will feed the bath with hot water when required. 
There is no direct hot-tap to the sink, but the copper is 
easily accessible from the kitchen, and a kettle can be 
boiled quickly on the cooker or the range. The bedroom 
has its own fireplace. Coals must be delivered to the 
coal-house through the back door (a door closes off the 
kitchen). There is little room for the storage of bulky 
objects—such as tin baths, washing-boards, and the 
like—which are therefore liable to find their way into 
the bath. Each bungalow has a fair-sized garden-plot 
at the back—perhaps on the whole rather too large for 
the average old person to manage, though most of the 
plots are well kept, either by the resident or a son or 
These early 
bungalows were placed at corner sites in the housing | 
estate, set quietly back from the other houses—an 
arrangement which proved to be a mistake: the old 
people like to watch who comes and goes up the street, 
and complain if they are out of eyeshot. p oe 

In the estate now being built the small drawbacks 
of the earlier bungalows have been corrected. The 
bungalows have been built in terraces, facing a main 
road, though set back behind wide grass verges. The old 
people can thus watch what goes on without being 
directly on top of the traffic. The garden-plots are smaller, 
better suited to their strength. A porch shelters the front 
door of each bungalow, and helps to shut off draughts, 


while the bedroom door, instead of opening into the 


living-room, opens into the kitchen. Thanks to a special 
type of hearth, the living-room fire heats water, and 
the hot-pipe carrying this to the kitchen and bathroom 
warms an airing cupboard on the way. The kitchen 
and bathroom still have both a gas-cooker and gas-copper, 
so the resident is not obliged to light a fire in order to 
get water for the wash-tub. The coal-house can be fed 
through an outside shutter, the coals being shovelled 
into the scuttle through a hatch inside the house. The 
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larder is to be of brick instead of wood, and each bungalow 
has a roomy brick storehouse alongside, which in 
the far future might be converted into that favourite 
convenience, an outside wash-house. 

The occupants of bungalows pay a rent of 2s. 6d. 
a week, which also covers rates. They are mostly women, 
but in a few bungalows old couples are living comfortably. 
Sometimes the council has found it possible to move 
a widow or an old couple into one of the bungalows 
from a house which has become too large for them. In 
one case a three-bedroom house vacated by a widow 
received instead a family of six—four children and 
their parents—who had been living in one room. 

It has not so far been possible to provide any special 
_ care for these old people when they fall ill: they have 
to depend on friendly neighbours and the district nurse, 
being transferred to the infirmary when things go badly 
wrong. They are fortunate however in the human 
friendly interest taken in them by the local authority’s 
officers, who, if hospital treatment becomes necessary, 
go round and reassure them about the sanctity of their 
homes in their absence, and who come in and lend a 
hand, until the expert arrives, with such domestic 
disasters as burst pipes and smoky chimneys. 
estates probably need a resident nurse and an adequate 
home-helps scheme; and this is under consideration. 


. Almshouses 


Though modern almshouses are often structurally 
excellent, it is not often possible’ to equip them on the 
same scale as the municipal bungalows just described. 
Some good examples seen at Devizes serve to demon- 
strate this. A group of 12, 8 of which were built in 1910 
and 4 in 1925, are administered by St. Mary’s Church 
and Poor Lands Charity. Set round a pleasant well-kept 
lawn they are neat and strong little cottages of red brick. 
In the porch of every house stands a stout wooden 
garden seat, capable of taking two; and from one 
side of this porch the door opens directly into a living- 
room which is connected by an arch, usually curtained, 
with a small bedroom-recess. The hearth is fitted with 
a cooking-range, and there is also a gas-cooker in the 
small kitchen-scullery at the back. There are no bath- 
rooms in these houses, but each has its indoor water-closet 
and coal-house, and there is a good brick larder and a 
roomy built-in dresser. The back door opens on to a tiny 
strip of asphalt which serves as an airing ground to the 
cottages backing on to it. Those residents who like 
gardening have a share in maintaining the borders, and 
there are good patches of kitchen-garden in two corners. 
The residents pay no rent, and are given free coal and 
wood in winter; they seem comfortable and satisfied. 
When ill they are treated by their own doctor. 

Close to this community is another group of alms- 
houses, belonging to the Devizes Municipal Charities, 
built on the same plan, and differing in only small parti- 
culars of equipment : the bench in the porch, for example, 
18 missing, and instead of a range in the living-room 
there is an open fire with an oven above it—not a very 
satisfactory affair for the cook, since the heat, it seems, 
is ill distributed ; the gas-cooker in the kitchen makes 
this of little account, however. These occupants, too, 
live rent-free, and seem well pleased with the convenience 
of their homes. . À 


Dr. Frederick Hall, M.O.H. of Lancashire since 1936, has been 
appointed president of the Society of Medical Officers of 
Health. 


Major-General Raymond W. Bliss has been appointed 
surgeon-general of the U.S. Army in succession to Major- 
General Norman Kirk, who is retiring. During the late war 
General Bliss acted as military observer in London, and later 
made extensive tours of the Pacific areas. He was an 
observer at the atom bomb tests at Bikini. 


Such‘ 


In England Now. 


_A Running Commentary by Peripatetic Correspondents 


THE near approach of Henley and the sight of school- 
boys rowing made me wonder whether I would send my 
son to a rowing school. When I was at the university 
I enjoyed rowing tremendously, and I do not think there 
is anything to compare with the thrill of stroking a 
well-balanced eight in a race at Henley—the tension 
before the gun goes, the spring off the stretcher in that. 
short first stroke, the quick second, then the long third 
with the crew getting into their stride. The feeling of 
that slim shell racing over the water is rather like ski-ing, 
where you speed down the mountainside on two pieces 
of board, but it is greater because you are one of a team, 
and a team which answers to your every thought, spurting 
with that desperate ten or lengthening out to hold the 
other crew while they spurt. It was all very marvellous ; 
but there were also the dreary days of practice throughout 
the winter, especially those Mondays when nothing went 
right and the coach was unsparing. 

Now rugby, on the other hand, gave pleasure at 
every game, even an ordinary game on a dull, wet day, 
and cup finals can be very thrilling, so I would like my 
son to play rugby and to row; but rowing takes up 
one’s whole time, and a general education in all sports 
should come first, before there is any question of taking 
up a specialty. The same with shooting—it was great 
fun shooting for the Armitage inter-hospital cup on the 
four Wednesdays in June, but did the ‘‘ possible” at 
600 yards make up for never once having -seen the 
Derby, which in those days was always run on a 
Wednesday ? 

Looking back on it, I think a little of everything 
you fancy does you most good. 


* * * 


It is extraordinary what excuses I can find for not 
having my daily dip while on holiday. I don’t know 
about the currents round the Scillies; I must find a 
softer rock to undress on; after all it’s only June and 
it’s two hours earlier than the clocks say; I’m sure it’s 
wrong to bathe so soon after breakfast; the water will 
be warm in another hour; heavens, it’s one o’clock 
and if we don’t go back now we'll be late for lunch | 
and there’s certain to be new potatoes ‘and probably 
cream. But tomorrow I really will go in. 


* * * 


A colleague of ours who is an expert in: the breeding 
of pure-strain mice has recently been transferred: to 
other duties. After years of careful expert work he 
had produced a near-perfect strain, but his love of their 
perfection was so great that he flatly refused to allow 
them to be mated.. 


_ * * 


Having for six years coaxed patients into undergoing 
insulin therapy for the good of their health, I thought - 
I would try it myself for fun, just to see what it felt 
like. I started off mych too casually, reckoning on 
taking the customary three injections'of ten units before 
meals, and had my first injection administered by a 
sister half an hour before breakfast. 

It stung like a hornet, and for a good twenty-five 
seconds I was clenching my teeth and stamping round in 
small circles before it wore off. Breakfast was eaten 
without any undue enthusiasm, and I wondered if all 
subsequent injections were going to be as painfully 
ineffectual. Two and. a half hours later, however, when 
self-imprisoned in the darkroom where I had just placed 
a couple of X-ray plates in the developer, I came over 
most peculiar. All my limbs quivered tensely as if I 
had just driven 100 miles flat out in a small car; I 
broke into a cold sweat and was filled with apprehension 
growing almost to panic. It got worse. The slow- 
moving hand of the luminous clock told me that my 
X-ray plates had the choice of being somewhat under- 
developed or—if I passed right out—of being utterly 


‚ruined. The latter would apply also to the darkroom 


door when someone eventually noted my absence from 
circulation. I made a choice I have never regretted, 
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transferred the plates hurriedly to the fixing tank and 
stumbled out into the daylight in search of sugar. 

It took my entire month’s ration of chocolate to 
restore my equilibrium. I had of course failed to realise 
that the carbohydrate metabolism of anyone up and 
about and rushing to and fro might differ in tempo 
from that of a patient lying on bed in absolute rest. 

So I decided thenceforward to have only one injection 
a day, three-quarters of an hour before lunch. (I also 
decided. to give the nursing staff a treat and invited 


. them to take it in turns to give me my injections. Thus 


I learned from day to day to what extremes the experience 
of being the wrong end of a needle can vary. The 
differences were significant and character-revealing. I 


‘could soon tell with my eyes shut who was operating.) 


Twelve-thirty proved very nice timing for my enhanced 
one-fifteen luncheon appetite; but if lunch was late, 
every minute’s delay deepened my agonies of apprehen- 
sion. One day, owing to an ill-timed and protracted 
trunk call, it was 1.35 P.M. before I was able to start 


cramming bread and soup into my mouth—with trem- ` 


bling limbs, sweating flanks, and dimming vision. It 
was touch-and-go whether the carbohydrates would be 
digested and the sugars inverted and absorbed before I 
became incapable. I knew I could cheat at any moment 
by gulping down some glucose; but that I wouldn’t 
do except in extremis. What a lunch I put away that 
day! Potatoes, hunks of bread, and three goes of rice 
pudding. I was so distended that I suffered from ‘“ little 
and often ” frequency all the rest of the day. 

The effect of insulin on my appetite, I found, was to 
create a curious urgent emptiness and an ability to go 
on eating much longer than I normally can. It did 
not produce that happy ravenous hunger which makes 
all food attractive and welcome. No. Pleasant dishes 


- were enjoyed to the full and satiety did not cut short the 


enjoyment quite so soon; beastly dishes were still just 
as beastly, but one had jolly well got to eat them for fear 
of worse consequences, and to go on eating them, for 
there was a bottomless pit into which solid food had to 
be flung. And how my jaw-muscles did ache! I 
contrived to gain 7 lb. in body-weight the first week 
and nearly 4 lb. in the second—a record I didn’t equal 
even in the days when I was posted to a dozy field 
ambulance in Kent. 

Incidentally I displayed an interesting side-effect, 
which I have never seen recorded elsewhere but never- 
theless may not be a purely personal idiosyncrasy. I 
received my injection at 12.30 P.M. During the half- 
hour 12.45 to 1.15 I became completely erratic and 
unreliable, making the stupidest mistakes about dates 
on letters, amounts on cheques, sums in simple addition 
and such—and all in good faith. I was quite unaware 
at the time that my judgment was suffering temporary 


eclipse, and was staggered when my attention was © 


subsequently drawn to these lapses. Luckily I never 
had occasion to drive a car or to dispense dangerous 
drugs during these periods or I should assuredly have 
found myself in the wrong box. And nobody would 
have been more surprised than I. 
Some two years ago, having run out of other topics 
of conversation, I narrated most of the foregoing to a 
colleague in the R.A.M.C., but forgot to mention the 
last bit about the mental aberration. He was a very 
lean psychiatrist whose lifelong ambition to get plumper 


. was being thwarted by the messing arrangements; so 


he decided to go in for a little self-administered insulin. 
Within less than a fortnight he was showing all the signs 
and symptoms of an acute anxiety state. He was 
diagnosed (by another psychiatrist) as suffering from 
incipient pulmonary tuberculosis and was sent to a 
sanatorium where he lost his anxiety state but got his 
ticket. He then took his Membership while the going 
was good and is now a consultant. He is also remark- 
ably plump. Which only goes to show, doesn’t it ? 


* * * 


He was only six years old and he had a very sore 
throat which was being treated with penicillin lozenges. 
“ Doctor, your lozenges hurt my mouth. Have you any 
that aren’t so strong ? ”’ 

“ No, sonny, they only make them one strength.” 

“ That’s silly,” he replied, ‘‘ they could easily make 
halfpennycillin lozenges, couldn’t they ? ” 


Letters to the Editor 


#2 


SEROLOGICAL TESTS FOR SYPHILIS 


Sır, —In their interesting recent paper of May 3, 
on the Results of Parallel Kahn and Wassermann Tests 
in Relation -to Penicillin Therapy of Syphilis, J. F. 
Heggie and hbis colleagues demonstrated, in those patients 
whose serological state was examined at short intervals, 
that the Wassermann reaction reverted to negative 
before the Kahn. - 

A possible reason for this ‘‘ disproportionate rate 


of reversal” is that the conditions of the standard. 
Harrison-Wyler Wassermann ! which they used do not . 


TABLE I— POSITIVE RESULTS IN PARALLEL WASSERMANN AND 
KAHN TESTS ON SERA FROM TREATED SYPHILITICS 


Wasserinann reqction | 


No. of sera Standard 
Treatment tested Kabn 
| Standard | Modified 
1-5 courses | 
of As and Bi : 63 14 (22%) 53 (84%) . 53 (84%) © 
6 courses i . | 
and more 48 22 (46%) ' 37 (77% ; 89 (81%) 
Totals for | 
As and Bi 111 36 (32%) 90 (81%) ' 92 (83%) 
Mapharside 25 4 (16%) | 18 (72%) : 21 (84%) 


A positive result, in cases of treated syphilis, was considered to be 
any ‘“‘ weak ” or stronger reaction given by the test indicated 
at the head of the column. The number of sera giving these 
reactions is also expressed as a percentage (in parentheses) of the 
total number examined. 


permit the detection of small amounts of syphilitic 
“ antibody.” Both complement-fixation and precipitation 
tests for syphilis are based on the ‘same fundamental 
principle—the specific combination of the lipoidal 
haptene (‘‘ antigen ’’) with syphilitic “ antibody.” In 
the former use is made of the well-known property, 
particularly marked during the early stages of formation, 
of specific aggregates to fix complement; while in the 
latter the conditions of the reaction are so adjusted that 
aggregation proceeds to visible precipitation. 
Complement is fixed most avidly in the zone of slight 
antibody excess?; so, in order to obtain maximal 
sensitivity from the Wassermann reaction when examin- 
ing sera of low reactivity (e.g., patients near the com- 
pletion of their treatment), it is necessary, among 


TABLE II—COMPARISON OF WEAKLY POSITIVE (OR STRONGER) 
REACTIONS GIVEN IN PARALLEL WASSERMANN AND KAHN 
TESTS ON SERA FROM TREATED SYPHILITICS, SHOWING THE 
CLOSER AGREEMENT OBTAINED BETWEEN THE WASSERMANN 
AND KAHN TESTS WHEN THE MODIFIED WASSERMANN 
REACTION IS SUBSTITUTED FOR THE STANDARD 


Treated with As and Bi Mapharside 


Wasscr- Kahn a Ge ee 
oe | Standard: Mon nee: standard | Modified 
+ 4 28 74 4 16 
+ = 5 16 0 
S + 61 18 17 


other things, to use a more dilute “ antigen” than 
that used in the standard Wassermann. This is essentially 
the basis of Richardson’s modification of the Harrison- 
Wyler technique,’ which I have found to be most satis- 
factory in that, among other advantages, the increased 
sensitivity is not obtained at the price of specificity.‘ 

Some results from treated syphilitics whose sera 
were examined by the Richardson modified test as well 
as by the standard Wassermann and standard Kahn 
are sct out in tables I and II. 


1. Wale E. J.y'Spec. Rep. Ser. med. Res. Coun., Lond, no. 129, 
1929. = : 


. Dean, H. R. Z. Immunforsch. 1912, 13, 84. 
. Richardson, G. M. Brit. J. ven. Dis, 1940, 16, 166. 
» Vaughan, A. C. T. Ibid, 1947 (in the press). 


We G2 DOS 


924 THE LANCET] 


DIPHTHERIA IMMUNISATION 


y 


[JUNE 28, 1947 


It is evident from table r that the modified test is 
much more sensitive than the standard Wassermann, 
being in fact comparable to the standard Kahn. In 
the smaller series of cases treated with ‘ Mapharside ’ 
the difference between the results with the modified 
Wassermann and the standard Kahn are not statistically 
significant. Since the mapharside course was intensive, 
lasting on the average 30 days, it is reasonable to suppose 
that similar results would be obtained in patients 
treated intensively with penicillin. (I was not in a 
position to do Wassermann tests when penicillin therapy 
was introduced for syphilis.) 

From table 11 it may be seen that not only is there an 
increase in the number of reactive sera detected when the 
modified Wassermann test is used but also in the number 
of agreements with the Kahn test. Further, in the cases 
treated with arsenic and bismuth, the number of sera 
which gave‘a positive Kahn reaction but a negative 
modified Wassermann was balanced by a similar number 
in which the reverse held. (The results from the smaller 
number of mapharside-treated cases show a similar 
trend.) 

The reasons for these divergences are not always clear 
- but may include the following : ‘ 


1, Slight day-by-day variation in the sensitivity of the tests 
are inevitable in a complex biological reaction, such as the 
Wassermann, when carried out under routine conditions, 
and differences in the fixability of different samples of 
complement are a potent cause of such variation. ' The 
Kahn test is influenced, among other. conditions, by the 
laboratory temperature; both the sensitivity and the 
specificity of the test are lessened by air temperatures 
lower than 21°C, which are usual in British laboratories. 


2. Subjective errors which are due to the difficulty of main- 
taining over a period of time a constant assessment of the 
strength of minimal reactions (both the Kahn and the 
Wassermann show a more or less continuous change in 
intensity from positive to negative). 


3. Neither test is strictly quantitative: the Wassermann 
because of the impossibility of measuring slight changes 
in complement activity at complete hemolysis or complete 
inhibition of hzmolysis,* and the Kahn because of the 

_ high lipoid content of the antigen (added to render the 
test more sensitive) so that in weaker reactions a dispro- 
portionately large amount of the precipitate consists of 
lipoid.” In view of this lack of a linear relationship between 
strength of reaction and antibody content, it is not 
surprising that the results from the two tests do not 
always tally when tested in parallel. 


It would, therefore, appear an advantage to carry 
out a sensitive complement-fixation test in addition 
to. a satisfactory precipitation technique such as the 
standard Kahn, not only for their differing intrinsic 
ranges of sensitivity but also to compensate for any 
possible daily variation. 

The use of strictly quantitative tests—e.g., the 
Wassermann reaction based on readings at 50% hemo- 
lysis and the micro-estimation of antibody nitrogen in 
the specific precipitation—would probably record a 
parallel drop in reactivity as a result of treatment and 
thus indicate the essential oneness of the antibody 
concerned. 

Liverpool. A. C. T. VAUGHAN. 


` BLOOD ENZYMES AND ACTIVITY OF 
PENICILLIN ESTERS 


Sır, —The observations of Dr. Ungar (March 15) 
on the presence of penicillin-esterase in the blood of 
mice and rats, and its absence in the blood of man 
and the rabbit, can perhaps be related to the earlier 
classification of mammals into blood-maltase-positive 
and blood-maltase-negative groups.* Contrary to expece- 
tations, the similarity breaks down for the guineapig, 
which is a blood-maltase-negative animal (Compton) 
and a blood-penicillin-esterase-positive animal (Ungar). 
When one turns to the classification of Stedman, Sted- 
man, and White of animal bloods in terms of positive 


,R.L. Kahn Test, Baltimore, 1928. 

é: Gilbert, R., Maltaner, B. Diagnostic Procedures and Reagents 
(Ameri can Public Health Association), 1945, p. 338. 

7. Gilbert, R., Maltaner, E. Ibid, p 4. 

8. Compton, À. Biochem. J. 1921, Pis, 681. 


and negative choline-esterase content, the Compton 


findings are for the most part reversed: man. belongs to 
their blood-positive group, as does also the guineapig ; 
while the rabbit, the rat, and to all intents the mouse 
belong to their negative group. The rabbit’s blood 
is negative on all three classifications. 

How are these facts to be interpreted and reconciled ? 
The conventional answer is that they are expressions 
of the-vafying enzymic make-up of the respective sera, 
the chemical constitutions of the several substrates being 


envisaged as constant. 


These-data suggest other possibly more useful modieas 
tions of the penicillin molecule, 


Alexandria, Egypt. ARTHUR COMPTON. 


DIPHTHERIA IMMUNISATION 


Sık, —These notes, referring to a medical student, 
now aged 22 years, are of some interest. The various 
events are narrated in chronological order. 


Nov. 9, 1945, primary Schick test positive es, 


First Course.—Nov. 16, given T.A.F. 0-5 c.cm. Dec. 5, T.A.F. 
le.cm. Dec. 12, T.A.F. 1 c:em. Feb. 2, 1946, T.A.F. 1 c.cm. 


Second Course.—Dec. 3, 1946, Schick test positive. Dec. 10, 
T.A.F. 0-5 c.cm. Dec. 17, T.A.F. l c.cm. Feb. 2, 1947, Schick 
test positive. Feb. 18, Schick test positive. The test was 


repeated to exclude pseudo reaction as control had been 


omitted on previous test. Antitoxin content of blood less than 
1/1000 unit per c.cm. 


Third Course.—Feb. 25, a.P.t. 0-1 c.cm. March 3, A.P.T. 
0:5 c.cm. April 1, Schick test negative. Antitoxin content of 
blood 1/10 unit per c.cm. 


The interesting features of this case are : (1) the failure 
to produce a negative Schick reaction with a compara- - 
tively large amount of T.A.F. (5 c.cm.) plus the stimulant 
action of three Schick tests; (2) the rapid apparent 
response to a relatively small amount of A.P.T. (0°6 c.cm.) 
as evidenced by the development of a negative Schick 
reaction within three weeks and a considerable increase 
in the antitoxin content of the blood; and (3) the 
similarity between this case and another previously 
reported by me? in which there was a persistent lack of 
response to T.A.F., followed Ry a ae conversion after 
0-6 c.cm. of A.P.T. 


I am indebted to Miss M. Barr, mM. £.80., of the Wellcome 
Physiological Research Laboratories, for carrying out the 


necessary titrations. J. C. SAUNDERS 
City Hall, Cork. Medical Officer of Health. 


EMPIRICAL TESTS OF LIVER FUNCTION 


Sir,—Having worked on serum-proteins,? I was much 
interested in the article by Dr. Maizels in your issue of 
Sept. 28,1946 (p. 451). I have estimated, in more than 300 
cases of endocrine, liver, or hemopoietic disease, the 
total and partial concentrations and the water-binding 
power of the serum-proteins. The water-binding power 
was estimated as the colloid pressure exerted by 1 g. per 
100 c.cm. of the actual albumin-globulin mixture in the 
serum. The correlation between this reduced colloid 
pressure (R.c:P.) and the concentration of the serum- 
proteins can be expressed mathematically. My findings 
were compared with those in more than 100 normal 
controls. : 

I agree with Dr. Maizels that a lowering òf the albumin- 
globulin ratio is less common in obstructive jaundice 
than in parenchymatous liver damage, but this holds 
good only în the first weeks, and sometimes only the 
first few days, of all pathological conditions associated 
with jaundice. In the later stages of obstructive jaundice 
the ratio decreases; hence in a jaundice 3 or 4 weeks 
old quantitative protein estimations are not a reliable 
criterion in the differential diagnosis. Moreover, the 


fact that physiological values of total and partial protein 


concentrations vary within a fairly wide range lessens 
still further the diagnostic value of changes in the A./a. 
ratio. 


1. Lancet, aoa i, 946. 
2. Podhradsz ky, L. Acta med. scand. 1940, 104,137; Klin. Wechr. 
1344. 30. 603. ` 1942, 21, 134, 544 ; Orv. ’ Kozl. 1943, 14, 420; 
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I can confirm Dr. Maizels’s statement that the 
coexistence of anzmia. nephritis, rheumatoid arthritis, 
sarcoids, and myelomata may give confusing results, 
and I wish to extend the list to include the leukemias, 
both lymphoid and myeloid, which sometimes show very 
low A./G. ratios, and many endocrine disturbances. In 
general, apart from the endocrine diseases, all patho- 
logical conditions which affect the anatomical structure 
or the function of either the liver or the hemopoietic 
apparatus may alter the total protein content and the 
partial concentrations of albumin and globulin in the 
serum. The typical change is either an absolute or a 
relative increase of globulin, leading to a low A./G. ratio. 
In some diseases—e.g., leukiernia, pernicious anemia, 
and familial hemolytic jJaundice—the opposite change 
may take place, either an absolute or a relative increase 
of albumin raising the A./G. ratio. These facts still further 
reduce the diagnostic value of these tests. 

More promising are the results obtained by studying the 
qualitative changes of the proteins in the same patho- 
logical conditions. ~The r.c.p. of all serum froni cases 
both of parenchymatous and of obstructive jaundice 
becomes subnormal if the illness lasts several weeks ; 
but the time required for a pronounced decrease is 
considerably longer in obstructive than in parenchy- 
matous jaundice. This interval is much greater than that 
required for the development of the quantitative change 
—i.e., the absolute or relative increase of globulin 
lowering the a./G. ratio. Thus, in the early stage of 
disease associated with jaundice, the A./G. ratio will 
probably be subnormal; but if at the same time the 
R.c.P. is normal or only slightly subnormal, the cause of 
the jaundice is probably obstruction, whereas a much 
lowered R.C.P. indicates a parenchymatous lesion. 

In other diseases associated with changes in the serum- 
proteins the time required for the decrease of the R.c.P. 
is usually longer than that required for change of the 
A./G. ratio; but in certain diseases—hypofunctional 
endocrine diseases, pernicious anwmia, and multiple 
myelomatosis—the R.c.p. becomes subnormal at the 
onset. These exceptions, however, owing to other clinical 
and laboratory findings, do not detract from the diag- 
nostic value of the R.c.P. 

Budapest, Hungary. L. PODHRADSZKY. 

PREVENTIVE OPERATION FOR POST- 

OPERATIVE THROMBOSIS 


Sir,—Mr. Glaser (June 7) wonders how British 
surgeons will react to the suggestion from America that 
the superficial femoral veins should be ligated as a 
preliminary to operation on elderly patients, in order 
to minimise the risk of postoperative thrombosis. With- 
out’ venturing to answer this question, may I mention 
a small detail of technique which I have practised for 
some years as prophylaxis against pulmonary embolisin 
and infarct after pelvic operations ? 

It is evident that an essential factor in postoperative 
thrombosis is the obliteration of veins brought about 
either at operation by ligature or after operation as the 
result of venous stasis. I have noticed that most of 
my cases of pulmonary embolism have occurred in 
comparatively young healthy women with fibroids. In 


many of these the ovarian veins, even when the Tren- 


delenburg position is used, are greatly distended. It 
seemed to me that ligature of veins in such a condition 
would he likely to result in a bulky clot, slow to organise 
and less firm than the clot that would form after the 
ligature of a small vein. I therefore divide these 
formidable-looking veins before ligaturing them. It was 
surprising to me at first how little bleeding follows 
division of these big veins; perhaps half an ounce or so 
gushes out immediately, and then bleeding practically 
ceases and the lumen of the vein shrinks. I have had 
no trouble with pulmonary embolism or infarction since 
practising this small detail; but as I have not thousands 
of cases to report this statement has no great positive 
significance. 

Soon after I started using this method and before I began 
to use it as a routine, I operated on a case in which fibroids 
were associated with the distended ovarian veins I have 
described. I remarked to the anaxsthetist that this was the 
sort of case in which pulmonary thrombosis might occur. 
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I did not empty the veins before ligaturing them, and she did 
in fact have a very troublesome pulmonary infarct which 
much delayed het convalescence. Since then I have always 
emptied the big veins. 


I. think it is perhaps a good rule in pelvic surgery 
never to tie a distended vein. 
Leicester, 


T. C. CLARE. 
CLICKING PNEUMOTHORAX 


Sir,—I did not know that curious sounds were 
occasionally audible when a large pneumothorax was 
induced and pleural adhesions were present, but the 
interesting letters from Medico (May 31) and Dr. Dunner 
(June 141) leave no doubt of it. I hope Medico will be 
good enough to record the dffect of the section of the 
adhesions. Dr. Dunner’s alternative explanation of 
the origin of the sounds 2 unconvincing, for it is not 
difficult to demonstrate radiologically the presence of 
air in the pericardium and he does not sav that this was 
done. In my patients there was nothing to cause a tear 
in the pericardium. Medico’s statement, that in his 
case the sounds were at first unrelated to ventricular 
systole, suggests that in the large pneumothorax with 
adhesions they may be influence ed by respiratory move- 
ments and mediastinal shift as well as by the heart beat. 


Edgbaston, Birmingham. A. P. THOMSON. 


APPEARANCE OF PROTRUDED DISKS 


SIR. their articlé of May 10 Mr. Burns and 
Mr. Young describe two types of disk protrusion which 
they illustrate with excellent diagrams; but these 
diagrams differ so markedly from previous illustrations 
in the literature that I think they should not be allowed 
tu pass unchallenged. 

In the 28 cases which T have selected from my own 
very small series as illustrating unequivocal disk pro- 
trusions. the herniation was always centred directly over 
the intervertebral space. On evacuation of the protrusion 
the cavity communicated directly with the subjacent 
intervertebral space and in no case lay over the bone 
of the vertebral body. In most cases the protrusion 
was sessile in shape, and none showed the extreme 
pedunculation which these authors appear to regard as 
the common type. 

As regards the second type of lesion—i.e., the loose 


fragment analogous to a tear of the medial meniscus of | 


the knee-joint—I have not yet met anyone familiar with 
appearances which might be interpreted in this way. 
With the respect that a large series of cases must 
command, hundreds of fellowship students will be 
committing these diagrams to memory, and the authors 
of scissors-and-paste textbooks will already be incorpora- 
ting them in their next editions. Before the lesions 
which Burns and Young describe are generally accepted 
as the normal type of prolapse, it would be interesting 
to know whether other surgeons have independently 


observed them. JOHN CHARNLEY 
Lecturer in Orthopedics. 
Department of Orthopeedics, Manchester University. 


PROPYL THIOURACIL 


Srr,—tIn reference to the paper by Dr. Wilson and 
Dr. Goodwin (May 17) and Dr. Ucko’s commentatory 


letter (June 21), it may be of interest to record to the 


best of my recollection a conversation with Astwood in 
Boston a few weeks ago. 

He has now used propyl thiouracil in a very large 
number of cases. He has found it satisfactory, and has 
not met with agranulocytosis or serious toxicity in his 
series. Contrary to animal experiments, the effective 
dose of propyl thiouracil in man was not less than 
that of thiouracil or methyl thiouracil to the extent of 
1: 10 or even 1: 4, and in practice he was tending to use 
doses more comparable to tipse recommended for methyl 
thiouracil. 

In other thyroid clinics propyl thiouracil was not 
believed to be essentially different from thiouracil or 
methyl thiouracil as regards toxicity, although it might 
well be relatively less toxic weight for weight. Further, 
there was a tendency to limit thiouracil therapy to 
preoperative preparation as in several thyroid clinics in 


H 
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this country. The possibilities of ergothioneine being 
used clinically 1 and of its being free from toxicity were 
of great interest. to clinicians informed of the initial 
experimental work. In the long view, however, much 
-was expected of radioactive iodine by mouth in thyro- 
toxicosis; and I certainly saw some impressive results. 


London, W.1. S. L. Smorpson. 


i : 
VENEREAL DISEASE IN BRITISH WEST AFRICA 


Srr,—I was interested in your annotation of May 17. 
My own experience is limited to Nigeria, where I served 
with the R.A.M.C. for eighteen months. During that 
time (in 1945-46) it was the policy of the higher authori- 
ties to board native troops out of the Army if they were 
proved sufferers from ‘‘ chronic gonorrhea.” This soon 
became widely known and was exploited, mainly by the 
more educated who wished to get out of the Army and 
into a civilian job before their brothers returned from 
Burma to flood the labour market. 

Many cases of gonorrhcea then presented themselves 
for treatment and were admitted to hospital. All denied 
that it was their first attack and they invariably gave 
a history of anything from one to ten attacks. Few of 
them knew their own ages, but the approximate date of 
the first attack gave one a fair idea of how old they were. 
They were treated with sulphonamides, to which they 
were invariably resistant, then by hyperpyrexia, and 
finally with penicillin. At the end of treatment they 
usually had as much urethral discharge as on admission. 
Although no definite proof was ever obtained I am 
convinced that whenever a test-of-cure smear was to be 
taken from a patient who had undergone treatment he 
would reinfect himself from another patient more recently 
admitted. j 

Getting ‘these people ‘‘ v.D.-conscious ” is going to be 
a very considerable task. It is impossible to promote 
this consciousness among the uneducated; in West 
Africa, therefore, the standard of general education must 
be greatly improved before any hope can be entertained 
of conquering the v.D. problem. LIKITA. 


CLIMATE AND RHEUMATISM 


Sir,—During the last years of the late war I was 
M.O. of the first-aid post in the Chislehurst caves. These 
are huge artificial excavations in chalk and consist of 
two parts, one of which is damp and rather warm, the 
other damp and cool. 

Though this shelter was occupied nightly for years by 
up to 14,000 people, and the first-aid post was frequented 
for medical treatment of minor ailments, I cannot 
remember a single person coming for treatment of 
rheumatism. Indeed people said they lost their rheu- 
matism there. , 

I slept myself for several months in surroundings 
where the walls were dripping wet, and got neither colds 
“nor symptoms of rheumatism. My 3-months-old baby 
also had no ill effects from sleeping underground in the 
dampness, though we were careful each time to take 
the bedding home and air it properly. 

Leicester. . G. FINKENSTEIN. 


ESTIMATION OF VITAMIN C IN LEUCOCYTES 


Srr,—In connexion with my paper of May 31 (p. 750) 
on the adaptation of Roe and Kuether’s method to the 
estimation of vitamin C in leucocytes, I should explain 
that when I started my work in March, 1946, owing to 
inaccessibility of certain journals and abstracts I was 
obliged to rely on the latest available volumes of the 
Quarterly Cumulative Index Medicus for relevant refer- 
ences and I was unaware of recent or contemporary 
work of a similar character, apart from the original 
publications of Butler and Cushman (1940) and Roe and 
Kuether (1943). I can only assure Dr. Sinclair and 
Mr. Lloyd that the lapses they mention were unavoidable 
in the circumstances. I should also like to say that I 
employed the term ‘‘ microprocedure ”’ referring to the 
15-25 mg. of the leucocyte sample and not to the blood- 
volume from which it was obtained. 

London. P. C. CONSTANTINIDES. 


1, Lawson, A., Rimington, C. Lancel, May 3, p. 586. 
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, CEREBRAL ANGIOMATA 

S,—The report by Mr. Kidd and. Dr. Cumings 
(May 31) of two cases of familial cerebral angiomata is 
most interesting. To ee 

The paper alludes to ‘‘ the probability of a familial 
tendency in the formation of some angiomata.” May I 
suggest that such a condition has long been recognised 
in the syndrome known as Rendu-Osler-Weber disease 
or hereditary hsemorrhagic telangiectasia ? In this dis- 


- order angiomata may involve all tissues; and cerebral 


lesions and hzemorrhages, though not an essential feature, 
have been reported. | . Save a 
Unfortunately Kidd and Cumings do not mention 
whether angiomata elsewhere than in the brain were 
found or searched for, especially on the mucose. The 
same applies to the family history : haemorrhages else- 
where than into the brain may be overlooked if due 
attention is not paid to the possibility of their 


occurrence. Y 
Namur, Belgium. f G. NOEL. 


{ĮISAACS-LUDWIG ARTERI OLE 


SIR, —IĪn your issue of June 21 Dr. Barclay and his 
colleagues plead for the name of Isaacs to be associated 
with that of Ludwig in the designation of that renal 
vessel which is usually referred to as ‘“‘Ludwig’s 
arteriole.” None will deny that the early triumvirate 
of physiologists, Bowman, Isaacs, and Ludwig, ushered 
in the modern era of renal physiology. Al would 
welcome the name of Isaacs, the American member, 


' being coupled with that of Ludwig so as better to honour 


the memory of an eminent physiologist whose work is 
less well known in Europe; for, while it is fairly generally 
appreciated that the work of these three leaders probably 
began independently, it may not be realised that Isaacs’s 
work (1857) preceded the classic maceration-dissections 
of Henle (1862) and Schweigger-Seidel (1865); -but it 
seems a doubtful honour to have as a memorial a rare 
anomalous vessel of no physiological significance. 

None will deny that this arteriole does exist. But, 
since so much attention has been attached to the vessel 
from debate concerning its existence and now its designa- 
tion, it is more than ever necessary to reiterate that it 
is a rare anomalous arteriole of no physiological signifi- 
cance. By way of requiem may I quote Ludwig’s 
description as it is contained in the Sydenham edition 
of Stricher’s Human and Comparative Histology (1872, 
vol. 11, p. 89) ? . 


“. .. & few of these very numerous vasa afferentia, 
before they reach the spherical extremity of the urinary 
_ tubule, give off a very fine branch, that immediately 
breaks up into capillaries, through which the blood. passes 
into the capillary plexus investing the’ urinary tubules. 
Every vas afferens alike, whether it has previously given 
off branches, or remained undivided, turns to one of the 
spherical dilatations of the urinary ‘tubule, and perforates 
the wall opposite to the commencement of the tortuous 
canal or neck.” : 


May I repeat that Ludwig fully understood, as did 
Bowman (1842), that ‘‘ All the blood of the renal artery 
(with the exception of a small quantity distributed to 
the capsule, surrounding fat, and the coats of the larger 
vessels) enters the capillary tufts of the malpighian 
bodies ” in relation to the special function of filtration, 
and that Ludwig’s was the brilliant conception of the 
filtration-reabsorption theory of urine formation. 

In recent years, detailed studies of the renal circulation 
in animals, in normal and pathological conditions, and 
in the human kidney in like diseased states, lead me to 
confirm that the renal circulation is primarily glomerular. 
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Parliament 


ON THE FLOOR OF THE HOUSE 


THE Chancellor of the Exchequer was able this week 
to make some concessions to taxpayers. The exemption 
of allowances for Territorial training from income-tax 
and of various kinds of gas and electric cooking utensils 
—including cooking stoves—from  purchbase-tax is 
welcome. The plea for the exemption of medicines and 
medical and surgical appliances put forward by Mr. 
Linstead was not accepted because to do so would lose 
the Treasury £9 million; but the Financial Secretary 
pointed out that there is a long list of essential and 
scarce drugs which are exempt from taxation, and so 
are many surgical necessities, including instruments, 
prepared surgical dressings, bandages, and hospital 
furniture. The plea for the exemption of toothbrushes 
also fell by the roadside despite the touching plea by 
Colonel Bromley-Davenport: ‘‘ Surely social democracy 
has advanced sufficiently ... for toothbrushes to be 
regarded as a universal necessity rather than as a luxury 
for the idle rich.” Another exemption from taxation 
was dustbins, but here the question arose whether 
the House should cater for those ‘‘ dustbin snobs” 
whose bins have lids. Anyway, the Chancellor impar- 
tially extended his blessing to all classes of dustbin. 

Wednesday was devoted to Scottish. Housing, and 
woe betide the Sassenach who puts his nose into a 
Scotch debate. But when it came to the Opposition 


pressing a vote against the Government to a division 


the Sassenachs public-spiritedly came forward in support. 
Scottish housing has been and is worse than Inglish, 
but up to the present about 8500 permanent and 17,000 
temporary houses have been built, and the temporary is 
the most popular house in Glasgow. So even if Scotland 
is not doing all it wants to do it is still getting along. 

From finance and housing to foreign affairs is not 
such a big jump as it sounds. Mr. Bevin, fresh from 
his visit to Paris to consult the French government 
on the “ Marshall plan ’’—which is not a plan but a 
suggestion of financial cojperation—hoped to receive 
more news before he made his speech at the end of the 
debate. The question Europe is asking is—are there 
any strings to the Marshall offer ? Is the U.S.A. content 
to help improve economic conditions generally or must 
they conform to rules laid down by the U.S.A.? The 
omens are then that some general coöperation will come 
out of the Marshall proposals—but there may be a lot 
of wrangling about the details. 

MEDICUS, M.P. 


FROM THE PRESS GALLERY 
Purchase-tax on Drugs 


On the committee stage of the Finance Bill in the 
House of Commons on June 17 Mr. Il. LINSTEAD moved 
an amendment remitting entirely purchase-tax from 
medicines and medical and surgical appliances. At 


‘present drugs and medicines manufactured or prepared, 


other than essential drugs ‘“‘ of an exceptionally costly 
character,” bore tax at 16?/,°% whether the medicines 
were bought over the counter or prescribed by a 
doctor, and this, Mr. Linstead declared, had given 
rise to anomalies. For example, a substance like 
glycerin, chloroform, or bicarbonate of soda if 
bought in its ordinary form did not bear the tax, 
but when prepared for medicinal use the purchaser had 
to pay the tax. Again, a drug such as penicillin, which 
was exempted from the tax by a Treasury order at a 
time when it was exceptionally costly, was still tax-free 
long after the cost had been reduced, while streptomycin, 
which had not been added to the order because it was 
stil new, was still bearing a substantial tax. Only 
that day he had heard of a patient who had paid in 
purchase-tax £23 for streptomycin. 

Mr. Linstead urged that a purchase-tax on medicines 
was really a tax on sickness. The Government spokes- 
man would probably say that if it were merely a question 
of medicines prescribed by doctors, or medicines bought 
by the public, the Treasury would not be anxious to 
see the tax retained, and attention might be drawn 
to the large trade in proprietary medicines. But surely 


if the proprietary medicine industry was suitable for 
control on grounds of public health, that control should 
be a direct one through the Ministry of Health and the 
accident of taxation should not be used. Even if the 
State was going to pay in a year or two for most of: 
the medicines, and most of the expenditure of hospitals, 
it was still a clumsy device to go through the whole of an 
industry’s machine in order to take money out of one 
pocket and put it in another. 

Dr. S. JEGER said the two classes of people on whom 
the tax fell were doctors and chemists. Doctors, who 
were notoriously bad calculators, did not usually increase 
their fees by the amount of the purchase-tax, but 
chemists who dispensed or sold drugs over the counter 
could always pass on the tax to the customer. The 
consumption of medicine was far higher among the 
poorer people, and to that extent the purchasc-tax on 
drugs and medicines was practically a working-class tax. 

Mr. GLENVIL HALL, financial secretary to the Treasury, 
replied that to accede to Mr. Linstead’s request would | 
cost the revenue £9 million, and that showed how 
impossible it was for the Government to accept the 
amendment at this time. The tax fell mainly on ready- 
made preparations—pills apd such-like—about which: 
there could be a division of opinion. So far as these 
medicines and drugs were subject to tax it could not be 
said that they were essential to the life of the community. 
The vast bulk of medical and surgical appliances were 
already exempt from tax, and those which were not 
exempt could not be said to be particularly applicable 
to use in the hospitals or in the sick-room. If once a 
proprietary remedy for a particular disease like asthma 
was allowed to be sold free of tax the door was opened 
for claims on behalf of other proprietary remedies for 
the same complaint. The amendment was withdrawn. 


Enforcement of the Penicillin Bill 


On June 18 at the committee stage of the Bill the 
following new clause was moved by the Government : 


The Pharmaceutical Society of Great Britain shall have 
power to enforce the provisions of this Act, and for that 
purpose may employ the inspectors appointed by them 
under section 25 of the Pharmacy and Poisons Act, 1933, 
but nothing in this section shall be construed as authorising 
the society to institute proceedings in Scotland for any offence 
under this Act. 


The duty of enforcing the provisions of the Pharmacy 
and Poisons Act, 1933, Mr. J. EDWARDS, parliamentary 
secretary to the Ministry of Health, explained, was 
placed on the Pharmaceutical Society, which for that 
purpose employs pharmacists as inspectors, and the 
society has a similar duty under the Pharmacy and 
Medicines Act, 1941. It therefore seemed reasonable 
that they should also be able to enforce the provisions 
of the Penicillin Bill, though this, of course, would be 
entirely without prejudice to the general duty of the 
police to enforce the law. 


Venereal Disease in the Army 


Replying to a question standing in Lord Moran’s 
name, Lord NATHAN gave the following quarterly rates 
for venereal disease in the Army. 


QUARTERLY RATES PER 1000 STRENGTH: JANUARY,, 1946 TO 
MARCH, 1947 


7 1946 | 1947 
| ist 2nd 3rd 4th Ist 

United Kingdom ..| 7-7 | 8-7 96 | 68 | 53. 
BA.O.R... ..{ 304 | 418 | 446 |. 41-8 | 30-0 
CMF. ..  ..| 333 | 305 | 356 | 315. | 92-89 
MELF... ..[ 0 41 9-4 9-4 7-6 6-3" 
S.E.A.L.F. „| 37-6 | 372. | 37-2 | 320 | 31-28 
59-6+ | 102-6 | 61-9" 


B.C.0.F. .. ae — | — 


* Quarterly rates based on January-February only. 
t Quarterly rates based on August-September only. 


‘928 THE LANOET] 


PARLIAMENT 


(JUNE 28, 1947 


QUESTION TIME 
Streptomycin Supplies 

Lieut.-Commander G. BRAITHWAITE asked the Minister of 
, Health whether he was satisfied that adequate supplies of 
streptomycin were reaching this country for the use of hos- 
pitals and general practitioners.—Mr. A. Brvawn replied : 
The merits of this drug have not yet been established and it is 
still under clinical trial by the Medical Research Council. 
The only supplies which have been obtained by the Govern- 
ment are for the purpose of these trials. Commander 
BRAITHWAITE: In view of the increasing broadcast appeals 
for streptomyein and in view of the fact that it is apparently 
readily obtainable from drug stores in the United States, 
may I ask whether the shortage here is in any way due to our 
dollar difficulties, or is it through opposition in high medical 
' quarters ?—Mr. Bevan: There is no restriction on the dollar 
side to the purchase of whatever amount of streptomycin 
is necessary for the tests, but in view of the fact that this drug 
= has not yet been proved, I am very glad to know that it 
cannot be obtained in drug stores in this country. 

Mr. W. SHEPHERD: As these appeals cause a great deal of 
alarm, cannot the Minister do something to stop them ?— 
_Mr. Bevan: I have made an announcement in the House 
deploring these appeals for®drugs which are not properly 
tested beforehand. I regret very much that the B.B.C. 
is giving facilities for these appeals. Dr. S. TAYLOR: Is 
the Minister aware that in the United States the sale of 


streptomycin is not through drug stores and that it is controlled 


by the National Control Council there as it is here ? 


Certification of the Insane . 


Mr. G. WALLACE asked the Minister if he would review, with 
a view to early amendment, the regulations regarding the 
certification of the insane.—Mr. BEVAN replied: As soon as 
opportunity permits, it is intended to undertake a restatement 
of the law relating to mental treatment. 

Mr. S. 8. AwBERY: Is the Minister aware that a person 
who has been certified finds it almost impossible to get release 
even when he has recovered from his sickness, and that even 
after the visiting magistrates have recommended release 
-it takes six months before the patient is released from the 
institution, and then only with a six months’ licence ?— 
Mr. Bevan: I am afraid I cannot accept what appears on 
the face of the supplementary question, and I would warn 
hon. Members that this is a very difficult thing indeed, and 
they ought not to take things at their face value, because there 
is such pressure on institutions for additional accommoda- 
tion that I cannot believe that superintendents keep anybody 
there longer than is necessary. - 


Institutions for Mental Defectives 

Mr. WALLACE asked the Minister if he would set up a 
committee of inquiry into the conduct and administration of 
institutions and hospitals for the mentally deficient.— 
Mr. Bevan replied: These institutions and hospitals (which 
for the most part will be taken over in the new health service) 
are subject to regular inspection, and I am not aware of the 
necessity for setting up a committee of inquiry. , 

Sir RALPH GLYN : In view of the overcrowding now existing 
in a great many of these places, and the difficulty of building, 
will the Minister have a survey made to show the bad effect 
which this overcrowding has on the patient ?—Mr. BEVAN: 
I am well aware of that, and I think hon. Members will 
know that even if we had additional buildings, we would 
not be able to make use of them, because we have not enough 


staff. When the new health service is in operation, I hope we . 


shall be able to make far better use of existing accommodation. 

Mr. D. L. Lirson : In view of the general concern over this 
matter, will the Minister give an assurance to the House that 
the report which he has received from his inspectors will not 
justify any serious cause for anxiety in regard to the condi- 
tions in the majority of these institutions ?—Mr. BEVAN : 
I am well aware that conditions in these institutions are not 
anything like as good as we would like them to be, and it is 
because of the overcrowding and the lack of nursing and 
domestic staff. We are doing our utmost to build up the 
staffs and we are having some success. 


Report on Proprietary Medicines 
Mr. C. N. SHawcross asked the Minister whether he had 
considered the report on the subject of proprietary medicines 
submitted to him by the Pharmaceutical Society of Great 
Britain ; and what steps he proposed to take to implement the 


society's recommendations.—Mr. Bevan replied: I have 
given the report preliminary consideration. The society’s 
recommendation would involve legislation, for which I am 
afraid there is no early prospect.—Mr. SHawcross: Does 
not the Minister agree that this is a matter of far-reaching 
importance which becomes ever more urgent with the approach 
of a national medica] service ?2—Mr. BEvan: I agree that it 
is of the utmost importance, but there are very large numbers 
of matters of great importance that are also awaiting legisla- 
tion, and it is a question of priority. I can assure my hon. 
friend that it is always present in my mind. 

Mr. L.. J. SoLLEY : Can the Minister make this report 
available to members ?—Mr. Bevan : I believe it is a private 
document, and therefore I cannot promise to make it avail- 
able.—Mr.*SoLLEY: Could not the Minister approach the 
society to ascertain whether they would object to the publica- 
tion of the report so that members could study it in the light 
of the national interests involved ?—Mr. Bevan: I will 
certainly make inquiries. 


Free Lavatory and Toilet Facilities 


Mr. V. McENTEE asked the Minister if, as a means of 
encouraging cleanliness and improving public health, he would 
arrange to make a reasonable grant to local authorities that 
provided, as a public service, the free use of lavatory and 
wash-basin facilities with soap .and towels in public con- 
veniences for men and women.—Mr. BrEvan replied: I have 
no power to make such grants. 

Mr. Heatacoat Amory asked the Minister whether, in the 
interest of public hygiene, he would encourage local authorities 
to extend the provision of washing facilities in public lavatories, 
including free access to water and _ basins.—Mr. BEVAN 
replied: It would not be appropriate at the present time, 
when the essential materials are in short supply, to press 
local authorities to provide additional washing facilities 
in public conveniences. They already have full discretion to 
provide such facilities free of charge. 


College for the Deaf 

Mr. Epwarp Evans asked the Minister of Education what 
progress had been made in the provision of a county college 
for deaf adolescents; and if he would make a statement.— 
Mr. G. Tomiinson replied: The Sheffield local education 
authority has agreed to provide a boarding county collego of 
sufficient size to meet the needs of all deaf adolescents between 
the ages of 16 and 18. 


Allowances for the Tuberculous 

Mr. E. G. Wittis asked the Minister of Health what effect 
the operation of the National Insurance Act would have 
upon the tuberculosis allowances scheme.—Mr. JOHN EDWARDS 
replied : The increased sickness benefits payable under this 
Act will be available to the tuberculous in common with other 
sick persons. The question of further financial. help on the 
lines of the present scheme is being considered in connexion 
with the National Assistance Bill which is to be introduced 
next session. 


Meals for School-children 


Mr. G. R. CHETWyND asked the Minister of Education if 
he would give the number of school-children receiving free 
dinners, dinners on payment, and no dinners, respectively ; 
and the number of schools providing free dinners, dinners on 
payment, and no dinners.—Mr. GEorGE TOMLINSON replied : 
Last October there were, in round numbers, 340,000 children 
in grant-aided primary and secondary schools who received 
free dinners, 1,920,000 who had dinners on payment, and 
2'/, million who did not receive dinner at school. Dinners 
were being provided at over 24,000 out of 29,000 schools or 
departments, and it may be assumed that at practically all 
of these free dinners were available in case of need. 


Food for Germany 

Mr. PETER FREEMAN asked the Secretary of State for 
Foreign Affairs what increased amounts of food had now 
been allocated to Germany to meet the serious shortage ; 
and what is the present calorific value of the amount now 
being actually received per head.—Mr. E. Bevin replied: 
A special emergency allocation of cereals, equivalent to 
137,000 tons of flour, will increase the expected arrivals of 
cereals for human consumption in the Combined Zones to 
the equivalent of about 400,000 tons of flour in both June 
and July. The average daily calorie value of the ration 
actually available to normal consumers was slightly less than 
1000 calories in May and is likely to remain at about this 
level in June. 
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State Acquisition of Messrs. Thorium Ltd. 


Major D. W. T. Bruce asked the Minister of Supply whether 
he would make a statement concerning the acquisition by 
H.M. Government of the business of Messrs. Thorium Ltd.— 
Mr. Joun WiimotT replied: The business and premises of 
Thorium Ltd. at Amersham have been acquired on the basis 
of agreed valuations of the freehold property, equipment, 
stock-in-trade, and goodwill. The company is responsible, 
as my agent and under my direction, for running the radio- 
chemical centre for the processing, packing, and distribution 
of natural and artificial radioactive substances required for 
medical, scientific, and industrial purposes. 


Obituary 


LEONARD FINDLAY 
M.D., D.SC. GLASG., F.R.C.P., F.R.F.P.S. 
Dr. Leonard Findlay, who died on June 14, had 
practised in London since 1930, but he will long be 


remembered as the founder of the Glasgow school of 
pediatrics. The son of Dr. William Findlay, he was 


ee 


‘born in 1878, and graduated M.B. with commendation 


in Glasgow University in 1900, M.D., also with com- 
mendation, four years later, and p.sc. in 1912. After 
holding resident hospital appointments Findlay became 
attached to the pathological department of the Western 
Infirmary under Sir Robert Muir, and by combining this 
with clinical work as assistant to Prof. Samson Gemmell 
he gained valuable experience both in general medicine 
and in pathology. Soon his interests turned to pædia- 
trics, and -after study in Finkelstein’s clinic in Berlin 
he returned to Glasgow to work in 
the outpatient departinent of the 
Royal Hospital for Sick Children. 
It was during this period that he 
did much of his well-known work 
on rickets. 

In 1914 he was appointed physi- 
cian to the newly built: Royal 
Hospital for Sick Children, and 
from that time he devoted himself 
entirely to pwdiatrics. In 1919 he 
was appointed to the Gow lecture- 
ship in diseases of infancy and 
childhood, and on the foundation 
of the Samson Gemmell chair of 
medical pediatrics he became its 
first professor. During the next 
ten vears he built up the Glasgow 
school of pediatrics, and gathered round him an enthu- 
siastic band of workers. He did much to get pediatrics 
recognised as an important branch of undergraduate 
education. l 

But in the midst of administration Findlay found time 
to continue his clinical work and research. In con- 
junction with the late Prof. Noel Paton, he investigated 
the factors influencing child health, and the results of this 
work were published in the Medical Research Council 
monograph Poverty, Nulrition and Growth. Of his other 
writings Congenital Syphilis and KRheumalism in Child- 
hood were the most important. He also edited and largely 
rewrote John Thomson’s Clinical Study and Treat- 
ment of Sick Children—a labour of love, for he had the 
highest regard and affection for that great physician. 
In 1930 Findlay resigned from his chair in Glasgow and 
went to practise in London. Soon after his establish- 
ment there he was appointed physician to the Queen 
Elizabeth Hospital for Children, and during the late war 
he held the post of physician to the children’s depart- 
ment of the Radcliffe Infirmary, Oxford. 


“ The thorough training Findlay had had in laboratory 
methods,’ writes G. B. F., “ made him realise the 
importance of combining clinical with laboratory 
work, and by his example and stimulating influence 
he did much to encourage his colleagues and assistants 
to make full use of the laboratory in the treatment and 
investigation of their patients. A ward round with him 
was no formal proceeding. He provoked discussion and 
argument, and often the surrounding cots would be 
strewn with books and pamphlets to prove or disprove 
some disputed point. He held strong views on many 
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subjects which at times provoked opposition, and it was 
difficult to move him once he had formed a definite 
opinion.” : 

An honorary member of many pædiatric societies in 
Europe and in America, Findlay was elected F.R.F.P.S. 
in 1914 and F.R.C.P. in 1936. He married in 1905 Miss 
Gertrude Binning and they had two daughters. 


FRANCIS HOWARD HUMPHRIS 
M.D. BRUX., M.R.C.S., F.R.C.P.E., D.M.R.E. 


Dr. Howard Humphris was born at Croydon in 1866, 
the son of Mr. F. H. Humphris, J.P. He was educated 
at Highgate School and studied medicine in Edinburgh, 
London, and finally at Brussels, where, having taken his 
Conjoint qualification in 1895, he spent three years as 
a tutor at the university. For the next ten years he 
practised in Honolulu, where he was superintendent of 
the insane asylum and senior staff physician at the 
Queen’s Hospital. He was also elected president of the 
Hawaiian Medical Society. In 1908 he returned to 
London, and after serving as clinical assistant to the 
X-ray and electrotherapeutic department at the West 
London Hospital he set up in successful consultant 
practice in that specialty, later joining the staff of the 
St. John Clinic. During the 1914-18 war he was sent 
to Egypt by the War Office to reorganise the X-ray 
departments of the military hospitals there. 


In the ’20s physiotherapy was coming into general 
use, and many doctors were anxious for practical guidance 
on its scope and application. In Dr. Humphris’s writings 
many of them found the help they wanted, for his books 
were directed to meet the clinical needs of his readers 
rather than to evoke biophysical arguments. Artificial 
Sunlight Therapy, which quickly ran through five 
editions, he described as an attempt to put in ‘“‘ handy 
form and simple language’’ the main conclusions of 
authoritative research-workers. His Principles and 
Practice of Physiotherapy was an equally successful 
attempt to describe the various forms of light and 
heat treatment and indicate the diseases for which they 
were appropriate. He also believed in the beneficial 
effects of mild radium therapy in gout, rheumatism, 
some gynecological conditions and skin diseases, and 
respiratory catarrh. To dispel the public fear of radium 
as a destructive agent he was anxious that this treatment 
should be known as ‘‘ emanotherapy,’’ and this was the 
title he chose for his book on the subject, published in 
1937 jointly with Dr. Leonard Williams. Humphris’s 
witty and amusing turn of phrase is seen to advantage 
in an article on Abrams’s electronic reactions, which as 
a past president of the American Electrotherapeutic 
Association he contributed to our columns in 1924. It 
begins: ‘‘ Dr. Albert Abrams claimed that his ‘ electronic 
reactions are either the greatest miracle of the age or 
else the greatest fake,’ and after careful investigation it 
would appear that this second claim is justified.” 


At home and abroad, inside and outside his profession, 
Dr. Humphbris received many distinctions. A freeman 
of the City of London, he was prime warden of the 
Blacksmiths Company (1941-43), a governor of Christ’s 
Hospital, a commander of the Order of St. John of 
Jerusalem, and a member of Lloyd’s. He held the 
American Golden Key for distinguished service to physical 
therapy, and he was chevalier of the Order of Leopold I. 
A past president of the Hunterian Society, he had also 
presided over the Irish Medical Graduates’ Association. 


“ It must be some 25 years ago,’ a contemporary 
writes, ‘‘ that I first met Howard Humphris, and I must 
confess I was at first somewhat overawed by him. He 
was immaculately dressed with a flower in his coat and 
an eyeglass in his eye. As time went on, however, I 
soon discovered that underneath this somewhat flam- 
boyant exterior there lurked an enthusiast in the branch 
of medicine he had adopted, and a very kindly heart. 
In spite of his large and successful practice he was a 
frequent attendant at many. medical society meetings, 
where as an after-dinner speaker he was greatly in 
request and usually had a fund of stories to fit the 
occasion. He was one of the founders of the Duchesne 
Society, which consisted of the pioneers of radiology 
and physical medicine of those days and which met after 
dinner to discuss the problems of their specialty. To be 
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invited to one of Howard Humpbhris’s dinners was an 
event not easily forgotten. A gourmet (not a gourmand), 
he delighted in entertaining his friends with rare and 
delicate foods and wines. Equally at home on the 
Continent, he appeared to know where the: most delicate 
and best cooked meals could be obtained.” 

Dr. Humphris married Miss Ethel Marion ‘Hesketh, 
who survives him. He died at Bath on June 17. 


DONALD JAMES MACKINTOSH 
C.B., M.V.O., M.B., LL.D. GLASG. 


Colonel D. J. Mackintosh, who died on June 12 at the 
age of 85, was medical superintendent of the Western 
Infirmary, Glasgow, from 1892 to 1937. During his 
long period of office he took a prominent part in hospital 
planning and earned an international reputation as an 
expert in design and equipment. A pioneer in the 
development of X-ray apparatus, he worked hard to 
establish radiology as a hospital department, and he 
made important contributions to the layout and equip- 
ment of operating-rooms. 

He qualified in medicine at the University of Glasgow 
in 1884, and after holding a resident post at the Glasgow 
Eye Infirmary joined the staff of Belvidere Fever 
Hospital. His career in hospital administration began 
with his appointment in 1890 to the Victoria Infirmary, 


of which he was the first medical superintendent, and — 


two years later he became medical superintendent of the 
Western Infirmary. He was largely responsible for the 
organisation and equipment of the Scottish National 
Red Cross Hospital at Kroonstadt during the South 
African war, and when the Territorial Army was formed 
he became lieut.-colonel commanding the 3rd Scottish 
General Hospital. Later he was A.D.M.S. in the Lowland 
Division, and in 1914 he was appointed to supervise the 
organisation and administration of all military hospitals 
in the Glasgow area. 

Mackintosh’s capacity for organisation gave direction 
to his voluntary work. He was chairman of the council 
of the St. Andrew’s Ambulance Association from 1911 
until 1944 and he was made a vice-president in 1920. 
For many years he was vice-chairman of the General 
Nursing Council in Scotland as well as chairman of the 
Scottish board of the Royal College of Nursing. An 
original member of the British Hospitals Association, 
he was the first honorary secretary and afterwards 
chairman of the council. In 1929 he was appointed by 
the Secretary of State for Scotland to the Central Liaison 
Committee for Voluntary Hospitals, and he was invariably 
called upon to give expert evidence before any com- 
mission investigating hospital problems. The many 
hospitals which sought his advice at times of construction 
and reconstruction included the Glasgow Royal Infir- 
‘mary, the General and Children’s Hospitals at Nottingham, 
Falkirk and District Royal Infirmary, and North Stafford- 
shire Royal Infirmary. He was also one of the most 
active members of the board of management of the 
Glasgow Royal Maternity and Women’s Hospital. These 
services brought him many honours. . He was a com- 

anion of the Order of the Bath, a member of the 

ictorian Order, and a knight of grace of the Order of St. 
John of Jerusalem. In 1912 the University of Glasgow 
conferred on him the honorary degree of LL.D., and he 
was also a deputy lieutenant of the county of the city of 
Glasgow. | 

“ In the days when medical superintendents really 
governed,” writes a colleague, ‘‘ Colonel Mackintosh was 
recognised as a disciplinarian. His bark was ferocious. 
In making his way along the corridors of the Western 
Infirmary he looked like a battleship escorted by a 
flotilla of destroyers. He had an uncanny knack of 
discovery followed by the discomfiture of the law-breaker. 
It may be said that he lacked certain graces, and his 
exterior was undoubtedly formidable. Behind all this 
lay a Highland spirit, loyalties that were life-long, and 
as high standards for himself as he set for others. On 
looking back over the years thousands of residents and 
nurses will remember the super with kindliness and 
admiration, and few with rancour.” 

Dr. Mackintosh is survived by his wife and daughter. 
His son, Donald Mackintosh, was killed in action in 
France in 1917, and was posthumously awarded the 
Victoria Cross. p 


SIR ALMROTH WRIGHT 


Prof. D. W. Carmalt-Jones writes from New Zealand : 
“ I have heard privately of the death of Sir Almroth 


‘Wright, but the journals with his obituary notices have 


not yet arrived in this country. As an old pupil, most 
deeply in his debt, I should like to add my tribute to his 
memory at this long range, before it is too late. Note 


_ will have been made of his career and of the honours paid 


him, titular and academic, and of his services to both- 
preventive and curative medicine, of: his profound 
intellect, his technical ingenuity and skill, his adminis- 
trative gifts, his versatility, perhaps even of his wit and 
of his controversial vigour—maybe of his ‘book,’ with 
its suggestions of Mr. Dick’s Memorial. One matter, 
however, is less well known and is probably nowhere 
recorded, but has always been to me most characteristio - 
and important, and that is his influence on his staff. ; 
“ Provided one kept within the four comers of the 
doctrines accepted there, the most outspoken comment 
was prevalent and encouraged in the laboratory, and it 
was generally expressed in the most unrestrained 
language. Wright used to say: ‘ This lab. is a republic, 
as all the world ought to be.’ It was nothing of the kind-: 
it was a benevolent despotism. The rule of the place, 
though it was never stated, was that the work of the 
day must be done in the day, and that by the qualified 
workers, not by the technicians. I write of forty years 
ago and the early days of the opsonic index, when the 
main work was done at night. often went wrong, 
a whole batch of slides had to be scrapped and the work 
repeated. No-one ever thought of postponing it till.the 
folowing day; we stayed on till the job was done and 
the results entered up. It might be thought from this 
that Wright was a martinet. Nothing of the sort: I- 
never heard him give an order; the work was there to 
be done, and we should as soon have thought of leaving 
it unfinished as of going without our breakfasts. A chief 
who, without orders given, kept a team of -young men 
out of their beds till past midnight several times a week, 
and for years on end, had some remarkable qualities.”’ 


i -Public Health > | 


The Mental- health Service 


Tue Minister of Health has announeed that the 
functions of the Board of Control, other than those of 
a quasi-judicial nature, are to be transferred to him 
as from July 1. A mental-health division of the Ministry 
of Health, to which the appropriate members’ and 
officers of the board are transferred, has been established. 

He has also sent to the appropriate bodies a circular 
outlining the form which the proposals of local health 
authorities for administering their mental-health responsi- 
bilities should follow. These duties will involve the 
appointment of duly authorised officers who will take 
the initial steps in providing care and treatment for 
persons suffering from mental illness. Former relieving 
officers with experience in this work (which -in future 
is to be divorced entirely from the poor-law) and the 
part-time use of psychiatric social workers, specifically 
authorised for this purpose, are recommended. In the 
care of mental defectives, ascertainment, the provision 
of supervision, institutional care or guardians ip, and 
training and occupation for those not in institutions 
are involved. Arrangements for care and aftercare 
should also be considered. 

While the supervision of mental patients on: trial 
or boarded out, and of mental defectives on licence, is 
ultimately the responsibility of the hospital or institution, 
coöperation between local authorities and regional boards 
may save man-power, scarce in this as in other fields. 

Effective arrangements will involve consultation and 
continued contact between local health authorities, 
the regional hospital boards (who will provide the 
services of specialists), and hospital management com- 
raittees. So far as local health authorities are concerned 
in future, responsibility both for the mentally ill and. the 
mental defective will be exercised through the statu- 
tory health committee, advised by the medical officer of 
health. The committee are advised to appoint a mental- 
health subcommittee to draft their proposals and under- 
take the subsequent detailed administration. A medical 


- multiple or secondary causes of death. 
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officer with special experience, on the staff of the M.o.n., 
to advise on mental health, to undertake the direction 
of the mental-health social workers, and to take an 
active medical part in the certification of mental defec- 
tives, is also recommended. 

The ‘‘ proposals ” are to be submitted to the Minister 
by Oct. 31, copies being sent to various interested 
bodies. 


Statistical Tables 


The Registrar-General continues to make good the 
gaps left by war-time stringency in our vital statistics. 
e civil tables for 1942 which have lately been published 


-record significant trends in population statistics, for 


that year saw the turn in the tide of the birth-rate. 
Live births occurred at a rate of 15:9 per 1000 of the 
population at all ayes, compared with the all-time low 
of 13-9 in 1941. As later figures have shown, this was 
the beginning of the upward curve of the birth-rate which 
has culminated in the post-war boom in babies. The 
marriage-rate of 17:7 per 1000, on the other hand, showed 
a drop from the abnormal rates of over 20 recorded in the 
first two years of the war. It is perbaps significant that, 
in 1942 the reversal of the upward trend before 1940 


in the birth-rate in the Axis States becomes definite, 


particularly in comparison with the increase in the birth- 
rate even in the occupied countries of Europe. Whether 
this was due to a diminished faith in the future engendered 
by military reverses or merely to the absence on active 
service of the bulk of these countries’ young manhood 
is a matter for speculation. A comparison of the natality 
figures in the various parts of the Empire showed that 
these rates varied from 21:7 per 1000 in South Africa 
to 9:9 in Jersey. More important medically, however, 
was the variation in infant-mortality rates,among the 
white peoples of the Empire. New Zealandand Australia, 
with rates of 29 and 39 deaths per 1000 live births, were 


-clearly better than either Canada or the United Kingdom 


with rates of 54 and 53 respectively. 

Another recent publication, part Iv of the Decennial 
Supplement for England and Wales for 1931, deals with 
In the classifica- 
tion of death certificates a major difficulty, where more 
than one disease exists, lies in the assignment of the 
appropriate primary cause of death. In the decennium 
under review this was done according to the arbitrary 
rules laid down in the third revision of the International 
List (1919). Tables as now published, showing the 
frequency of association of primary and secondary 
disease, thus necessarily reflect these regulations. None 
the less, they do give a clearer picture of the actual 
causes of death, both original and secondary, than the 
simpler tabulations of the main assigned causes alone. 


N 


Scottish Statistics for the First Quarter 


During the first quarter of this year the birth-rate in 
Scotland, 24:1 per 1000, was the highest for twenty-five 
years; and the infant-mortality rate, 63 per 1000 live 
births, was the lowest ever recorded in Scotland in a first 
quarter. These figures are given in the Registrar-General’s 
report,! according to which the stillbirth-rate during the 

uarter was 32 per 1000 total births. The death-rate 
om tuberculosis, 91 per 100,000, is above the average 
for first quarters of recent years, and exceeds by 14 the 
rate in 1938. 
Smallpox 


It is reassuring that, up to June 24, no further cases 
had been detected at Barnsley or Wakefield since the 
last removals on June 4, and that the period of sur- 
veillance of contacts has now expired. ‘It would, how- 
ever, be premature to assume that the outbreaks in 
these districts have ended. 

The only focus known to be active is at Bilston, Staffs, 
and here the position is less satisfactory. A new genera- 


~~ tion of cases appeared on June 17, and since then 8 


patients have been admitted to the smallpox hospital. 
The diagnosis is at present doubtful in 6 of these; the 
unquestionable cases come from a single household not 
previously affected or under surveillance. 


1. Quarterly Return of tbe Registrar-Genecral Scotland: Births, 
Deaths and Marriages registered in the Quarter onded March 
“ 31, 1947. H.M. Stationery Ollice. Pp. 24. 6d 


A further 2 patients in whom smallpox is suspected 
have been admitted to the Bilston smallpox hospital, 
from Willenhall and Dudley respectively. The source of 
infection in the former case is known to have been at 
Bilston ; but the appearance of the disease at Dudley 
cannot at present be explained. The usual precautions 
are being taken at Willenhall and Dudley. 


Poliomyelitis 

There were 31 notifications of poliomyelitis in England 
and Wales during the week ended June 14. This is 
higher than usual for the time of year, and an upward 
trend is expected. 

Of these cases, 9 occurred at Barrow-in-Furness, and 
there have been localised prevalences in Bedfordshire, 
Worcestershire, and South London. As is usual, any 
direct connexion between cases has been the exception 
rather than the rule. About 15% of the patients are 
adults. Clinically, there is considerable variation in 
severity, and cases of respiratory paralysis requiring 
treatment in an iron lung have occurred. At Barrow- 
in-Furness 2 pregnant women are involved, and 3 of 
the patients showed persistent meningeal signs as an 
outstanding feature. l 

Prevalence has been unusually low since 1938, and 
generally speaking notifications have not risen above 
about 30 a week; nor has a significant rise appeared 
until the end of July. Possibly the exceptionally warm 
weather at the end of May has had something to do with 
the present increase. 


Infectious Disease in England and Wales 
WEEK ENDED JUNE l4 


Notificalions.—Smallpox, 0; scarlet fever, 833 ; 
whooping-cough, 2062 ; diphtheria, 195; paratyphoid, 
12; typhoid, 4; measles (excluding rubella), 10,796 ; 
pneumonia (primary or influenzal), 380; cerebrospinal 
fever, 49; poliomyelitis, 31; polioencephalitis, 3 ; 
encephalitis lethargica, 0; dysentery, 48; puerperal 
pyrexia, 124; ophthalmia neonatorum, 68. No case of 
cholera, plague, or typhus was notified during the week. | 

Deaths.—I1n 126 great towns there were 1 (0) deaths 
from enteric fever, 1 (0) from scarlet fever, 2 (0) from 
diphtheria, 4 (0) from measles, 10 (1) from whooping- 
cough, 83 (6) from diarrhoea and enteritis under two years, 
and'4 (0) from influenza. The figures in parentheses are 
those for London itself. f 

The number of stillbirths notified during the week 
was 252 (corresponding to a rate of 27 per thousand 
total births), including 32 in London. 


Births, Marriages, and Death 


BIRTHS i 
ARNOLD.—On June 20, in London, the wife of Dr. Michael Arnold 


—a son. 
BopMAN.—On June 17, at Bristol, the wife of Dr. Frank Bodman 


—®& son. 
DavIson.—On June 20, at Newcastle-on-Tyne, the wife of Dr. 
M. H. Armstrong Davison—a daughter, . - ~ 
JoLLty.—On June 18, in London, the wife of Captain Hugh Jolly, 
" RLA.M.C.—~a daughter. 
LLoyp.—On June 20, at Worcester, the wife of Dr. J. C. Lloyd 
—a daughter. 
OGILVIE.—On June 19, at Canterbury, the wife of Dr. J. D. Ogilvie 
—a daughter. 
SHEFFIELD.—On June 17, at Walton-on-Thames, the wife of Dr. . 
D. G. Sheflield, M.o.—a daughter. l 
SICHEL.—On June 20, at Northampton, the wife of Dr. G. R. McK. 
Sichel—a daughter. 
WALTON.—On June 16, in London, the wife of Mr. Anthony Walton, 
F.R.C.8.—a, daughter. 


MARRIAGES 


BarcLay—JeEssop.—On June 17, in London, Robert Ohristopher 
Barclay, F.8.c.8., to Cecilia L. J. Jessop. 

HOLLAND—DUKE.—On June 14, in London, Hugh Wiliam Holland, 
M.R.C.S., to Jean Margaret Hyde Duke. 


DEATHS 


AppEY.—On June 20, at Otley, Suffolk, William Fielding Addey, 
M.D. Lond., F.R.C.P. 

EVERETT. —On June 15, at Winchester, Wiliam Everett, m.B. Edin., 
F.R.C.8.H., aged 56. i 

HEARNE.—On June 15, at Thornton Heath, Surrey, Edward 
Campbell Hearne, L.R.C.P.5£., aged 88. | 

eed tr Wie April 8, in Bombay, Robert Arthur Heatley, M.B. 


ubl. 

HumpuHRis.—On June 17, at Bath, Francis Howard Humphris, 
M.D. Brux., F.R.C.P.E., D.M.R.E., formerly of London. 

WALL.—On June 19, in London, Reginald Cecil Bligh Wall, p.m. 
Oxfd, F.R.c.P., aged 77. 
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Notes and News 


THE EXECUTIVE COUNCILS 


THE local executive councils, which under the National 
Health Service Act will administer locally the “ general 
medical services,” are beginning to come into being all over 
the country. Their members’ names will be announced locally 
as the councils are set up. 

Normally there will be an executive council for each county 
or county borough, though in some cases a single council is being 
formed for two areas. Each council is to consist of a chairman, 
appointed by the Minister of Health, and twenty-four other 
members. Eight members are appointed by the local health 
authority (the county council or the county-borough council) ; 
four by the Minister ; seven by the local medical committee ; 
three by the local dental committee; and two by the local 
pharmaceutical committee. The National Association of 
Insurance Committees have placed the services of their stuff 
and premises at the disposal of the new councils. 

The executive councils are the bodies with which the 
doctors, dentists, and pharmacists taking part in the “ family 
practitioner’? arrangements: under the Act will be in con- 
tractual relationship. The supplementary ophthalmic service, 
which is to operate until a specialist ophthalmic service can 
be provided as part of the hospital service, will be administered 
by special ophthalmic service committees, including members 
appointed by the executive councils. 

Executive councils are expected to form a link between 
the general practitioners of the area and the hospital and 
local-authority services. They will be in close touch with the 
local professional committees of doctors, dentists, and 
pharmacists which have already been recognised by the 
Minister for the purposes of the new service. 


THE HARVEIAN SOCIETY’S DINNER 


TE Buckston Browne dinner of the Harveian Society of 
London was held at the Royal College of Surgeons on June 19, 
with Dr. Macdonald Critchley, the president, in tho chair. 
The guests included the presidents of the three Royal Colleges 
and the medical directors-general of the Forces. The memory 
of William Harvey and of Sir George Buckston Browne 
were toasted in silence. The Society was proposed by Admiral- 
of-the-Fleet Sir James Somerville. Lord Moran and Sir John 
Anderson responded to the toast of The Guests, proposed by 
Sir Cecil Wakeley. Sir John Anderson said that ever since the 
society was founded more than a hundred years ago the 
history of medicine had been one of contest between empiri- 
cism and scionce; but advances in the last forty years, 
dating perhaps from the early work of Sir Almroth Wright 
and culminating in present-day chemotherapy, justified the 
medicine’s being acknowledged as an exact science. A new 
vista had been opened up in nuclear energy, which “ may 
revolutionise the whole art of healing.” 


THE EXPERTS ON SAFETY-FIRST 


In planning a campaign for road safety, Air Vice-Marshal 
J. R. Cassidy, organiser for Gloucestershire, is following 
unusual lines. When studying the information about road 
accidents published by the Ministry of Transport, he found, 
as others have done, that the highest casualty-rate is among 
children under 12, with the peak just before school age. The 
lowest pedestrian casualty-rate, however, is among young 
people in their teens ; and he has therefore enlisted the help 
of these young experts in the task of educating their juniors. 
He has been giving talks on the subject in secondary schools 
—talks which show a nice appreciation of the tastes and 
interests, as well as the good sense, of his hearers. He tells 
them they are specially skilled in avoiding accidents, thanks 
to their teachers’ training and their own spryness and agility. 
“ You may well say,” he goes on, “ why come and talk to 
us, when statistics show that we are the experts in this 
national pastime of juggling with death on the roads ?. The 
answer is I have not come to teach you but to ask for your 
help, not only because you know your stuff but for another 
and more important reason. Your’teachers have doubtless 
impressed upon you that the under-twelves are much more 
interested in the opinions and behaviour of people of your age 
than they are in what the grown-ups say and do; on that 
account you exercise a tremendous influence on the younger 
children, even though you may not realise that you are 
doing so.’ 
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He goes on to explain that though many children who 
become victims of road accidents ‘know their kerb-drill 
perfectly ” they fail to put it into practice ; and this is where 
the teen-agers come in. He asks them to set a good example 
by being particular about their own kerb-drill, and to show 
strong disapproval whenever they see a young child behaving 
foolishly. “Don’t hesitate to tell a child, even a perfect 
stranger, that he or she is being a silly ass.” He ends by telling 
them five facts: that 6000 people a year, or 17 a day, are 
killed in road accidents, and of the 17, 5 are children; that 
200,000 people a year—or one a minute of our normal working 
life—are injured in road accidents ; that dazzle is the greatest 
enemy of the careful driver; that a car with brakes in good 
order, driven on a good road at 30 miles an hour, will travel 
75 ft. between the time the driver decides to pull up and the 
time it comes to rest; and that road accidents cost the 
country over £100 million a year. He asks them to say to 
themselves when they start out on the road in the mornings, 
“ Today—it might be me,” and he ends by asking them. to 
join his staff as honorary members so long as they are in their 
teens. 


AMBULANCE SERVICES 


AMONG the new duties which await the county councils 
in the near future is that of controlling the local fire services. 
The Minister of Health has now distributed a brief disquisition 
(circular 109/47) on the technical point of whether the fire 
services and the ambulance services, which are also to be 
taken over by the councils, should be managed by a single 
department or should be allowed to develop as separate 
entities. The advantage of combining the two is that there 
would need to be only one telephone clerk always on duty to 
take and transmit messages, and also that.the ambulances, 
which are usually undermanned, might be able to call on the 
fire service for occasional assistance. On the other hand, 
unity of control of two such different services might give rise 
to the undue depreciation of ambulance services by fire chiefs, 


who would be in a position, if so minded, to make the 


housing, cleaning, and servicing of ambulances a difficult 
problem. There may also be differences in wage rates or 
conditions of work in the two services, which would at least 
be less apparent if the services were not closely connected. 
The leaflet gives no definite instructions but offers a 
philosophical review of pros and cons. 


MEDICAL RESEARCH IN IRELAND 


Tue report of the Medical Research Council of Ireland 
for 1946, recently published, tells a story of continued achieve- 
ment in the face of difficulties. During the year the minister 
for local government and public health decided, on the 
council’s advice, to have acid calcium phosphate added to 
baker’s flour. The council, like its English counterpart, has 
been made responsible for the distribution of streptomycin ; 
and it has also been asked to consider the advisability of 
introducing B.c.G.-vaccination. The minister has explained 
that the annual grant of £5000 a year can be guaranteed only 
for 1947 and 1948. “ In these circumstances,” the report 
explains, “ the council has been unable to make plans for any 
long-term research and has been compelled to continue the 
practice of awarding grants for periods of one year only. 
Until such time as the council is in a position to offer security 
of tenure to its workers, it will be unable to attract to medical 
research in this country those who are anxious to devote their 
lives to research.” This kind of uncertainty is a serious 
handicap to a research institution. 


MEDICINE IN CZECHOSLOVAKIA 


Dure the last fortnight in May a group of thirty British 
doctors made a tour of the leading hospitals,- spas, and 
sanatoriums in Czechoslovakia, as guests of the government 
of the country. They were warmly entertained throughout 
the tour, which began with visits to the famous spas of 
Marienbad, Carlsbad, and Franzenbad—or, to give them their 
Czech names, Marianske Lazne, Karlovy Vary, and Frantis- 
kovy Lazne. Later they saw the spas of Podebrady, Luha- 
covice, Trencianske Teplice, and Sliac. These are all beauti- 
fully placed, and well supplied with good hotels. Many of the 
spas include well-equipped hospitals and laboratories for 
the investigation and treatment of serious cases, and a large 
number of them are used for the reablement of industrial 
workers suffering from medical or surgical disabilities—work 
which is supported by the government. Our own spas might 
well develop similar reablement centres. 


-r 
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Two splendid sanatoriums were visited, as well as the 
department for diseases of the chest at the Bulovka Hospital 
in Prague. This last is said to have a more complete X-ray 
installation than any institution in Great Britain. ‘Treatment 
of pulmonary tuberculosis is on the same lines as are found 
in the best chest centres here, with the difference that patients 
are much better fed: they are getting as much meat in one day 
a3 British patients get in a week, and meals are well cooked 
and beautifully served. | 

Medicine and surgery arə practised at a high standard in 
the Bulovka Hospital and the Prague university clinic. Many 
of the young postgraduates spoke English, and in all six 
medical schools of the country there was a strong wish for 
an exchange of postgraduate students with Great Britain. 
They are short of textbooks, and would welcome any copies 
that can be spared, even though these are not the latest 
editions. 

The shortage of nurses, as acute there as here, is put dewn 
to the higher wages paid by industry throughout the country. 
Very large numbers of medical students are in training to 
meet the needs of a full national health service, and this has 
placed some strain on the teaching staff; but the spirit of 
enthusiasm, encountered everywhere, seems likely to overcome 
most difficulties. 


HONOURS FOR THE DISCOVERERS OF PALUDRINE 


THE Society of Apothecaries of London has presented 
its gold medal in therapeutics in triplicate to Mr. F. H. 8. 
Curd, PH.D., Mr. D. G. Davey, PH.D., and Mr. F. L. Rose, 
PH.D., whose work in the laboratories of Imperial Chemical 
Industries Ltd. culminated in the discovery of the anti- 
malarial drug, ‘ Paludrine.” When the medals were presented 
on June 17 Dr. C. Thackray Parsons, the master, was in 
the chair, and there were over 200 guests, including Sir 
Robert Robinson, president of the Royal Society, Mr. William 
Gilliatt, president of the Royal College of Obstetricians and 
Gynecologists, Sir Alexander Fleming, F.R.S., Sir Lionel 
Whitby, Sir Norman Vernon, and Sir Peter Bennett. 

In outlining the history of the struggle against malaria 
Prof. E. C. Dodds, F.R.S., the junior warden, pointed out that if 
enough quinine can be given to the workpeople in a malarious 
area it is possible to make malaria almost disappear, but it 
would take a huge amount of quinine to treat all the popula- 
tion of all malarious areas. Before the late war I. G. Farben 
in Germany had produced effective synthetic antimalarials, 
including ‘Atebrine’ and ‘ Plasmoquin,’ but these were 
difficult and expensive to make. The fall of the Dutch East 
Indies virtually cut off supplies of quinine from the Empire; 
but thanks to the. brilliant work of our organic chemists, 
backed by a tremendous commercial effort, supplies of 
atebrine (mepacrine) were produced, though at great expense. 
The research chemists of 1.C.]. then struck out on a new 
line. Following up the pointer provided by the antimalarial 
activity of some sulphonamides, they conducted a series of 
researches which Professor Dodds characterised as brilliant 
alike in their chemical originality and biological ingenuity, 
as a result of which we now possess a suppressive of the 
greatest efficacy, easy to make, and virtually non-toxic. 
The discovery of paludrine has given the lie for all time to the 
suggestion that the 1.G. Farbenindustrie are the only people 
capable of doing long-term chemotherapeutic research. 

The Chalmers medal of the Royal Society of Tropical 
Medicine and Hygiene, awarded biennially to scientists 
under 45, has also been conferred on Mr. Davey. 


SOCIETY OF MEDICAL OFFICERS OF HEALTH 


THE annual luncheon of the society, held at the Piccadilly 
Hotel on June 20, was a centenary occasion, for it was in 
1847 that W. H. Duncan went to Liverpoo! as the first M.o.H. 
When Sir Allen Daley, the president, welcomed the guests, 
who included the Minister of Health, the Chief Medical 
Officer, the presidents of the Royal Colleges, British Medical 
Association, and Medical Women’s Federation, the chairman 
of the Central Midwives Board, and the professor of public 
health at Harvard, he called it the annual festival of the 
back-room boys. Mr. Aneurin Bevan, “ speaking as a front- 
room boy gaily manipulated from the back room,” said 
that his discussions with the profession’s representatives were 
being conducted in a diminuendo of acrimony. The M.o.H.’s, 
he felt, had a past to live down: they had inherited the 
poor-law system and had to adapt tho infirmaries to the needs 
of the present. In the new service, far from losing importance, 
they would be highly important bridges across apparent 


crevasses. Tho Government were trying to lay down the 
principles of a health service which would gain the admiration 
of the world and the support of Great Britain. He preferred 
unity in practice with superficial schisms to superficial unity 
with muddle in practice. 

The president looked back over a century of preventive 
work and forward to the day when there would be a Royal 
Society of M.o.H.’s. He urged that no step should be taken 
in the next six months which it would be difficult to retrace. 
The new service would need men of the proper quality with 
facilities to do their work properly. In prevention it was 
essential to have access to the facts with regard to all diseases, 
not only the infectious ones. The M.o.H. of the future must 
be supported by good hospital and general-practitioner 
services. What the hospitals most needed was an adequate 
supply of efficient nurses.. 


“ZODIAC” 


In their new journal the Aberdeen University Medical 
Society hope “ to record the interesting and unusual case, to 
perpetuate an outstanding address, and to maintain contact 
with graduates.” In their first issue they are as good as their 
word. H. W. Fullerton reveals the random thoughts of a 
teacher, J. W. Howie gives excellent advice to would-be 
contributors to medical journals, there is a pro-and-con 
hagele on the National Health Service Bill, while pass-hsts 
and appointments provide the local news. An attractive 
design of the signs of the zodiac stands boldly on the pleasant 
grey cover of our new contemporary. 


University of Oxford 
Dr. R. V. Coxon has been appointed Betty Brookes research 
fellow for three years from Oct. 1, 1947. 


University of Sheffield 


Dr. E. C. Allibone has been appointed honorary lecturer 
in child health. 


University of Leeds 
Dr. J. D. Pickup has been appointed tutor and registrar 
in pediatrics. : 


University of Durham 

The following full-time research assistants have been 
appointed to the Nuftield department of industrial health 
at King’s College, Newcastle-on-Tyne: clinical medicine, 
Dr. E. G. Saint ; statistics, Mr. H. Campbell, F.s.s. ; sociology, 
Miss I. F. Beck, A.I.H.A.; and mechanical design, Mr. I. G. 
Baxter, A.R.C.S. 


University of Glasgow 

Dr. R. C. Garry, professor of physiology at University 
College, Dundee, has been appointed to the regius chair of 
physiology in succession to Prof. E. P. Cathcart, F.R.S., who 
retires at the end of this session. Professor Garry, who 
graduated in medicine in the University of Glasgow in 1922 
and took his p.sc. in 1933, was formerly senior physiologist 
at the Rowett Research Institute, Bucksburn. 


t 


University of Melbourne 

The honorary degree of doctor of laws has been conferred on 
Sir Gordon Gordon-Taylor, who lately delivered the Syme 
oration before the Royal Australasian College of Surgeons. 


International Conference of Physicians 
This conference is being held in London from Sept. 8 to 13 
(not 18 as stated in our last issue). 


Princess Tsahai Memorial Hospital 

The interior equipment of this hospital is now being bought 
in this country, and a further £20,000 is needed so that all 
requirements can be met. The hon. treasurers of the Princess 
Tsahai Memorial Hospital fund are Lord Horder and Lord 
Amulree, and donations may be sent to Lord Horder, cjo 
Messrs. H. Reynolds & Co., 1, Bloomsbury Court, London, 
W.C.1. 


Medical Superintendents’ Society 

At the annual general meeting of this society in Birmingham 
on June 13, Dr. D. Campbell Suttie, medical superintendent 
of the Royal Hospital for Sick Children, Glasgow, was installed 
as president. The annual dinner of the society was held 
the same evening, when Sir William Douglas, secretary to the 
Ministry of Health, was the principal guest. 
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St. George’s Hospital Medical School 


The Slater research fellowship in bacteriology has been 
awarded jointly to Dr. J. N. Marshall Chalmers and Dr. E. 
Levy. 


High Wood Hospital, Brentwood 


Dr. A. G. L. Reade has retired, on reaching the age-limit, 
from the post of medical superintendent to this hospital 
which he has held since 1933. He was appointed 0.B.£E. for 
his services with the Royal Navy in the 1914-18 war and 
served again in the late war with the rank of surgeon captain. 


American Research into Disseminated Sclerosis 


The Association for Advancement of Research on Multiple 
Sclerosis has made a grant of $64,350 for investigation in the 
field of allergy in connexion with disseminated sclerosis. The 
work will be directed by Dr. Elvin A. Kabat, assistant professor 
of bacteriology at Columbia University, who has induced in 
monkeys a disease akin to disseminated sclerosis by intra- 
muscular injection of emulsions of rabbit or monkey brain. 


Tata Memorial Trust 


The following awards will be made by the trust in October 
for research in blood diseases, with special reference to 
leukeemia : 

Grants for research expenses and assistance: 
(Denmark); Dr. Pierre Cazal (France); Dr. Pierre Dustin 
(Belgium); Dr. Peter Gorer (Great Britain); Dr. Maurice Guérin 
(France); Dr. Jozef Japa (Poland); Dr. Edith Paterson (Great 
Britain); Prof. Edoardo Storti (Italy); Dr. Johannes Clemmesen 
(Denmark); Dr. Tage Kemp (Denmark). 


Scholarships CONAIE RNE or part-time): Dr. Simon Iversen 
ead Dr. C. F. M. Plum ener ; Dr. G. H. R. Tötterman 
and z 


Margaret McMillan Memorial Fund 


= On Monday, June 30, at a concert by the French National 
Orchestra to be held at Harringay Arena at 7.30 P.M., Mr. C. R. 
Attlee, the Prime Minister, will launch an appeal on behalf 
of this fund to commemorate the work of Margaret McMillan 
as founder of the open-air nursery school and pioneer. of 
‘ medical inspection of schools. 
which will be used to extend the Rachel McMillan training 
college at Deptford, and to found a new Margaret McMillan 
training centre in the North of England. Sums will also be 
allocated to the Bradford Community Centre Appeal and the 
Nursery School Association of Great Britain. Donations may 
be sent to Mr. J. J. Mallon, C.H., LL.D., Toynbee Hall, 28, 
Commercial Street, E.l. 


Diary of the Week 


JUNE 29 TO JULY 5 - 


Dr. Jorgen Bichel 


Monday, 30th 


ROYAL COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
3.45 P.M. Mr. S. rca rte The Anatomy of the Axilla. 
5 P.M. Prof. R.J. . McDowall : Circulation. 


Tuesday, Ist 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Prof. J. Kirk: The Anatomy of the Gall-bladder. 
5 P.M. Prof. G. W. Pickering ; Hypertension. 
ROYAL SOCIETY OF MEDICINE, 1 , Wimpole Street, W.1 
1.30 P.M. Annual meeting of the society. 
WEST LONDON MEDICO-CHIRURGICAL POORTE - 
8.30 P.M. (Kensington Town Hall.) Mr. H. S. Souttar: POSTI 
in the Life of a Surgeon. (Cavendish lecture.) 


Wednesday, 2nd 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Prof. J. D. Boyd: Development of Urogenital System. 
5 P.M. Prof. E. B. Verney, F.R.S.: The Osmotic Release of 
Post-pituitary Antidiuretic Substance. 


Thursday, 3rd 


ROYAL COLLEGE OF SURGEONS 
3.45 P.M. Mr. H. F. Lunn: The Anatomy of Inguinal Hernia. 
5 P.M. Prof. A. Hemingway: Tissue Respiration. 
6.15 P.M. Prof. A. Sorsby : Measurement of the Living Eye. 


- Friday, 4th 


ROYAL COLLEGE OF SURGEONS ` 
3.45 P.M. Mr. R. J. Last: oe Anatomy of the Larynx. 
5 P.M. Professor Hemingway: Muscular Exercise. 
6.15 P.M. Prof. J. Beattic : ' The Physiology of the Post- 
operative Period. (Bernhard Baron lecture.) 
ROYAL COLLEGE OF OBSTETRICIANS AND GYNÆCOLOGISTS, 58, Queen 
Anne Street, W.1 


3 P.M. Prof. F.J. ONY Hypertension in Pregnancy. (William 
Meredith Fletcher Shaw memorial lecture. ) 
5 P.M. Mr. J. A. Stallworthy : Fact and Fantasy in the Study of 


Female Sterility. (Biennial scholarship lecture.) 


` BELL, D. 


. HADDEN, 


It is hoped to raise £250,000 
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National Formulary 


A third edition of the National (War) Fomoulayi is now being 
published. It will incorporate a large number of pGAIDOnE, 
alterations, and deletions. 


International Short Wave Congress 


An international congress on short-wave diathermy will 
be held in Amsterdam in July, 1948. Further information 
may be had from the English representative Dr. William 
Beaumont, Institute of Ray pages 152, Camden Road, 
N.W.1. 


Appointments 


‘ 


——— 


AINSLIE, WILLIAM, L.R.C.P.E., D.P.H.: deputy county and school 
M.O., West Sussex. a 

M., M.B. Belf.: St. Bartholomew’s Hospital, 
Rochester. 


BLACK, JACK, M.B. Glasg.: asst. M.0.H., Southport. 

BOLTON, REGINALD, M.B.E., M.B. Lond., M.R.C.P.: physician, Epsom 
County Hospital. 

BROWNLIE, MARY F., M.B. Glasg.: asst. T.O., Brighton. 

BUTCHER, W. H., D. M. Oxfd, D.P.H.: M.O.H., Guisborough, Loftus, 
Skelton, and Brotton, and asst. school M.O., North Riding, 
Yorkshire. i 

CLAYTON, T. M., 
Coventry. 


R.8S.0., 
M.D., B.HY. Durh., D.P.H.: e M.O.H. and school M.O., 


CoLLins, L. J., M.B. N.U.I., D.P.H. : asst. school M.O., Burnley. 

FEIWEL, MICHAEL, M.B. Camb. : specialist in dept. for diseases of 
the skin, St. Mary’s Hospital, London. 

GorpoNn, W. H.. M.B. Glasg., D.O.M.8.: ophthalmologist, Luton 
Education Committee. 

RONALD, L.R.C.P., D.M.R.: radiotherapist, Royal Devon 
and "Exeter Hospital. 

HEGARTY, A. G., D.S.O., M.B. Glasg., D.A.: specialist aneesthetist, 

d Mansfield and District General Hospital. 

Hut L., M.B. Belf.: temp. senior asst. M.O.H. and school M.O., 

1am. ; 

HYWEL-DavieEs, P. I., M.B. Lond., F.R.c.s.: chief orthopeedic asst. 
and registrar, Westminster Hospital, London. 

Lawson, H. P., F.R.C.S.E., D.L.O., L.D.S.: asst. aural surgeon, 
Salford Royal Hospital. 

Lunt, H. R. W., M. B., M.CH. ORTH. Lpool : first asst., orthopedic 
and accident service, Oldham Royal Infirmary. 

MACFIE, J. M., M.B. Edin., M.R.C.P.E. : asst. physician, City Hospital, 
N ottingbam. 

MASTERMAN, E. B. Z., M.D. Camb., F.R.C.8.E.: asst. surgeon, City 
Hospital, N ottingham. 

MURRAY, F. J., L.R.C.P.I., D.P.H. : 
Newcastle-under-Lyme. 

O'’RELLY, J. N., D.M. Oxfd, M.R.O.P.: 
General Hospital. 

PATTINSON, T. P., M.B. Camb. : asst. T.O., Somerset. 

PEAKER, C. EILEEN. M.B. Camb., M.R.C.O.Q. ! visiting gynæcologist, 
Doncaster Royal Infirmary, and obstetrician and gynæcologist 
to borough of Doncaster. 

SMITHSON, R. G., M.D. Leeds, D.P.H.: M.O.H. and divisional M.O., 
Tadcaster and Wetherby, and West Riding of Yorkshire. 
STANLEY, D. A., M.B. Lond., A.R.I.C.: asst. pathologist, Leicester 

Royal Infirmary. 

TOWNSEND, E. J. S., M.B. Leeds: radiological registrar, Nottingham 
General Hospital. 

WATKINS, J. FE., M.B. Wales, D.P.H.: East Midlands divisional M.O., 
National Coal Board. 

: director of Joint Cancer Committee for 


Woon, DUNCAN, F.R.C.S. 
Cornwall, Devon, Exeter, and Plymouth. 


Aldershot Hospital: 


FERGUS, A. N., M.B. Glasg., F.R.F.P.S., D.O.: ophthalmic surgeon. 
JOBSON, P. H., M.B. Lond., F.R.C.5., D.L.O. : E.N.T. surgeon. 
Krys, SERGE, L.R.C.P.: clinical pathologist. 


Lancashire County Council:. 


‘ Asst. Medical Officers: 
FRASER, D. J., M.B. Aberd., C.P.H. 
HOWARTH, IRENE E., M.B. Manc., D.OBST.R.C.O.G. 
JONES, T. S., M.B. Lpool, C.P.H. 
WED, J. L., M.B. Camb., D.P.H. 


Colonial Service: 
BANNERMAN, R. 


deputy M.O.H. and school M.O., 


pædiatrician, Croydon 


H. O. M.B. Lond. : M.O. ORA Gold Coast. 
M 


Brown, K., M.P., M.R.O.P. : woman M.O., Northern Rhodesia. 

COCHRANE, 'G. C. ., L.R.C.P.: M.0., Kenya 

Corcos, M. G., L.R.C.P. : M.O., Paon Control Service, Nigeria. 

CREIGHTON, J. O., L.R.C.P. : M. ‘0. . Nyasaland. 

DAVIDSON, D. C., L.R.C.P. : M.O., Northern Rhodesia. 

FALCONER, Dora, F.R.C.8.E. : woman M.O., Nigeria. 

GALIS, Z., M.D.: D.M.O., Grenada, Windward Islands. 

HAMILTON, F. x. E., L.R.C.P. : M.O. (grade c), Trinidad. 

HEALY, L. D., M.B. N.U.I. : M.O., Sere Leone. 

ua Ross, M.D. Edin.. D.T.M. leprosy specialist, East 
ca. 

MACKENZIE, I. P., M.B., D.P.H.: woman M.O., Tanganyika 
Territory. 
MAC BOD, N. C., 0.B.E., M.B. Glasg., D.P.H.: D.D.M.8., Gold 

oast. 


McOwan, B. M., M.B. Lond. : M.o., Malaya. 

RELWICZ, A., M.D. Cracow : M.O., ‘British Guiana. 

ROBERTSON, J. M. K., L.R.C.P.E. : M.O., Gold Coast. 

SAWDON, ELEANOR M., M.B. Birm., D.OBST.R.C.0.G.: Woman 
M.O., Malaya. 

WHITE, R. A. SENIOR: entomologist (Malaria Division), Medica) 
Department, Trinidad. 
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k jowa State Medical Library 


HISTORICAL BUILDING 
DES MOINES, IOWA 


We hope you obtain pleasure and profit from 
the use of the Iowa State Medical Library. You 
can increase its usefulness by returning your 
books promptly. We are pleased to be of service 
to you. 

Borrower. Adults are entitled to draw books 
by filling out an application card. 

Number of Volumes. Two new books, or two 
new consecutive Journals cannot be taken by one 
person. Students may borrow 3 volumes at a time, 
which are not renewable. 

Time Kept. The period of loan is two weeks; 
older books may be once renewed. New books 
and Journals are not renewable. 

Forfeiture of Privilege. Loss of books or 
journals without paying for same, defacing or 
mutilating materials, three requests for postage 
without results, three requests for return of ma- 
terial without results, or necessity of asking 
Attorney General’s aid to have material returned, 
bars from future loans. 

Transients and those at hotels may. borrow 
books by depositing the cost of the book, or $5.00, 
which is returned when the book is returned, 


